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Mr.  Harris  (for  Mr.  Ribicofp),  from  the  Committee  on  Government 
Operations,  submitted  the  following 

REPORT 

[Pursuant  to  S.  Res.  320,  91st  Cong.] 

1.  INTRODUCTION 

This  report  concerns  the  activities  of  the  Subcommittee  on  Executive 
Reorganization  with  regard  to  the  Federal  role  in  health  from  April 
of  1968  to  the  present.  It  is  based  on  hearings,  correspondence  with 
Federal  agencies,  and  staff  investigations.  David  Vienna,  who  was  a 
member  of  the  subcommittee  staff  from  January  1968  through  De- 
cember 1969,  assisted  in  the  preparation  of  this  report. 

2.  HEARINCJS 

On  April  22,  1968,  the  Subcommittee  on  Executive  Reorganization, 
under  the  chairmanship  of  Senator  Abraham  Ribicoff,  began  8  days  of 
hearings  on  health  care  in  America. 

The  nearings  were  held  April  22-26  and  July  9-11.  The  subcommit- 
tee took  testimony  from  24  witnesses,  most  of  whom  represented  pri- 
vate health  institutions.  Public  witnesses  included  Mayor  John  Y. 
Lindsay,  of  the  city  of  New  York,  and  Wilbur  J.  Cohen,  Secretary- 
designate  of  the  Department  of  Health,  Education,  and  Welfare.  The 
1,013-page  printed  record  included  42  exhibits. 

In  his  opening  statement.  Senator  Ribicoff  said : 

We  are  drawn  to  the  subject  by  the  high  cost  of  health  and  medical  services. 
They  have  skyrocketed  in  the  past  several  years  and  will  soar  even  further  in 
the  years  ahead. 

He  said  that  "the  $50  billion  we  are  spending  today,  compared  with 
$17  billion  13  years  ago,  will  become  $100  billion  in  1975." 

But  the  rising  cost  of  care  was  recognized  as  a  symptom  of  possibly 
greater  iUs  in  the  health  and  medical  service  system. 
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For  example,  Dr.  Martin  Cherkasky,  director  of  Montefiore  Hos- 
pital in  New  York,  gave  the  following  summary  of  health  care 
problems : 

If  there  are  children  who  die  who  do  not  need  to,  if  there  are  adults  who  arc 
handicapped  where  medicine  has  the  capacity  to  prevent  it,  where  we  stand  18th 
in  the  world  in  infant  mortality,  22d  in  the  world  in  longevity,  while  it  is  true  you 
do  not  walk  down  the  street  and  see  people  falling  over  for  the  want  of  medical 
care,  nonetheless  *  *  *  i  consider  we  are  in  a  state  of  crisis  ♦  *  ♦ 

*  *  *  Health  care  in  the  United  States  is  nowhere  as  good  as  it  can  be ;  it  is 
nowhere  as  good  as  the  money  spent  should  provide,  and,  judging  by  the  generally 
accepted  indexes  of  infant  mortality  and  longevity  ♦  *  *  our  record  is  not  poor — 
it  is  disgraceful. 

It  is  very  disconcerting  to  see  on  TV  a  heart  being  transplanted  from  one 
human  being  to  another  and  at  the  same  time  find  on  checking  200  consecutive 
children  who  go  to  a  city  hospital  clinic  that  half  of  them  have  no  evidence  of 
having  been  vaccinated  against  smallpox  and  polio.  Hard  to  believe.  While  we 
can  perform  miracles,  we  do  not  apply  all  that  we  have  long  known  to  the  benefit 
of  our  citizens. 

Dr.  Philip  R.  Lee,  Assistant  Secretary  of  Health  and  Scientific 
Affairs,  Department  of  Health,  Education,  and  Welfare,  plac>ed 
the  health  care  problems  in  a  national  perspective  when  he  told  the 
subcommittee : 

I  do  not  think  there  is  any  community  in  the  United  States  of  any  significant 
size  that  can  say  that  every  individual  in  the  community  has  access  to  high 
quality  health  care  when  they  need  it,  where  they  need  It  and  on  a  continuing 
basis. 

Raymond  S.  Alexander,  assistant  commissioner  of  health  for  New 
York  City,  said  health  insurance  plans  contribute  to  high  costs  and 
cover  the  treatment  rather  than  the  prevention  of  disease  and  illness. 
He  testified: 

I  think  the  answer  is  developing  a  health  care  system  which  will  treat  people 
while  they  are  standing  up,  rather  than  treatment  of  people  while  they  are 
lying  down,  and  designing  a  program  which  emphasizes  prevention  of  disease, 
rather  than  treatment  of  actual  disease. 

One  of  the  things  we  see  wrong,  for  instance,  in  Medicare  is  that  it  does  not 
pay  for  preventive  examinations.  One  of  the  things  which  we  see  wrong  in  the 
Blue  Cross  programs  is  that  there  is  a  premium  put  on  hospital  care,  that  the 
only  way,  for  instance,  the  physician  may  be  able  to  do  some  expensive  tests  on 
a  patient,  which  could  be  done  on  an  ambulatory  basis,  is  to  admit  that  i)aitient 
under  some  guise  into  a  hospital,  which  raises  the  cost  of  hospital  care. 

Impact  of  Federal  spending 

Witnesses  agreed  that  Government  health  outlays  influence  private 
spending  patterns  and  the  manner  in  which  health  care  is  organized 
and  delivered. 

As  Dr.  Cherkasky  told  the  subcommittee : 

The  rest  of  the  $35  billion  spent  on  medical  care  will  move  in  the  right  direc- 
tion if  the  $16  billion  the  Government  spends  is  thoughtfully  integrated  to  provide 
the  kind  of  regionalization.  the  kind  of  quality,  the  kind  of  system  that  we 
require. 

According  to  the  Bureau  of  the  Budget,  the  Federal  Government 
spent  $14.1  billion  on  health  in  fiscal  year  1968— some  24  percent  of 
all  health  expenditures  in  the  Nation.  Federal  spending  was  $16.6  bil- 
lion for  fiscal  year  1969  and  $18.8  billion  for  fiscal  year  1970. 

But  Government  witnesses  testified  that  there  was  no  set  of  priori- 
ties— no  order  to  Federal  health  outlays.  Wilbur  Cohen,  Secretary- 
designate  of  HEW,  said : 
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The  only  place  *  *  *  where  there  is  even  a  modicum  of  rationality  and  priority 
involved  is  in  the  requirements  in  the  Hill-Burton  Act,  which  requires  that  the 
Federal  funds  for  construction  be  utilized  by  the  States  with  regard  to  some 
priority. 

But,  Mr.  Cohen  added : 

those  priorities  have  largely  been  developed  with  rural  needs  taken  into  consid- 
eration, and  in  my  opinion  are  now  out  of  date  since  they  do  not  really  take  into 
account  the  needs  for  areawide  planning  of  the  organization  of  health  facilities. 

He  said : 

By  and  large  there  is  no  real  orderly  system  in  the  United  States  today  for 
determining  the  optimum  location,  size,  and  use  of  health  facilities. 

Dr.  Cherkasky  told  the  subcommittee  of  an  incident  in  the  Bronx 
which  shows  how  a  lack  of  coordination  at  the  Federal  level  results  in 
a  negative  impact  on  local  planning  attempts. 

Dr.  Cherkasky  told  the  subcommittee: 

The  borough  president  of  the  Bronx  several  days  ago  was  very  unhappy 
because  mental  health  funds  from  Washington  going  through  the  city  are  going 
to  produce  a  mental  health  activity  in  the  southern  Bronx  when  the  borough 
president  knows  we  need  comprehensive  care,  and  that  mental  health  money 
should  not  have  been  spent  unless  it  was  linked  with  money  for  dental  care  and 
for  other  general  care.  In  fact,  he  points  out  he  has  a  local  school  with  a 
thousand  children  in  it,  20  children  each  semester  are  going  to  be  seen  by  a 
dentist,  20  children.  It  will  take  25  years  to  see  those  thousand  kids. 

Senator  Warren  Magnuson,  of  Washington,  told  how  the  regula- 
tions of  the  "inflexible  bureaucracy"  in  the  Children's  Bureau  at  HEW 
had  apparently  prevented  children  from  receiving  needed  health  care 
in  Seattle. 

He  said  that,  although  the  Seattle  children  and  youth  project  was 
approved  in  1966,  "not  a  single  child  had  been  seen"  as  of  July  1, 1968. 

He  said  the  Children's  Bureau  program  to  provide  health  care  to 
poor  children  requires  each  j)roject  to  have  a  dentist,  a  chief  nurse 
with  a  master's  degree,  a  nutritionist  with  a  master's  degree,  staff  nu- 
tritionists and  staff  dieticians,  social  workers  with  master's  degrees, 
a  chief  speech  pathologist  or  audiologist  with  a  Ph.  D.,  a  graduate 
physical  therapist,  a  graduate  occupational  therapist,  and  a  project 
administrative  officer  with  a  master's  degree. 

Noting  that  "this  is  quite  a  lineup,"  Senator  Magnuson  asked : 

Where  are  they  all  going  to  come  from.  There  is  already  a  critical  shortage 
of  all  these  health  professionals.  Most  likely,  they  are  already  performing  useful 
service.  They  must  be  lured  away  by  higher  salaries.  So  we  rob  Peter  to  pay 
Paul  through  escalation  of  salaries,  with  taxpayers  picking  up  the  tab.  I  know 
of  a  local  project  that  was  told  by  Federal  authorities  that  they  had  to  take  on 
more  social  workers  even  if  they  didn't  think  they  needed  them. 

Bureaucratic  inflexibility  was  only  one  type  of  problem  described. 
Another  was  the  diffusion  of  Federal  health  programs  in  many  dif- 
ferent agencies  and  bureaus. 

Dr.  Cherkasky  said  that  New  York  City  health  professionals  once 
tried  to  put  together  a  comprehensive  program  of  care  for  the  poor 
in  one  area  of  the  city.  They  finally  gave  up  because  they  could  not 
find  their  way  through  the  maze  of  Federal  agencies. 

"The  various  Federal  people  became  involved  and  tried  to  be  help- 
ful," Dr.  Cherkasky  noted.  "Somebody  said  they  would  give  us  a  road- 
map  through  the  Federal  agencies." 
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But,  he  added,  "you  have  got  to  be  a  genius  to  figure  out  what 
agencies  you  have  to  go  to  to  pull  all  the  pieces  together." 

This  is  not  as  it  should  be,  he  said.  "The  pieces  ought  to  push  us 
into  the  direction  of  comprehensive  high  quality  care  which  has  effi- 
ciency built  in  to  it,  and  good  economy." 

Categorical  versus  hloc  grants 

The  subcommittee  asked  witnesses  whether  the  current  method  of 
categorical  grants — money  for  a  specific  program  with  clear  limita- 
tions— was  satisfactory.  Witnesses  were  asked  whether  bloc  grants — 
money  provided  on  a  lump-sum  basis  for  general  purposes  according 
to  community  needs — would  be  a  more  effective  way  of  using  the 
Federal  health  dollar. 

James  G.  Haughton,  M.D.,  the  first  deputy  administrator  of  New 
York  City's  Health  Services  Administration,  testified  that  the  cate- 
gorical grant  approach  may  encourage  services  that  a  community 
really  doesn't  need.  He  testified : 

I  just  recently  found  a  sickle-cell  anemia  clinic  in  a  hospital  simply  because* 
a  grant  was  available  to  study  sickle-cell  anemia.  I  also  found  a  protruding 
ear  clinic  in  a  hospital,  because  somebody  got  a  grant  to  work  on  plastic  surgery 
for  protruding  ears.  So  rather  than  developing  services  on  a  broad  basis  so  that 
people  get  services  they  need,  categorical  grants  tend  to  stimulate  programs  that 
match  the  money  that  is  available. 

Moreover,  Dr.  Haughton  said  that  "the  worst  way  to  finance  health 
care  is  by  categorical  grants.  Categorical  grants  tend  to  attract  pro- 
grams to  where  the  money  is  rather  than  where  the  need  is." 

Dr.  John  Knowles,  general  director  of  Massachusetts  General  Hos- 
pital, provided  the  subcommittee  with  his  experience. 

His  hospital  sought  Federal  assistance  to  provide  a  program  of 
health  care  for  a  poverty  community  of  16,000  persons,  half  of  them 
children. 

Dr.  Knowles  said  it  took  his  hospital — its  staff,  trustees  and  admin- 
istrators— several  years  to  work  their  way  through  "the  multiplicity  of 
funding  arrangements  from  the  Children's  Bureau  to  the  OEO  to  the 
other  departments  of  HEW." 

He  said  that  "most  institutions  couldn't  afford  that  investment  of 
time  and  energy  to  do  this"  and  he  suggested  that  if  it  takes  that  much 
work  to  acquire  funding,  many  institutions  won't  make  the  attempt. 

Dr.  Knowles  did  not  make  it  through  the  health  bureaucracy  on  his 
own.  After  several  years.  Dr.  Philip  Lee,  HEW  Assistant  Secretary 
for  Health  and  Scientific  Affairs,  and  his  deputy,  Dr.  George  Silver, 
became  aware  of  the  Boston  proposal.  They  invited  him  to  apply  for  a 
bloc  grant  for  $2  million,  the  estimated  cost  of  the  care  program  for 
the  16,000  persons. 

HEW  wanted  this  application.  Dr.  Knowles  said,  "so  that  they 
could  appoint  a  project  coordinator  to  coordinate  the  multiplicity  of 
agencies  which  might  have  a  piece  of  this  action,  and  they  wanted  us 
to  do  this  as  a  test  case  with  their  own  bureaucracy,  to  get  that  type  of 
bloc  grant,  and  ease  our  way." 

A  week  before  he  testified.  Dr.  Knowles  received  nearly  $500,000 
from  the  Children's  Bureau  to  start  the  children's  part  of  the  program. 

"That  is  good,"  he  said.  But,  he  added  :  "The  adult  services  program 
is  yet  to  be  funded,  and  that  is  where  we  get  into  a  multiplicity  of 
troubles  with  a  variety  of  competing  programs." 
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Both  Dr.  Haughton  and  Dr.  Kerr  White,  chairman  of  the  depart- 
ment of  medical  care  and  hospitals  of  the  Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health  said  that  bloc  grants  must 
be  tied  to  better  planning. 

Dr.  Haughton  said : 

I  think  it  would  be  chaotic  for  bloc  grants  to  be  given  to  health  organizations 
that  do  not  have  the  capacity  for  planning  for  proper  health  services,  because 
then  you  would  still  get  maladministration  of  tlie  funds. 

Unless  some  reorganization  takes  place,  Dr.  Whit^  said: 

We  face  the  prospect  of  either  categorical  service  programs  that  foster  dupli- 
cation and  overlap  such  as  neighborhood  health  centers,  mother  and  infant 
programs  and  children  and  youth  programs  or  of  more  categorical  disease 
programs  that  also  foster  duplication. 

The  addition  of  categorical  service  programs  and  the  existing  cate- 
gorical disease  programs,  he  said,  are  associated  with  many  omissions. 
Dr.  White  said : 

We  run  the  risk  of  setting  up  two  health  service  systems  in  this  country : 
that  is,  one  pattern  for  the  country  but  with  competing  health  services  systems 
encouraged  at  the  local,  regional  or  interstate  levels  by  grants. 

He  recommended  a  program  of  Federal  grants  to  develop  a  coordi- 
nated health  services  system — a  scheme  to  include  Federal  support  for 
everything  from  care  to  better  medical  records  and  transportation 
so  that  individuals  have  easy  access  to  care. 

Lack  of  health  data 

Prior  to  its  hearings,  the  subcommittee  sought  data  on  health  in 
America. 

General  information  on  private  and  Government  expenditures  was 
readily  available,  but  information  on  the  state  of  the  population's 
health  was  not. 

Though  the  National  Center  for  Health  Statistics,  a  part  of  HEW, 
collects  volumes  of  information,  the  subcommittee  found  that  too  often 
this  data  was  as  much  as  5  years  old — too  old  to  determine  current 
conditions. 

Victor  Fudhs,  vice  president  for  research,  National  Bureau  of  Eco- 
nomic Research,  told  the  subcommittee : 

If  you  were  to  examine  the  statistical  programs  of  the  Federal  Government 
you  would  find  that  the  amount  of  money  and  effort  devoted  to  getting  statistics 
on  agriculture,  for  example,  or  getting  istatistics  on  industry,  are  very  much 
greater  than  for  health  and  other  services,  and  decidedly  out  of  proportion  to 
the  role  that  these  various  industries  are  playing  in  the  economy  at  the  present 
time. 

Dr.  Fuchs  said  more  statistical  data  "is  one  basic  need." 

In  a  June,  1966,  article  in  the  Scientific  American,  entitled  "The 
Health  of  the  American  People"  (see  exhibit  19  of  hearings  on  Health 
Care  in  America,  p.  360),  Forrest  E.  Linder,  former  Director  of  the 
National  Health  Statistics  Center,  said : 

The  death  rate,  and  indeed  the  entire  battery  of  vital  statistics  that  have  long 
been  collected  by  the  States  and  the  Federal  Government,  no  longer  yield  enough 
information  on  which  to  base  a  sound  national  health  policy. 

How  then,  can  the  health  of  an  entire  population  be  calibrated  so  that  goals 
can  be  set  and  progress  toward  those  goals  can  be  gaged? 

Noting  that  Federal  health  expenditures  are  rising,  Mr.  Linder 
addedi : 
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By  what  standards  can  one  judge  whether  or  not  the  investment  is  being  allo- 
cated eflBciently? 

He  suggested  the  development  of  a  gross-national-product-like 
health  index.  It  would  be  a  single  index  blending  together  in  one  figure 
the  number  of  days  of  healthful  living,  time  lost  each  year  by  the 
chronically  and  acutely  ill,  the  days  lost  through  early  death,  and  the 
impairment  suffered  from  the  lack  of  medical  treatment. 

Education  and  manpoioer 

All  witnesses  agreed  there  must  be  more  emphasis  placed  on  medical 
education. 

They  said  a  shortage  of  physicians  is  resulting  in  U.S.  dependency 
on  doctors  educated  abroad.  Some  20  percent  of  the  physicians  licensed 
each  year  to  practice  come  from  foreign  countries. 

There  are  presently  some  300,000  physicians  in  the  United  States, 
not  all  of  them  practicing.  Some  estimate  as  many  as  600,000  will  be 
needed  by  1985. 

Dr.  Gerald  L.  Glaser,  past  president  of  the  Medical  Society  of  the 
County  of  Monroe,  Inc.  (Rochester,  N.Y.),  testified  that  the  society 
receives  approximately  30  to  50  calls  a  day  from  people  looking  for  a 
family  doctor. 

An  expenditure  of  roughly  $1.2  billion  per  year  for  10  years  will 
produce  the  estimated  number  of  physicians  needed  by  1985,  according 
to  the  witnesses. 

More  nurses  and  other  health  workers  are  needed,  too.  Some  college 
programs'  are  underway  to  develop  "physician  assistants." 

The  purpose  of  such  personnel  is  to  ease  the  physician's  workload 
while  at  the  same  time  providing  a  quality  of  care  that  is  consistent 
with  public  expectations. 

Group  practice 

Organizing  medical  practice  on  the  basis  of  prepaid  ^roup  practice 
rather  than  the  fee- for- service  basis  on  which  most  individuals  practice 
was  advocated  frequently  by  the  witnesses. 

Ernest  Saward,  M.D.,  medical  director  of  the  Permanente  Clinic  of 
Portland,  Oreg.,  one  of  the  pioneers  in  prepaid  group  practice,  indi- 
cated that  the  Federal  Government's  role  in  this  area  was  ambiguous. 
He  said : 

There  has  been  repeated  Federal  encouragement  of  prepaid  group  practice 
by  the  administration  since  1962  and  some  legislative  support.  However,  major 
legislation,  such  as  medicare,  has  not  taken  full  cognizance  of  the  differences 
between  group  practice  prepayment  systems  and  the  predominant  fee-for-service 
system  of  medical  care.  Only  the  expenditure  of  a  great  deal  of  time  and  effort 
has  enabled  the  staff  of  the  Bureau  of  Health  Insurance  of  the  Social  Security 
Administration  and  representatives  of  group  practice  prepayment  plans  to 
work  out  methods  which  permit  the  partial  integration  of  medicare  with  such 
programs. 

We  are  still  seeking  solutions  to  problems  associated  with  medicare.  Group 
practice  prepayment  programs  also  have  difficulty  in  obtaining  a  role,  partic- 
ularly a  significant  role,  in  regional  medical  programs  and  State  or  local  compre- 
hensive health  planning  groups. 

We  find  ourselves  warmly  praised,  but  tend  to  be  restricted  by  officials  ac- 
tions. There  is  need  for  recognition  of  the  differences  in  our  system  so  that  im- 
partial competition  of  health  service  delivery  systems  will  be  permitted  and 
a  meaningful  choice  of  systems  will  be  available  to  the  people  of  our  Nation. 
On  the  basis  of  public  acceptance  and  demonstrated  cost  effectiveness,  soundly 
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conceived  group  practice  prepayment  programs  provide  significant  competitive 
control  of  many  of  the  existing  inefficiencies.  Their  availability  as  a  yardstick  and 
as  competitors  will  help  to  control  health  care  costs. 

Dr.  Saward  told  the  subcommittee  of  the  Kaiser  plan's  experience 
in  holding  health  care  costs  down  for  subscribers  and  with  reducing 
the  frequency  of  hospitalization. 

He  said  the  Kaiser  hospitals  had  experienced  a  cost-per-day  in- 
crease, but  that  during  the  past  20  years,  the  cost  of  health  care  for 
each  member  had  increased  only  about  half  as  much  as  it  had  for  the 
N,ation. 

Speaking  of  Medicare,  Dr.  Saward  said : 

...  in  Oregon,  our  use  of  hospital  days  for  medicare  .  .  .  has  been  just 
slightly  more  than  half  the  national  average,  which  is  a  savings  to  the  Social 
Security  Administration,  not  to  the  Kaiser  Foundation,  because  our  physicians 
do  not  practice  any  differently  for  this  8.5  percent  of  the  membership  than  they 
do  for  the  rest.  .  .  . 

Our  rate  is  1,390  days  per  1,000  per  annum.  .  .  .  the  best  I  have  been  able 
to  gather  (for  the  Nation  as  a  whole)  is  that  there  are  somewhere  around 
2,700  or  2,800  days  of  hospitalization  for  each  1,000  medicare  beneficiaries  per 
annum. 

Walter  P.  Keuther,  president.  United  Automobile  Workers,  also  was 
concerned  about  obtaining  clear  Federal  support  for  prepaid  group 
practice. 

In  a  statement  submitted  to  the  subcommittee,  he  asked  for  an 
"amendment  of  title  VI  of  the  Civil  Eights  Act  of  1964  to  broaden  its 
nondiscriminatory  requirements  so  that  payment  of  Federal  funds  in 
the  Hill-Harris,  medicare,  medicaid  and  similar  programs  could  be 
withheld  from  any  hospital  which  discriminates  against  a  physician  or 
other  health  professional,  in  award  of  privileges  or  allocation  of  beds 
solely  because  the  health  professional  is  a  member  of  a  group  prac- 
tice program." 

Furthermore,  he  asked  that  the  Hill-Harris  Act  be  changed  to  en- 
able medical  schools  which  "are  prepaid  to  incorporate  group  practice 
organization  and  care  in  their  curricula,  to  receive  Government  grants 
to  build  group  practice  facilities  as  part  of  medical  school  complexes." 

3.  FEDERAL  HEALTH  EXPENDITURES 

In  his  opening  statement  at  the  April  22,  1968,  hearings,  Chairman 
Ribicoff  quoted  the  following  paragraph  from  the  November  1967  re- 
port of  the  National  Advisory  Commission  on  Health  Manpower : 

The  organization  of  health  services  has  not  kept  pace  with  advances  in  medical 
science  or  with  changes  in  society  itself.  Medical  care  in  the  United  States  is  more 
a  collection  of  bits  and  pieces — with  overlapping,  duplication,  great  gaps,  high 
costs,  and  wasted  effort — than  an  integrated  system  in  which  needs  and  efforts 
are  closely  related. 

Reviewing  the  hearings  in  the  light  of  this  initial  criticism,  it  became 
clear  that  serious  questions  needed  to  be  asked  not  only  about  the  pri- 
vate sector,  but  also  about  how  the  Federal  Government  organized  its 
health  efforts  and  spent  its  health  dollars. 

For  the  Federal  Government  is  involved  in  every  aspect  of  health : 
research,  training  and  education,  construction,  organization  and  deliv- 
ery, direct  and  indirect  hospital  and  medical  services,  and  prevention 
and  control. 
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Federal  health  expenditures,  which  are  spread  out  over  24  separate 
departments  and  agencies,  are  estimated  by  the  Bureau  of  the  Budget 
to  rise  to  $20.6  billion  in  fiscal  year  1971,  amounting  to  10.5  percent 
of  all  Federal  outlays.  This  represents  an  increase  of  25  percent  over 
expenditures  in  fiscal  1969,  when  they  totaled  $16.6  billion  and  com- 
prised 8  percent  of  all  Federal  outlays. 

While  the  Federal  financial  commitment  to  health  is  increasing,  so 
too  is  the  Government's  share  in  total  public  and  private  health  ex- 
penditures. 

In  1966  the  $5.9  billion  Federal  health  outlay  accounted  for  14  per- 
cent of  the  $42  billion  total  national  expenditures  for  health ;  State 
and  local  funds  contributed  13  percent;  and  private  sources  con- 
tributed 73  percent. 

By  1968  Federal  health  outlays  rose  to  24  percent  of  the  $53  billion 
total  national  expenditures ;  State  and  local  governments  stayed  at  13 
percent ;  but  private  sources  dropped  to  63  percent. 

The  Bureau  of  the  Budget  estimated  that  in  fiscal  year  1970,  the 
Federal  share  of  total  national  health  outlays  will  approach  30  percent. 

If  the  growth  of  the  Federal  role  in  health  care  in  the  past  few  years 
is  any  indication  of  what  is  to  come,  the  Government's  health  commit- 
ment will  grow  even  larger. 

Letter  to  agencies 

Because  of  the  scope  of  the  Government's  involvement  in  health  and 
the  questions  raised  by  witnesses  regarding  the  Federal  role  in  health. 
Senator  Kibicoff,  on  February  18,  1969,  sent  letters  to  the  24  depart- 
ments and  agencies  involved  in  health. 

The  letters  were  based  on  the  fiscal  1970  budget,  as  presented  in 
table  Lr-20  of  the  Special  Analyses  of  the  1970  Budget.  This  spending 
has  been  revised  slightly  since  then  and  current  figures  now  appear 
as  table  K-15  of  the  Special  Analysis  of  the  1971  Budget.  (Note: 
Wherever  possible,  responses  and  statements  based  on  data  in  table 
L-20  have  been  revised  in  this  report  to  correspond  with  the  data  in 
table  K-15.)  Table  K-15  follows : 
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Ten  departments  and  agencies  account  for  the  $153.4  million  that  is 
attributed  to  "other  agencies."  They  are : 

Millions  Millions 

Appalachian  Regional  Commis-  Department  of  Transportation. _  $11.  6 

sion  $39.  4  Department  of  Justice   11.  4 

Department  of  the  Interior             33.7  U.S.  Soldiers  Home   10.5 

Small  Business  Administration  23.  2  Tennessee  Valley  Authority   3.  5 

Peace  Corps                                11.8  U.S.  Information  Agency   .4 

Canal  Zone  Grovernment   11.  6 

In  his  letter,  the  chairman  said : 

Because  this  subcommittee  has  responsibility  for  the  coordination  of  Federal 
activities  that  involve  more  than  one  department  or  agency,  we  are  concerned 
with  your  role  and  activities  in  health  and  medical  care. 

While  the  Bureau  of  the  Budget  tells  us  how  much  money  is  spent,  it  does  not 
tell  us  how  the  money  is  spent ;  nor  does  it  tell  us  the  results  of  these  expendi- 
tures, particularly  with  regard  to  the  actual  delivery  of  health  care. 

Furthermore,  the  Special  Analysis  L  (Bureau  of  the  Budget)  does  not  indi- 
cate whether  the  health  activities  of  departments  and  agencies  constitute  a  com- 
prehensive and  coordinated  national  health  policy. 

Accordingly,  we  are  asking  each  department  and  agency  with  health  programs 
to  define  their  own  mission  both  individually  and  as  it  relates  to  the  overall 
health  effort  of  the  Federal  establishment. 

Each  department  and  agency  was  asked  to  submit  in  writing  answers 
to  the  following  questions : 

(1)  List  and  describe  each  health  program  under  your  juris- 
diction, specifying  how  much  money  was  spent  on  each  program 
in  each  of  the  past  5  fiscal  years. 

(2)  What  results,  both  direct  and  indirect,  have  these  pro- 
grams achieved  with  regard  to  improving,  in  both  the  public 
and  private  sectors,  the  organization,  financing  and  delivery  of 
health  care  in  the  United  States? 

(3)  How  do  the  health  programs  of  your  department  contri- 
bute to  the  formulation  and  implementation  of  the  national  health 
policy  ? 

(4)  What  mechanisms  are  available  to  you  to  coordinate  and 
consolidate  health  programs  within  your  department  and  those 
of  other  departments  and  agencies? 

(5)  How — and  how  often — have  you  used  these  mechanisms? 
Give  specific  examples  of  financial  savings,  better  service  or  elim- 
ination of  redtape  resulting  from  interdepartment  or  intradepart- 
ment  program  consolidations. 

Response  hy  agencies 

The  full  responses  from  the  departments  and  agencies  begin  on 
page  203  of  this  report.  A  summary  analysis  of  the  information 
contained  in  the  letters,  plus  material  subsequently  developed  by  the 
subcommittee  staff,  are  provided  below. 

1.  List  and  describe  each  health  program-  under  your  jurisdiction^ 
specifying  hoio  much  money  was  spent  on  each  program  in  each  of 
the  past  5  fiscal  years. 

Generally,  the  departments  and  agencies  with  small  health  budgets 
answered  this  question  more  completely  than  did  those  departments 
and  agencies  that  spend  the  bulk  of  the  Federal  health  dollar.  How- 
ever, nobody  answered  this  question  thoroughly. 
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Of  the  agencies  with  the  largest  health  spending — HEW,  VA,  and 
Defense — Defense  provided  the  most  detailed  information  about  its 
programs.  But  DOD  failed  to  provide  a  breakdown  of  its  spending. 
DOD  will  spend  $2  billion  for  health  in  fiscal  year  1970—10.8  percent 
of  the  Federal  health  budget. 

HEW,  which  will  spend  71.5  percent  of  the  fiscal  year  1970  health 
dollar,  did  not  list  and  explain  its  programs.  Instead,  it  provided 
mformation  about  the  five  major  organizational  units  of  HEW  that 
are  concerned  with  health  and  data  with  regard  to  general  spending 
patterns  within  these  units. 

The  VA,  whose  $1.8  billion  account  for  9.6  percent  of  current  Fed- 
eral health  outlays,  said  that  it  had  one  program  and  three  sub- 
programs. The  program  was  called  "The  Veterans  Administration 
Medical  Care  Program."  The  subprograms  were:  (a)  "Medical  Ad- 
ministration and  Miscellaneous  Operations,"  (b)  "Medical  and  Pros- 
thetic Eesearch,"  and  (c)  "Medical  Care,"  which  includes  nine  different 
types  of  care. 

Although  the  VA  defined  the  foregoing  as  "programs,"  as  did  HEW 
in  the  case  of  its  organizational  structure  and  general  purposes,  they 
are  in  fact  not  programs.  They  are  budget  categories  or  general  types 
of  services  provided.  There  is  no  mention  in  either  the  VA  or  the 
HEW  response  of  either  (a)  individual  programs  passed  by  the  Con- 
gress that  make  it  possible  for  the  VA  to  have  a  "Medical  Care  Pro- 
gram" or  HEW  to  have  five  organizational  units ;  or  (h)  specific  type?? 
of  Federal  aid  that  can  be  used  to  assist  others  in  developing  and 
implementing  health  care  programs. 

Subsequently,  the  staff  learned  that  one  Government  agency  had 
compiled  a  list  of  Federal  health  and  health-related  programs.  It  was 
the  Appalachian  Regional  Commission.  Because  the  Commission's  task 
is  to  assist  the  people  of  Appalachia  obtain  health  care — in  effect,  pro- 
vide them  with  a  shopping  list — they  developed  this  information. 
Commission  staff  told  subcommittee  staff  that  the  health  bureaucracy 
could  not  provide  this  information.  The  Commission's  compilation  of 
programs  appears  as  exhibit  1,  page  33  of  this  report.  The  Commis- 
sion staff  said  it  found  about  25  health  programs  relating  to  children 
but  think  there  may  be  more. 

Following  receipt  of  the  HEW  response,  which  contained  no  infor- 
mation about  programs,  subcommittee  staff  met  with  HEW  staff  and 
asked  for  a  list  of  only  the  health  education  and  manpower  programs. 

HEW  said  it  had  started  to  compile  such  a  list — both  within  HEW 
and  for  the  Government  as  a  whole— -4  months  previously.  Two  months 
after  the  subcommittee  requested  this  information  and  6  months  after 
HEW  began  the  project,  the  job  was  completed.  The  HEW  compi- 
lation of  health  training  and  education  programs,  which  HEW  did  not 
submit  as  part  of  its  response  to  the  subcommittee,  appears  as  exhibit 
2,  page  127. 

HEW  found  12  separate  departments  and  agencies  engaged  in  this 
activity.  The  actual  number  is  14,  according  to  the  Bureau  of  the 
Budget,  which  included  the  State  Department  and  the  Agency  for 
International  Development  in  its  compilation. 

One  of  the  14  is  the  Department  of  Commerce's  Economic  Develop- 
ment Administration,  which  administers  a  program  to  train  licensed 
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practical  nurses  and  nurses  aides.  Commerce  did  not  mention  this 
program  in  its  response  to  the  subcommittee.  It  spoke  only  of  "the 
recruitment  and  training  of  persons  in  health-related  activities  which 
are  likewise  related  to  economic  development." 

The  subcommittee  staff  also  asked  HEW  to  provide  a  list  of  health 
construction  programs  within  the  Federal  Government.  HEW  com- 
piled, listing  programs  of  five  departments  and  agencies :  HEW,  the 
Department  of  Housing  and  Urban  Development,  the  Department  of 
Commerce,  the  Small  Business  Administration  and  the  Office  of 
Economic  Opportunity.  This  listing  appears  as  exhibit  3,  page  140. 

The  HUD  programs  include  such  activities  as  college  housing,  hous- 
ing for  the  elderly  and  handicapped,  and  public  facility  loans  to  fi- 
nance such  public  needs  as  water  and  sewage  facilities,  gas  distribution 
systems  and  street  improvements. 

Not  included  in  the  HEW  list  of  Federal  construction  programs 
were  the  programs  of  the  Department  of  Defense  ($52.1  million  in 
fiscal  year  1970)  or  the  Veterans'  Administration  ($73.6  million). 

Both  the  listing  of  education  and  training  programs  and  construc- 
tion programs,  it  should  be  noted,  were  not  part  of  the  official  HEW 
response.  They  were  provided  only  after  the  subcommittee  staff  re- 
peated its  original  request. 

2.  What  results,  hoth  direct  and  indirect,  have  these  programs 
achieved  with  regard  to  improving,  in  hoth  the  public  and  private 
sectors,  the  organization,  financing  and  delivery  of  health  care  in  the 
United  States? 

The  purpose  of  this  question  was  to  encourage  the  departments  and 
agencies  to  separate  those  programs  and  funds  which  were  used  to 
change  and  improve  the  Nation's  health  care  system  from  those  that 
were  primarily  directed  at  maintaining  current  and  traditional  pat- 
terns of  organization,  financing  and  delivery. 

This  proved  a  difficult  question  to  answer.  Programs  such  as  medi- 
care and  medicaid  had  improved  the  financing  of  health  care  for  cer- 
tain groups.  But  judging  from  the  Bureau  of  the  Budget's  special 
analysis  of  health  spending,  organization  and  delivery  of  health 
care  were  low  priority  items. 

Of  the  $18.8  billion  scheduled  to  be  spent  on  health  in  fiscal  1970, 
only  $220.4  million  is  charged  to  organization  and  delivery.  This 
amounts  to  1  percent  of  all  Government  health  outlays. 

HEW  itself  will  spend  only  $155.5  million — also  roughly  1  percent 
of  its  $13.5  billion  health  budget — on  organization  and  delivery  in  fiscal 
1970. 

Another  problem  encountered  by  the  agencies  was  that  a  satisfactory 
answer  required  a  relatively  new  type  of  information — quantitative 
evaluation  of  indi\adual  programs. 

The  departments  and  agencies  either  were  unable  or  unwilling  to 
provide  this  information. 

Instead,  they  listed  numbers  of  persons  treated,  services  provided, 
and  the  general  objectives  of  their  programs. 

In  most  cases,  the  responses  were  too  general. 

HEW,  for  example,  in  stating  how  medicare  had  improved  the 
organization,  financing,  and  delivery  of  health  care,  wrote : 
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Unlike  other  health  plans,  medicare  provides  truly  comprehensive  health 
services.  This  includes  institutional  as  well  as  ambulatory  care.  Thus  medicare 
has  been  a  i>ositive  factor  in  decreasing  fragmentation  of  health  services.  *  *  ♦ 

In  summary,  although  medicare  was  established  to  finance  health  care  services 
for  the  aged,  it  has  had  rather  widespread  effects  also  on  the  organization  and 
delivery  of  health  services.  These  effects  have  been  in  the  form  of  improving  the 
quality  of  care,  increasing  availability  of  health  services  and  improving  the 
eflficiency  of  the  administrative  aspects  of  the  system. 

Claims  that  medicare  "provides  tralj  comprehensive  health  serv- 
ices," that  the  program  has  been  "a  positive  factor  in  decreasing  frag- 
mentation of  health  services,"  and  that  it  has  had  "rather  widespread 
effects  also  on  the  organization  and  delivery  of  health  care  services" 
would  have  more  substance  if  accompanied  by  supporting  data  and 
analysis. 

One  HEW  program  "result"  was  a  simple  matchup  of  a  program 
and  a  statistic.  HlEW  stated  that  the  Children's  Bureau  had  "con- 
tributed significantly"  to  reducing  infant  mortality  in  urban  ghettos 
and  pointed  out  that  in  the  past  3  years,  the  Nation's  infant  mortality 
declined  twice  as  much  as  it  did  in  the  period  from  1956-65.  Of  this, 
HEW  said: 

This  was  a  result  of  a  combination  of  maternal  and  child  health  centers  sup- 
ported by  the  program  and  the  stimulation  of  the  public  and  private  health 
sector  to  develop  similar  services. 

Without  questioning  the  fact  of  reduced  infant  mortality,  this  state- 
ment omits  the  essential  information  the  subcommittee  sought:  an 
account  of  the  variables  involved  in  achieving  the  result,  and  a  meas- 
ure of  the  precise  contribution  Federal  health  programs  made  to  the 
final  outcome.  The  HEW  answer  also  fails  to  acknowledge  the  impor- 
tance of  socioeconomic  factors  in  reducioig  infant  mortality. 

Likewise,  HEW's  answer  regarding  the  regional  medical  program, 
though  reporting  how  many  health  professionals  had  registered  for 
training  courses  sponsored  by  RMP,  basically  was  a  description  of  ob- 
jectives, not  an  assessment  of  changes  sought  or  achieved.  Nor  did 
the  Department  present  definable  measurements  by  which  the  program 
and  its  component  parts  could  be  judged  against  goals  and  needs. 

HEW  said  that  RMP  "seeks  to  link  medical  schools,  research  centers, 
community  hospitals,  and  health  professionals  more  closely  in  order 
to  improve  the  availability  of  the  latest  advances  in  diagnosis  and 
treatment  in  health  diseases,  cancer,  stroke  and  related  diseases." 

Responses  of  other  agencies  also  were  too  general. 

The  Department  of  Labor,  for  example,  gave  the  following  response : 

Training  in  the  health  occupations  under  the  MDTA  (Manpower  Development 
and  Training  Act)  has  contributed  to  the  improvement  of  the  delivery  of  health 
services  by  improving  the  quantity  and  quality  of  the  health  work  force. 

That  was  the  entire  answer  for  an  expenditure  of  $28.9  million  for 
training  and  education  in  the  Department's  Manpower  Administration 
for  fiscal  1968.  No  attempt  was  made  even  to  state  the  number  of  per- 
sons the  Department  felt  it  had  added  to  "the  health  work  force,"  let 
alone  assess  how  these  individuals  had  resulted  in  a  higher  quality  of 
health  manpower  and  care. 

The  VA  gave  a  similar  response  to  HEW.  YA  told  the  subcommit- 
tee that  more  than  one-third  of  physicians  graduated  from  medical 
schools  every  year  receive  a  part  of  their  training  in  VA  hospitals. 

38-767  O— 70  2 


14 


FEDERAL  ROLE  IN  HEALTH 


The  VA  did  not  indicate  that  this  training  either  improves  the  quality 
of  care  or  encourages  physicians  to  organize  themselves  in  a  manner 
that  will  make  care  more  accessible  and  available  to  those  in  need  of 
this  care. 

The  Department  of  Commerce  said,  in  effect,  that  the  hospital  and 
health  facilities  construction  programs  of  the  Economic  Development 
Administration  were  aimed  more  at  providing  employment  than  im- 
proving health  care.  Commerce  said  applicants  for  EDA  grants  and 
loans  "must  clearly  demonstrate"  that : 

( 1 )  The  lack  of  medical  facilities  is  seriously  hampering  the  economic  develop- 
ment of  the  community  ; 

(2)  The  economic  benefits  of  the  project  will  significantly  exceed  the  on-site 
employment  effect  of  the  facility  itself ;  and 

(3)  The  project  is  essential  to  the  establishment  or  expansion  of  an  identified 
industrial  or  commercial  enterprise. 

EDA  funds  are  also  provided  to  assist  in  the  recruitment  and  training  of 
persons  in  health  related  activities  which  are  likewise  redated  to  economic 
development. 

The  Office  of  Economic  Opportunity  provided  a  more  thorough 
answer  than  other  agencies,  especially  with  regard  to  comprehensive 
health  services.  OEO  stated  the  innovations  it  was  seeking  to  achieve, 
but  it  did  not  expand  upon  statements  to  the  effect  that  new  methods  of 
organizing  care  had  been  "tested"  or  that  an  approach  using  neighbor- 
hood residents  as  members  of  a  health  team  had  been  "explored." 

Ho%o  do  the  health  ^programs  of  your  department  contribute  to  the 
formulation  and  Implementation  of  the  national  health  policy? 

The  subcommittee  asked  this  question  because  the  hearings  did  not 
produce,  from  private  or  public  witnesses,  a  clear  understanding  of 
the  Nation's  health  policy. 

The  candid  response  of  HEW,  the  Federal  agency  with  primary 
responsibility  for  health,  was  the  following : 

Up  to  and  including  the  present  there  has  never  been  a  formulation  of  na- 
tional health  policy,  as  such.  In  addition,  no  specific  mechanism  has  been  set 
up  to  carry  out  this  function.  As  a  consequence,  the  national  health  policy  is  a 
more  or  less  amorphous  set  of  health  goals,  which  are  derived  by  various  means 
and  groups  within  the  Federal  structure. 

HEW  went  on  to  say : 

In  the  absence  of  specific  mechanisms  for  national  health  policy  formulation, 
the  role  has  been  served  over  the  years  by  the  President,  the  Congress,  and  the 
Federal  agencies  with  health  responsibilities,  acting  individually  or  in  various 
combinations,  as  necessary. 

Although  HEW  is  the  Government's  main  health  agency,  only  one 
Department  sought  its  counsel  in  answering  this  question — the  De- 
partment of  Defense.  But  DOD's  response  consisted  of  a  letter  from 
the  Surgeon  General  to  the  Deputy  Assistant  Secretary  (Health  and 
Medical)  of  the  Department  of  Defense. 

Response  of  other  agencies  included  the  following : 

•  The  Agriculture  Department  told  the  subcommittee  that  the  for- 
mulation and  implementation  of  the  national  health  policy  "rests 
on  the  expectation  of  a  safe  and  wholesome  meat  supply  to  provide 
that  portion  of  the  animal  protein  required  for  the  balanced  diets 
which  are  fundamental  to  any  health  policy." 
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•  The  Veterans'  Administration,  with  $1.8  billion  in  health  ex- 
j)enditures  in  fiscal  year  1970,  said  its  policy  role  included  participa- 
tion in  various  interagency  panels  to  study  and  recommend  solutions 
to  various  health  problems.  The  YA  said  one  of  its  major  health  ^oals 
is  to  train  more  health  workers  and  it  said  YA  programs  "contribute 
to  the  advancement  of  health  care  technology  and  education." 

•  The  Atomic  Energy  Commission,  with  $101.7  million  in  health 
expenditures  in  fiscal  year  1970,  said  its  j)rograms  contribute  to  na- 
tional health  policy  through  its  participation  on  various  interagency 
committees.  "The  contribution  of  the  Commission  to  these  various 
interagency  bodies  consists  primarily  in  defining  the  problems,  de- 
veloping the  state  of  the  art,  and  providing  protection  and  counter- 
measures  against  radiation  effects,''  the  AEC  letter  said. 

•  The  Department  of  Transportation,  which  is  spending  $11.6  mil- 
lion in  health  in  fiscal  year  1970,  said  it  contributed  to  national  health 
policy  through  two  of  its  agencies :  the  Federal  Aviation  Administra- 
tion and  the  Coast  Guard. 

The  FA  A  health  programs  "contribute  to  the  implementation  of 
the  national  health  policy  by  establishing  and  enforcing  minimum 
medical  standards  to  be  met  by  all  who  exercise  the  privilege  of  using 
the  national  airspace,  by  reducing  accidents  caused  by  human  factors 
and  medical  deficiencies  and  minimizing  the  concern  of  nonusers  for 
safety  in  the  system  as  it  may  effect  them." 

The  Coast  Guard's  role  in  national  health  policy  implementation  is 
through  providing  health  care  to  its  personnel. 

•  T^ie  Department  of  Commerce,  with  health  expenditures  totaling 
$8.3  million  in  the  current  fiscal  year,  finances  the  construction  of 
health  facilities  through  its  Economic  Development  Administration. 
It  also  carries  on  health-related  research  through  the  National  Bureau 
of  Standards. 

Nonetheless,  the  Commerce  Department  said  it  "participates  only 
indirectly  in  health  programs"  and  said  the  subcommittee  question  on 
health  policy  would  not  be  applicable  to  it. 

•  The  Department  of  Labor,  which  is  spending  $51.7  million  on 
health  in  fiscal  year  1970,  said  that  it  is  not  a  major  agency  in  the 
formulation  and  implementation  of  the  national  health  policy. 

"However,"  the  Labor  Department  response  said,  "the  Department 
does  often  participate  in  national  health  policy  discussion,  particularly 
when  health  manpower  issues  are  involved." 

The  Labor  Department  said  it  develops  projections  for  future  health 
manpower  needs  and  information  on  health  careers.  "This  informa- 
tion," it  said,  "is  useful  to  all  agencies  involved  in  establishing  national 
health  policy." 

After  receiving  these  responses,  the  subcommittee  staff,  working  with 
spending  figures  supplied  by  HEW,  determined  that  the  Nation's  top 
health  officer  has  direct  policy  and  management  authority  and  control 
of  only  22  percent  of  the  HEW  health  fiinds  and  16  percent  of  total 
Federal  health  spending. 

Although  the  Assistant  Secretary  for  Health  and  Scientific  Affairs 
is  responsible  for  health  progi^am  policy,  the  Public  Health  Service — 
which  includes  the  National  Institutes  of  Health,  the  Health  Serv- 
ices and  Mental  Health  Administration,  and  the  Consumer  Protec- 
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fcion  and  Environmental  Health  Service — is  the  only  place  where  he 
can  be  effective  in  fact,  not  just  in  theory. 

The  budgets  of  these  agencies  total  $3.1  billion  of  HEW's  $13.8 
billion  and  the  Nation's  $18.8  billion  health  budget  for  fiscal  year 
1970. 

Medicare  and  medicaid,  the  pro-ams  that  comprise  the  Federal 
Government's  largest  health  expenditures,  lie  outside  his  management 
responsibilities.  Medicare  is  managed  by  the  Social  Security  Admin- 
istration. Medicaid,  along  with  numerous  maternal  and  child  health 
programs,  is  managed  by  the  Social  and  Rehabilitation  Service,  a 
welfare  agency. 

^.  What  mechanisms  are  available  for  you  to  coordinate  and  con- 
solidate health  programs  within  your  department  a/nd  those  of  other 
departments  and  agencies? 

Most  departments  and  agencies,  in  response  to  this  question,  listed 
the  mechanisms  available. 

For  example,  the  Atomic  Energy  Commission  provided  the  follow- 
ing list  of  panels : 

Marine  Sciences  Council ;  Interagency  Coordinating  Committee  for 
the  International  Biological  Program;  Interagency  Committee  on 
Ocean  Exploration  and  Environmental  Sciences ;  Federal  Council  for 
Science  and  Technology;  Committee  on  Environmental  Quality; 
Interagency  Committee  for  World  Weather  Programs;  National 
Academy  of  Sciences — National  Research  Council  (Division  of  Bi- 
ology and  Agriculture  and  Division  of  Medical  Sciences) ;  Interde- 
partmental Committee  on  Irradiation  Preservation  of  Food;  Inter- 
departmental Committee  on  the  National  Blood  Research  Program, 
and  the  American  Standards  Association  Committee  on  Nuclear 
Instrumentation. 

In  addition,  the  agency  said : 

The  ABC  has  representation  for  liaison  on  National  Institutes  of  Health  study 
sections  and  National  Science  Foundation  panels.  Coordination  is  also  accom- 
plished with  other  governmental,  private,  and  international  agencies  through 
participation  in  Science  Information  Exchange  and  through  close  personal 
liaison.  By  the  use  of  interagency  agreements  between  AEC  and  other  Govern- 
ment agencies  such  as  the  Department  of  Defense,  the  National  Aeronautics  and 
Space  Administration,  and  the  National  Institutes  of  Health  collaborative  re- 
search programs  are  conducted  in  the  AEC's  laboratories. 

The  responses  to  this  question  indicated  from  the  departments  and 
agencies  there  are  mechanisms  available  to  coordinate  programs. 

6.  How — and  hoio  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  hetter  service  or  eliminatimi 
of  redtape  resulting  from  interdepartment  or  intradepartment  pro- 
gram consolidations . 

HEW  said  that  "no  studies  have  done  (sic)  specifically  aimed  at 
measuring  dollar  savings  resulting  from  coordination  efforts." 

As  one  example  of  coordinated  activities,  HEW  said  the  chronic 
disease  program  is  funding  its  efforts  jointly  with  a  number  of 
agencies.  For  example,  HEW  has  a  working  agreement  with  the 
National  Aeronautics  and  Space  Administration  with  regard  to  heart 
disease  and  stroke  programs. 
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HEW  and  the  VA  are  involved  in  a  joint  (project  to  evaluate 
techniques  for  treatment  of  kidney  disease. 

While  this  outlines  in  further  detail  HEW's  response  to  question 
No.  4,  the  Department  was  apparently  unable  to  give  the  specific 
examples  sought  by  the  subcommittee  of  dollars  saved,  improved 
services  or  elimination  of  redtape. 

The  Veterans'  Administration  was  able  to  provide  more  detail,  but 
was  apparently  unable  to  provide  the  amount  of  money  saved  through 
coordinated  efforts.  Here  is  what  the  VA  said : 

We  have  agreement  with  both  the  Public  Health  Service  and  the  Department 
of  Defense  to  furnish  hospital  care  to  eligible  veterans  at  specific  locations. 
While  no  savings  have  been  calculated  such  coordinated  effort  has  precluded 
the  necessity  of  constructing  additional  beds  at  some  locations. 

We  have  also  entered  into  agreement  with  the  PHS  to  provide  care  to  merchant 
seamen  in  the  Memphis  and  Chicago  areas  which  permitted  the  closure  of 
PHS  hospitals  in  these  areas. 

In  the  planning  for  our  hospital  in  San  Juan  we  agreed  to  set  aside  40  beds 
for  military  patients  in  order  to  preclude  the  replacement  of  a  small  Army  h08^ 
pital  in  that  area. 

We  are  presently  working  with  the  PHS  in  the  development  of  joint  plans 
for  our  respective  hospitals  in  Seattle  which  would  share  a  considerable  num- 
ber of  resources  on  a  common  basis. 

Our  Supply  Fund  operation  also  purchases  and  furnishes  medical  supplies 
to  other  Federal  medical  programs  on  a  reimbursement  basis. 

We  are  operating  consolidated  outpatient  clinics  in  several  Federal  buildings 
for  employees  of  various  agencies.  We  furnish  laundry  service  to  six  Air  Force 
installations,  one  Job  Corps  facility,  and  one  Corps  of  Engineers  unit. 

The  Department  of  Defense  also  gave  some  specific  examples  of  ef- 
forts that  had  been  coordinated  or  consolidated.  These  efforts  may 
have  improved  efficiency;  but  here,  too,  no  assessment  of  how  much 
was  actually  saved  was  given. 

DOD  said: 

Accounting  systems  do  not  readily  establish  data  on  the  financial  savings 
or  other  advantages  occurring  from  these  efforts  . . . 

The  Commerce  Department  said  these  questions  "would  not  be  ap- 
plicable" to  it,  since  the  Department  "participates  only  indirectly  in 
health  programs." 

In  its  initial  response  to  the  subcommittee,  SBA  said  there  are  "no 
mechanisms,  as  such,  to  coordinate  our  lending  program  to  health  fa- 
cilities with  other  departments  or  agencies."  But  SBA  later  amended 
these  remarks  indicating  it  maintains  a  relationship  with  the  Hill- 
Burton  program. 

4.  COMMENTS  BY  JAMES  A.  SHANNON,  M.D. 

The  subcommittee  sought  the  counsel  of  James  A.  Shannon,  M.D., 
former  Director  of  the  National  Institutes  of  Health,  in  its  review  of 
the  Federal  role  in  health.  Dr.  Shannon  presently  is  professor  and 
special  assistant  to  the  president  of  Kockef  eller  University.  At  the  time 
the  subcommittee  sought  his  counsel.  Dr.  Shannon  was  Special  Adviser 
to  the  president  of  the  National  Academy  of  Sciences. 

A  number  of  questions,  including  some  regarding  the  responses  of 
the  24  agencies  to  the  chairman's  earlier  letter,  were  submitted  in  writ- 
ing to  Dr.  Shannon.  Dr.  Shannon's  complete  response  appears  on  page 
507  of  this  report.  A  summary  of  Dr.  Shannon's  comments  follows : 
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Programs  amd  policy 

Federal  health  programs,  Dr.  Shannon  said,  are  a  "broadly  decen- 
tralized" and  "highly  fragmented"  set  of  "patchwork"  activities  that 
"make  it  difficult  to  consider  broad  issues  in  a  coherent  manner." 

They  touch  on  evei-y  problem  of  health  care  and  delivery  "without 
dealing  decisively  with  any  one,"  he  said. 

They  come  into  being  "sequentially"  as  "unbearable  defects"  are 
uncovered  in  private  health  care  systems,  rather  than  "as  elements  in  a 
complete  and  unified  system." 

During  the  elohnson  administration  alone.  Dr.  Shannon  reported, 
the  Congress  enacted  some  51  pieces  of  health  legislation  that  con- 
tained some  400  "discrete"  authorities. 

According  to  Dr.  Shannon,  all  this  occurs  because  Federal  health 
programs  operate  in  a  policy  "void."  There  is  no  central  policymaking 
body  that  has  overall  responsibility  for  the  formulation,  implementa- 
tion, and  evaluation  of  health  policy  and  programs. 

Central  responsibility  is  "avoided,"  he  said,  and  each  activity,  with 
the  possible  exception  of  the  Public  Health  Service,  is  viewed  "not  in 
relation  to  health  but  in  relation  to  some  other  social  or  other  agency 
goal." 

Dr.  Shannon  stated : 

These  circumstances  would  not  be  so  bad  if  one  could  be  convinced  that  the 
present  fragmented  system  was  capable  of  "muddling  through"  successfully, 
but  I  cannot  believe  this  is  the  case. 

Noting  that  serious  problems  existed  with  regard  to  delivery  of 
health  care,  medical  manpower  and  education,  and  biomedical  re- 
search. Dr.  Shannon  concluded: 

It  is  clear  that  a  simple  extension  of  present  activiities,  coupled  with  a  further 
patchwork  approach  to  critical  needs  now  apparent,  will  provide  no  long  term 
solution.  An  examination  of  present  programs  yields  little  comfort  that  in  any 
reasonable  time  they  will  have  modified  present  conventions  governing  the  dis- 
tribution or  cost  of  health  care. 

Dr.  Shannon  said  the  development  of  the  three  Federal  hospital 
systems  and  the  major  health  delivery  programs  had  produced  a 
range  of  activities  that  was  "obviously  lacking  in  any  fundamental 
concept  of  basic  philosophy  or  the  precise  role  that  should  be  played 
by  the  Federal  Establishment.  This  is  a  discouraging  view  to  pro- 
pound, but  there  would  appear  to  be  no  alternative." 

Dr.  Shannon  described  two  types  of  growth  that  occur  in  the  absence 
of  central  policy  planning  and  control :  the  growth  of  an  agency,  such 
as  the  Veterans'  Administration ;  and  the  growth  of  a  concept,  such 
as  comprehensive  health  care. 

After  World  War  II,  the  VA  reorganized  its  programs  to  provide 
extensive  and  high  quality  care  to  servicemen  who  had  been  wounded, 
injured,  and  disabled.  As  the  need  was  met,  the  demand  for  this  care 
dwindled,  so  that  today  75  percent  of  the  VA  patients  are  hospitalized 
for  non-service-connected  disabilities,  increasing  numbers  of  the  30 
million  veterans  in  the  United  States  are  qualifying  for  medicare, 
and  medicaid  can  be  used  to  assist  those  veterans  who  are  medically 
indigent. 

Meanwhile,  the  VA  has  moved  in  to  other  areas  and  acquired  new 
responsibilities  in  biomedical  research,  training  of  health  professionals 
to  support  the  physician,  and  meeting  special  needs  of  nearby 
communities. 
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These  developments,  though  they  may  be  necessary  and  well  run, 
"replicate  primary  responsibilities  for  which  primary  responsibility 
has  been  assigned  elsewhere  in  the  Federal  Establishment." 

Dr.  Shannon  concluded: 

Thus,  they  are  not  suhject  to  central  review  in  the  development  of  overall 
national  objectives  for  biomedical  research,  medical  education,  residency  train- 
ing, and  the  production  of  other  health  manpower.  These  VA  activities  are  not 
meaningfully  related  to  broader  community  planning  directed  toward  the  evolu- 
tion of  more  rational  means  of  provisions  of  health  care.  Further,  they  are  not 
considered  in  relationship  to  other  Federal  health  programs  conducted  by  (a) 
the  military  for  the  care  of  retired  military  personnel  and  for  dependents  of 
active  members  of  the  armed  services,  and  ( & )  the  Public  Health  Service  for  the 
care  of  merchant  seamen,  Indians,  Eskimos,  and  other  Federal  dependents. 

The  concept  of  comprehensive  health  care  first  received  legislative 
status  in  the  Comprehensive  Health  Planning  and  Services  Act  of 
1966  and  its  1967  amendments.  This  legislative  package  has  become 
known  as  the  partnership  for  health  program. 

The  legislation  sought  to  enlist  States  and  local  communities  in  the 
planning  necessary  to  redirect  Federal  health  programs.  Instead  of 
treating  individual  and  episodic  diseases,  services  would  be  modified 
to  focus  on  the  more  "comprehensive"  goal  of  maintaining  the  general 
health  of  the  population. 

However,  according  to  Dr.  Shannon,  the  major  thrust  of  the  com- 
prehensive health  concept  has  been  "'blunted''  by  HEW  programs  that 
are  "in  direct  competition." 

Among  the  programs  Dr.  Shannon  cited  were : 

•  Programs  for  the  mentally  ill  and  mentally  retarded  adminis- 
tered by  the  National  Institute  of  Mental  Health  (NIMH)  and  the 
Health  Services  and  Mental  Health  Administration  (HSMHA). 

•  R-egional  medical  programs  (RMP)  aimed  at  developing  medical 
service  arrangements  for  victims  of  heart  disease,  cancer,  stroke,  and 
related  illnesses. 

•  Maternal  and  child  health  programs  which  contain  both  research 
and  service-oriented  programs  managed  by  the  Children's  Bureau  of 
the  Social  and  Rehabilitation  Ser\dce  ( SRS ) . 

•  An  array  of  other  programs  with  "some  measure"  of  biomedical 
research,  medical  manpower  and  medical  service  functions  included 
in  SRS. 

Dr.  Shannon  said  other  examples  could  be  cited  but  that  these  were 
"sufficient  to  emphasize  the  diifusion  and  functional  ambiguity  of  the 
DHEW  health  organization." 

In  this  context.  Dr.  Shannon's  comments  about  the  regional  medi- 
cal program  should  be  noted : 

This  program  is  conducted  under  authorities  that  are  considered  by  many 
to  be  in  direct  conflict  with  the  concepts  which  underpin  the  programs  of 
"Comprehensive  Health-Partnership  for  Health,"  even  though  they  are  contained 
in  the  same  operating  unit  of  HSMHA.  It  is  interesting  to  note  that  the  legisla- 
tive consideration  of  the  regional  medical  programs  antedated  by  some  months 
the  enactment  of  the  Comprehensive  Health  legislation.  Nonetheless,  in  the 
congressional  presentation  of  the  comprehensive  health  programs  little  note  was 
taken  of  then  recently  enacted  RMP  legislation.  Avoidance  of  what  would 
be  inevitable  program  conflicts  wasi  not  considered. 

Biomedical  research 

Biomedical  research  also  suffers  from  the  lack  of  a  central  planning 
and  policy  body  for  health,  according  to  Dr.  Shannon. 


20 


FEDERAL  ROLE  IN  HEAUTH 


Because  current  decisionmaking  provides  "no  means  to  define  real- 
istic goals"  so  that  the  12  executive  agencies  engaged  in  biomedical 
research  can  use  their  resources  effectively,  Federal  support  for  bio- 
medical research  has  been  split  "well  beyond  that  required  for  a 
healthy  pluralistic  *  *  *  base,"  he  said. 

In  such  a  situation,  budgetary  constraints  are  likely  to  result  in  pro- 
gram attrition,  which  in  turn  probably  will  have  a  "devastating  effect 
on  the  overall  research  purposes  of  the  Nation." 

This  "progressive  erosion  of  support"  will  place  American  leader- 
ship in  biomedical  research  "in  jeopardy"  and  make  it  "impossible"  to 
stabilize  institutions  heavily  engaged  in  this  work  and  develop  new 
ones,  he  said. 

Dr.  Shannon  noted  that : 

The  high  cost  of  medical  services  and  the  social  and  economic  burden  of 
disease  and  disability  stem  in  no  small  measure  from  the  deficiencies  in  our 
state  of  knowledge.  The  current  and  prospective  losses  that  will  derive  from  the 
failure  to  plan  and  administer  this  vital  research  function  in  a  unified  and 
coherent  manner  are  truly  incalculable. 

M  anpoioer 

Dr.  Shannon  cited  medical  education  as  an  example  of  the  "inade- 
quacy" of  current  and  projected  Federal  health  programs. 

Observing  that  health  care  is  in  a  state  of  crisis  partly  because  of  "an 
absolute  deficiency"  in  health  manpower  plus  a  "maldistribution"  of 
the  manpower  that  is  available,  Dr.  Shannon  went  on  to  say : 

There  seems  to  be  no  high  level  appreciation  of  the  fact  that  the  shortage  is 
truly  great  and  is  likely  to  become  much  greater  in  the  immediate  future.  More 
importantly,  there  seems  to  be  a  lack  of  general  awareness  that  the  simple  and 
modest  extension  of  the  present  programs,  even  when  coupled  with  new  programs 
aimed  at  the  evolution  of  new  careers  (i.e.,  physician  assistants),  wiW  not  re- 
solve the  combination  of  shortage  and  maldistribution  in  any  reasonable  period 
of  time. 

These  programs  were  started  "much  too  late"  and  are  "much  too 
small"  to  have  any  significant  effect  in  alleviating  the  shortage  of  phy- 
sicians, he  said. 

At  the  most — and  assuming  no  military  service  obligations — HEW 
medical  school  programs  in  fiscal  1969  and  1970  will  result  in  a  com- 
bined total  of  1,600  physicians  in  1975  and  1976,  an  increase  of  slightly 
more  than  one-half  of  1  percent  in  the  current  physician  population. 
There  are  300,000  physicians  in  the  United  States. 

Furthermore,  Dr.  Shannon  pointed  out,  these  new  physicians  are 
"likely"  to  distribute  themselves  within  the  society  in  much  the  same 
fashion  as  the  present  physician  population.  "It  is  difficult  to  see  what 
this  small  annual  increment  *  *  *  can  be  expected  to  accomplish." 

Noting  that  new  types  of  health  professionals  such  as  "clinical  asso- 
ciates" or  "physicians'  assistants"  had  stirred  considerable  specula- 
tion. Dr.  Shannon  said  that  such  personnel  would  not  begin  to  be 
available  until  1974  and  that  "substantial  numbers  would  take  sub- 
stantially longer." 

Thus,  he  concluded,  "present  programs  cannot  be  viewed  as  offering 
solutions  to  the  problems  of  health  manpower  in  the  immediate  future." 

Relief  could  come  from  the  8,000  physicians  and  50,000  nurses  gradu- 
ated each  year  "but  only  if  there  were  specific  control  of  their  deploy- 
ment." 
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He  noted  the  "fractionation"  of  Federal  health  manpower  programs 
in  the  National  Institutes  of  Health,  the  Veterans'  Administration,  the 
Office  of  Education,  the  Department  of  Labor,  the  Office  of  Economic 
Opportunity,  and  the  Department  of  Defense.  Making  full  use  of  these 
programs  would  require  "some  central  policy  determination,"  he  said. 

Summing  up.  Dr.  Shannon  said : 

Viewing  the  health  manpower  problem  broadly,  one  is  impressed  by  the  con- 
tinued lack  of  evidence  of  real  concern  traditionally  given  it  by  the  executive 
branch  of  Government.  Shortages  have  been  repeatedly  stressed  by  the  managers 
of  Federal  health  programs  beginning  in  the  late  1950's  and  increasingly  since 
that  time.  They  have  also  been  stressed  by  private  groups  in  all  areas  *  *  *. 

In  the  face  of  all  those  views,  one  can  only  conclude  that  the  present  programs 
are  timid,  rather  than  bold,  stereotype  rather  than  innovative ;  and  reflect  a  low 
national  priority. 

'-^Federal  health  dollar''' 

A  basic  problem  in  assessing  Federal  health  efforts.  Dr.  Shannon 
said,  has  been  the  failure  of  Federal  agencies  and  the  Bureau  of  the 
Budget  to  present  a  satisfactory  analysis  of  health  spending. 

In  particular,  he  said  a  precise  figure  regarding  spending  to  improve 
and  maintain  the  general  health  of  the  population  was  not  available. 

The  $18.8  billion  budgeted  for  fiscal  1970  includes  many  activities, 
some  of  which  "have  little  relationship"  toward  this  basic  function  of 
general  health. 

Dr.  Shannon  said  that  ithe  agency  responses  to  the  subcommittee's  let- 
ter did  not  present  a  "clear  understanding"  of  the  Federal  commitment 
to  health. 

Special  Analyses  K  (Health) ,  J  (Manpower) ,  and  Q  (Eesearch  and 
Development)  of  the  1970  Budget  of  the  United  States  provide  a  better 
picture.  But  here,  too,  "there  is  no  aggregate  in  these  presentations 
which  can  truly  be  called  a  'Federal  health  dollar'  that  has  any  real 
relationship  to  the  civilian  health  needs  of  the  Nation." 

Dr.  Shannon  criticized  the  Bureau  of  the  Budget's  "unopposed 
analysis"  of  Federal  health  activities  as  "misleading."  He  said  that 
contained  within  "this  highly  fragmented  'health  dollar'  "  were  such 
activities  as  Social  Security  trust  funds,  funds  to  meet  health  needs 
related  to  the  Armed  Forces  and  Federal  dependents,  and  research 
related  primarily  to  nuclear  energy  and  space. 

"The  Congress  consequently  is  not  presented  w^ith  an  intellectually 
honest  analysis  of  Federal  funds  that  will  be  expended  for  the  health 
maintenance  of  the  population,"  he  said. 

Recommendations 

Dr.  Shannon  made  two  basic  recommendations : 

(1)  Establishing  an  "authoritative"  and  "central  mechanism" 
for  health  policy  within  the  Federal  Establishment ;  and 

(2)  An  Under  Secretary  for  Health  in  the  Department  of 
Health,  Education,  and  Welfare. 

He  noted  that  opposition  from  some  Federal  agencies  and  some 
Members  of  Congress  had  prevented  the  establishment  of  an  Inter- 
agency Health  Policy  Council  by  Executive  order  in  1968.  The  Sec-  ^ 
retary  of  HEW  was  to  have  been  Council  Chairman. 

But  he  argued  that  the  absence  of  such  a  policymaking  body  al- 
ready has  resulted  in  "an  inability"  to  determine  goals,  develop  pro- 
grams that  support  them,  achieve  a  balance  among  research,  educa- 
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tion,  and  medical  services,  estimate  the  cost  of  these  programs  and 
evaluate  their  performance. 

The  tendenc}^  has  been  for  "slogans  rather  than  goals  to  emerge," 
Dr.  Shannon  said,  adding  that  "slogans  are  poor  substitutes." 

He  said  the  scope  and  magnitude  of  HEW's  involvement  in  civilian 
health  programs  argues  "in  a  compelling  manner"  for  this  policy 
function  to  be  placed  in  HEW. 

Dr.  Shannon  said  the  health  function  in  HEW  was  "sufficiently  im- 
portant" to  rate  an  Under  Secretary.  He  opposed  a  Department  of 
Health  as  "regressive,"  saying  it  was  "one  of  several  closely  related 
integrated  social  services  that  are  not  amenable  to  simple  and  separate 
treatment." 

The  Under  Secretary  should  have  four  Assistant  Secretaries :  Science 
and  Education,  Health  Services  and  Resources,  Regulatory  Activi- 
ties, and  Program  Planning  and  Analysis. 

In  addition.  Dr.  Shannon  recommended  that  the  staff  of  the  Secre- 
tary of  HEW  be  broadly  expanded  at  both  the  policy  and  staff  level. 
He  said  that  many  of  HEW's  shortcomings  "stem  directly  from  an 
inadequacy  of  high  policy  positions  leaving  too  much  to  be  decided 
by  the  strivings  of  a  career  bureaucracy  without  clear  policy  guidance." 

Dr.  Shannon  concluded : 

Changes  in  the  private  sector  will  not  occur  quickly,  but  a  beginning  of  con- 
structive action  within  the  Federal  agencies  will  have  a  strikingly  beneficial 
action.  The  likely  need  to  achieve  these  initial  Federal  moves  within  severe 
budget  constraints  will  require  the  development  of  explicit  goals  so  as  to  make 
what  otherwise  might  seem  to  be  bruising  decisions  not  only  reasonable  but 
essential. 

5.  STAFF  STUDY:  IMPACT  OF  FEDERAL  FUNDS 

Finally,  the  subcommittee  staff  undertook  a  selected  analysis  of 
Federal  hospital  construction  funds. 

It  was  felt  that  the  study  would  shed  some  light  on  the  impact  of 
Federal  programs  at  the  local  level  and  the  ability  of  the  Federal 
Government  to  coordinate  related  programs  of  different  agencies. 

The  hospital  construction  effort  involves  six  departments  and  agen- 
cies. The  Departments  of  Health,  Education,  and  Welfare,  Housing 
and  Urban  Development  and  Commerce  and  the  Small  Business  Ad- 
ministration help  finance  civilian  hospital  construction.  HEW,  the 
Department  of  Defense  and  the  Veterans'  Administration  finance 
construction  of  federally  operate  facilities. 

In  the  current  fiscal  year,  the  Government  is  spending  $1^1  million 
to  finance  construction  of  civilian  hospitals  and  $124  million  on  fed- 
erally operated  facilities. 

For  purposes  of  illustration,  the  staff  reviewed  the  coordination 
between  the  Small  Business  Administration  and  the  Hill-Burton  pro- 
gram in  cases  involving  three  States :  Florida,  Arizona,  and  California. 
Tlie  subcommittee  reviewed  the  files  of  certain  loans  made  in  the  State 
of  Florida  because  Florida  has  a  larger  number  of  SBA  loans. 

The  Hill-Burton  program,  provided  for  by  the  Hospital  Survey 
and  Construction  Act  of  1946,  is  the  largest  of  the  Federal  hospital 
construction  efforts.  In  the  past  few  years,  the  program  has  obligated 
about  $250  million  annually  for  hospital  construction. 
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The  prime  concern  of  the  program  has  been  to  build  hospitals  in 
rural  areas.  Its  enabling  legislation  suggested  some  planning,  which 
has  been  for  the  most  part  successful.  Each  State,  in  order  to  qualify 
for  Hill-Burton  funds,  had  to  establish  a  planning  agency.  These 
State  Hill-Burton  agencies  took  inventories  of  their  State's  hospital 
needs,  the  ser\"ice  needs  of  the  population,  and  manpower  and  financial 
resources.  In  order  for  a  hospital  to  acquire  Federal  funds  from  Hill- 
Burton,  the  facility  must  channel  its  report  through  the  State  Hill- 
Burton  agency. 

To  assure  that  these  local  planning  mechanisms  were  not  ignored, 
memorandums  of  agreement  were  established  between  HEW  and  the 
other  Grovemment  hospital  financing  agencies. 

These  agreements  are  aimed  at  assuring  that  before  an  agency  pro- 
vides financing  for  a  hospital,  it  would  clear  each  project  with  the 
Hill-Burton  program. 

The  Small  Business  Administration  is  spending  $23.3  million  in 
fiscal  year  1970  to  assist  in  the  construction  of  hospitals  or  provide 
capital  assistance  through  business  loans  and  local  development  cor- 
poration loans. 

SBA  assists  in  the  construction  of  proprietary  or  profitmaking 
hospitals. 

Each  Federal  hospital  construction  financing  agency  has  spelled  out 
for  some  time  the  procedures  to  be  followed  in  coordinating  its  loans 
with  the  Hill-Hurton  program. 

The  SBA  has  issued  the  following  directive  to  its  field  offices : 

It  is  *  *  *  important  in  considering  applications  for  SBA  loans  from  a  specific 
area  to  determine  and  include  in  the  loan  ofl&cer's  report  whether  or  not  the 
particular  community  is  in  an  area  which  is  or  may  be  receiving  funds  or  which 
is  relatively  high  on  the  priority  list  for  the  allocation  of  (Hill-Burton)  funds. 
If  the  community  is  relatively  high  on  the  priority  list,  information  as  to  the 
plans  of  the  communty  to  utilize  funds,  including  dates,  should  be  set  out  in  the 
loan  officer's  report,  since  this  should  be  considered  when  the  effect  of  an  SBA 
loan  would  be  to  deprive  a  community  of  Hill-Burton  funds. 

Though  Federal  construction  money  is  relatively  small  when  com- 
pared with  the  $18.8  billion  health  budget  for  fiscal  year  1970,  the 
manner  in  which  these  funds  are  administered  can  have  a  great  local 
impact.  If  a  Federal  agency,  such  as  the  SBA,  builds  a  hospital  that 
has  not  been  approved  by  the  State  Hill-Burton  planning  agency,  it 
may  not  be  needed.  If  the  hospital  is  needed,  the  facility  may  not  be 
adequate  to  service  the  community's  needs. 

Furthermore,  when  a  State  Hill-Burton  agency  is  bypassed,  what 
guarantee  can  be  provided  by  the  Federal  financing  agency  involved 
to  assure  that  there  is  sufficient  health  manpower  in  an  area  to  staff 
the  facility? 

Take,  for  example,  the  situation  in  one  Florida  city. 

The  city  of  Belle  Glade,  Fla.,  is  a  small  rural  community  in  the 
State's  southern  interior. 

In  February  1963,  the  Hill-Burton  program  approved  a  grant  of 
$635,000  in  Federal  funds  toward  the  construction  of  a  new  $1.6  mil- 
lion, 75-bed  hospital.  This  hospital  was  completed  in  September  1965 
and  presently  has  an  occupancy  rate  of  between  50  and  55  percent. 
This  means  that  on  the  average,  more  than  half  of  the  beds  in  the 
hospital  are  used. 
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In  Au^st  1965,  the  month  before  the  Glades  Memorial  Hospital 
opened,  the  Small  Business  Administration  approved  a  $60,000  loan 
to  the  Carver  Memorial  Hospital  Holding  Corp.  to  build  a  13~bed 
hospital  in  Belle  Glade.  Two  years  later,  the  same  corporation  received 
approval  for  an  additional  $10,000  loan  from  SB  A. 

Carver  Memorial  Hospital  was  not  necessary,  the  subcommittee 
learned.  Administrators  of  the  Small  Business  Administration  were 
advised  of  this  by  State  of  Florida  health  officials.  Ronald  Burton,  a 
consultant  to  the  Florida  State  Bureau  of  Health  Facilities  and  Serv^- 
ices  told  the  subcommittee : 

"There  was  a  phone  conversation  with  SBA  and  we  said  they 
should  not  build  it." 

Furthermore,  the  subcommittee  reviewed  SBA  files  on  this  loan 
and  found  no  corresponden(.'e  with  the  State  Hill -Burton  agency  giv- 
mg  specific  approval  for  the  construction  of  this  hospital. 

Carver  Memorial  Hospital  was  licensed  by  the  State  of  Florida 
in  July  1968,  but  never  opened  as  a  hospital. 

Von  D.  Mizell,  M.D.,  medical  director  of  Carver  Memorial,  advised 
the  State  board  of  health  of  this  fact  in  a  letter  dated  January  3, 1969. 

He  wrote: 

As  of  this  date,  we  have  been  unable  to  secure  sufficient  nursing  personnel 
and  medical  doctors  to  supply  adequate  hospital  coverage  in  order  to  open  as  we 
had  hoped.  To  date  we  have  not  admitted  any  patients. 

As  per  our  telephone  conversation  some  time  ago,  you  may  be  aware  of 
the  fact  that  have  concluded,  a  hospital  in  the  Belle  Glade  area  is  not  feasible 
at  this  time  for  the  above  reasons. 

Between  August  1965,  when  the  first  SBA  loan  to  Carver  Memorial 
was  approved,  and  July  1968,  when  the  hospital  was  licensed,  nearly 
3  years  had  elapsed.  By  January  of  1969,  Dr.  Mizell  said  that  a  hos- 
pital w^as  not  feasible  and  he  asked  that  the  State  grant  a  license  to 
operate  the  facility  as  a  nursing  home. 

On  April  14,  1969,  the  Florida  State  Board  of  Health  granted  a 
license  to  the  Carver  Memorial  Hospital  Holding  Corp.  to  operate  the 
Sunset  Heights  Nursing  Home. 

Here  is  a  case  where  SBA  financed  an  unnecessary  facility  in  a 
community  w^here  the  Federal  Government  had  already  committed  a 
substantial  amount  of  funds  to  provide  a  health  facility  for  a  •com- 
munity. 

The  duplication  of  Federal  health  funds  in  Belle  Glade,  Fla.,  is 
not  an  isolated  example.  There  are  other  examples  of  wasted  funds 
and  unnecessary  duplication  of  facilities  that  result  from  a  lack  of 
coordination  on  the  part  of  the  Small  Business  Administration  wuth 
State  Hill -Burton  agencies. 

Consider,  for  example,  what  has  happened  in  Vallejo,  Calif. 

The  Hill-Burton  program  approved  in  March  1966  a  $606,973  grant 
to  Vallejo  General  Hospital  to  modernize  the  62-bed  facility.  Vallejo 
General  was  required  under  terms  of  the  grant  to  increase  its  facility 
to  include  a  total  of  99  beds.  The  entire  project,  including  the  Federal 
grant,  totaled  $3.9  million.  The  modernized  and  expanded  hospital 
opened  on  April  5, 1966. 

But  the  hospital  is  running  into  serious  problems.  Most  of  its  99 
beds  are  empty.  There  are  only  45  patients  in  the  hosnital,  according  to 
its  administrator,  Louis  Funk.  This  severe  underutilization  of  the  fa- 
cility is  placing  the  hospital  in  a  financial  dilemma. 


FEDERAL  ROLE  IN  HEALTH 


25 


Already,  it  is  dipping  into  its  cash,  reserves  to  meet  its  payroll. 
The  trustees  and  officials  of  the  hospital  have  begun  thinking  about 
what  they  are  going  to  do  with  the  facility  if  they  reach  the  point 
where  pay  rolls  can't  be  met  and  bills  can't  be  paid. 

A  major  factor  in  Vallejo  General's  problem  is  nearby  Broadway 
Hospital  which,  Mr.  Funk  claims,  is  taking  patients  away  from  his 
hospital. 

Broadway  Hospital  has  evolved  from  a  30-bed  convalescent  hospital 
several  years  ago  to  a  90-bed  general  hospital.  A  part  of  this  expansion 
was  assisted  by  the  Small  Business  Administration,  which  granted  a 
$380,000  loan  on  October  25,  1968,  to  Broadway  Hospital  Properties, 
Inc. 

An  official  of  the  company  told  the  subcommittee  staff  that  the  SBA 
loan  was  used  to  add  25  beds  to  the  facility,  provide  a  maternity  unit, 
enlarge  the  kitchen,  and  improve  the  emergency  area.  These  improve- 
ments were  finished  at  various  stages  during  1969. 

The  official  also  told  the  subcommittee  that  "all  agencies  that  were 
supposed  to  be  apprised  of  the  expansion  were  and  we  had  clearance 
from  the  State  health  department." 

While  the  hospital  is  fully  certified  and  licensed  by  the  State  of 
California,  the  Small  Business  Administration  apparently  did  not 
seek  approval  of  the  project  from  the  State  Hill-Burton  agency. 

Kobert  C.  Kimball,  chief  of  the  bureau  of  health  facilities  planning 
and  construction,  the  State  Hill-Burton  agency,  for  the  State  of  Cali- 
fornia told  the  subcommittee : 

The  Broadway  Hospital  Vallejo  project  ♦  *  *  was  not  discussed  with  this 
office  and  it  should  be  noted  that  the  Hill-Burton  program  *  *  *  has  allocated 
Federal  funds  for  the  replacement  of  Vallejo  General,  recently  opened  and 
Kaiser  Foundation  Hospital. 

There  is  an  excess  of  beds  in  the  area  as  indicated  in  the  State  plan  and  Val- 
lejo General  is  suffering  from  a  very  low  occupancy. 

Wliile  this  situation  represents  a  waste  of  Federal  funds  and  effort, 
the  involvement  of  the  Small  Business  Administration  in  this  com- 
munity may  adversely  affect  the  investment  of  HEW  in  the  city. 

The  Small  Business  Administration  has  helped  finance  23  health 
facilities  in  California  since  1960.  They  include : 


Alderson  Hospital,  Woodland   $97,  000 

Arden  Community  Hospital,  Sacramento   385,  000 

Community  Medical  Center,  North  Sacramento   370,  000 

Katella  Community  Hospital,  Stanton   270,  000 

Rainbow  Convalescent  Hospital,  Palo  Alto   180,  000 

Riveras  East  Side  Convalescent  Hospital,  San  Jose   25,  000 

Schroeder  Medical  Clinic,  San  Diego   60,  000 

Studebaker  Community  Hospital,  Norwalk   115,  000 

The  American  River  Hospital,  Carmichael   297,  000 

Woodruff  Community  Hospital,  Long  Beach   100,  000 

Citizens  Hospital  Association  of  Boron  (Boron  Community  Hospital)  ; 

Boron    266,000 

Broadway  Hospital,  Los  Angeles   150,  000 

Campbell  Community  Hospital,  Inc.,  Campbell   275,  000 

Southern  Humboldt  Community  Hospital,  Garberville   100,  000 

Delta  Convalescent  Hospital,  Lodi   225,  000 

Novato  General  Hospital,  Kentfleld   250,  000 

Fairmont  Rehabilitation  Hospital,  Lodi   64,  000 

Southeast  Doctors  Hospital,  Maywood   350,  000 

Bellflower  Community  Hospital  C/O  SS  Wolen,  North  Hollywood   133,  400 

Community  Memoriai  Hospital,  North  Sacramento   449,  499 

Price  Convalescent  Hospital,  San  Francisco   40,  000 

Broadway  Hospital  Properties,  Inc.,  Vallejo   380,  000 
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There  appears  to  have  been  little  or  no  coordination  on  the  part 
of  the  Small  Business  Administration  with  the  State  Hill-Burton 
agency  regarding  these  facilities.  "*  *  *  It  appears  that  no  one  in  the 
Bureau  was  contacted  by  SBA  regarding  the  facilities  listed  nor  do  we 
have  any  correspondence  from  SBA  regarding  any  of  the  projects 
listed,"  Mr.  Kimball  told  the  subcommittee. 

While  the  SBA  may  be  assisting  in  overbuilding  hospital  services  in 
some  areas,  in  others — particularly  metropolitan  areas — it  is  building 
hospitals  too  small  to  truly  serve  the  communities'  needs. 

The  subcommittee  found  that  in  the  Los  Angeles  area  and  in  several 
of  its  crowded  suburbs,  SBA  has  financed  hospitals  with  as  few  as  52 
beds. 

There  is  a  concensus  among  health  care  planners  and  hospital  spe- 
cialists that  a  hospital  in  metropolitan  areas  with  less  than  200  beds 
should  not  be  built.  These  experts  contend  that  small  hospitals  in 
metropolitan  areas  just  cannot  provide  the  services  necessary  to  the 
populations  they  aim  to  serve. 

SBA  is  unable,  according  to  its  own  regulations,  to  finance  construc- 
tion of  hospitals  Avith  more  than  150  rooms. 

Another  indication  of  a  problem  emerged  from  the  subcommittee's 
review  of  SBA  loans  to  hospitals. 

In  California,  Arizona,  and  Florida — the  only  States  in  which  SBA 
loans  were  reviewed — some  hospitals,  which  had  received  SBA  loans, 
had  converted  from  profitmaking  operations  to  nonprofit  operations. 

In  one  case,  the  prmcipals  turned  over  the  operations  of  their  hos- 
pital to  a  family  foundation,  while  title  to  the  land  and  buildings  re- 
mained under  the  control  of  the  principals.  In  another  case,  the  entire 
hospital — its  operations,  buildings,  equipment,  and  land — were  turned 
over  to  a  nonprofit  corporation. 

It  would  appear  from  these  cases  that  individuals  may  be  using 
Federal  aid  to  build  hospitals  they  subsequently  turn  into  personal 
tax  shelters. 

AAHiile  there  are  many  problems  that  beset  the  Federal  construction 
programs  for  civilian  hospitals,  much  takes  place  in  the  construction  of 
federally  operated  hospitals  that  escapes  necessary  scrutiny. 

Take,  for  example,  the  situation  in  the  San  Francisco  area. 

The  Army  and  the  Navy  refused  to  consolidate  into  one  joint  facility 
separate  hospitals  each  was  planning  to  build. 

The  General  Accounting  Office  and  private  hospital  planners  in  the 
area  recommended  a  joint  facility  be  built  and  shared  by  each  service. 

The  services  refused.  They  said  there  was  a  strong  preference  on  the 
part  of  military  personnel  to  be  treated  in  a  hospital  of  their  own  serv- 
ice. Army  and  Navy  representatives  told  the  GAO  that  separate  Army 
and  Na\^  hospitals  in  the  San  Francisco  area  were  essential  for  pur- 
poses of  morale  and  medical  training. 

In  fact,  medical  training  probably  would  have  been  upgraded  in  a 
larger  facility.  With  regard  to  personnel  morale,  the  subcommittee 
cannot  comment. 

However,  because  Amny  and  Navy  service  personnel  prefer  to  be 
cared  for  by  their  fellow  servicemen,  the  taxpayers  are  paying  dearly. 

The  GAG  estimated  before  the  hospitals  were  built  that  $10  million 
would  be  wasted  with  the  construction  of  two  separate  facilities. 
Furthermore,  GAO  said  an  additional  $8.2  million  would  be  wasted 
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each  year  from  the  maintenance  and  operations  of  two  separate  facili- 
ties. 

The  full  GAO  report  on  this  situation  appears  as  exhibit  4,  page  166. 

Federal  health  delivery  systems 

In  surveying  hospital  construction  funds,  the  subcommittee  also 
learned  about  problems  of  coordination  regarding  the  various  Federal 
health  delivery  systems. 

The  Federal  Government  maintains  five  separate  health  delivery 
systems : 

•  The  Department  of  Defense  operates  hospitals  and  clinics  for 
military  personnel  and  their  dependents. 

•  The  Veterans'  Administration  maintains  facilities  and  services  for 
former  servicemen. 

•  The  Public  Health  Ser^dce  operates  two  separate  systems :  {a)  the 
Indian  Health  Services  and  (5)  the  Public  Health  Service  Hospitals. 

•  And  there  is  the  clinic  program  maintained  by  the  Office  of  Eco- 
nomic Opportunity. 

Strict  interpretations  of  missions  and  jurisdictional  lines  often 
prevent  a  proper  and  coordinated  utilization  of  these  services. 

To  illustrate,  there  is  the  situation  in  and  around  Yuma,  Ariz., 
where  three  separate  Federal  facilities — with  a  combined  total  of  39 
hospital  beds — provide  health  care  to  4,900  people,  including  1,300 
military  personnel  and  their  families. 

The  facilities  are  the  following : 

•  The  14-bed  Fort  Yuma  Indian  Hospital  at  Winterhaven,  Calif., 
maintained  by  the  Health,  Education,  and  Welfare  Department's 
Public  Health  Service,  which  has  a  78.6  occupancy  rate,  according 
to  the  Journal  of  the  American  Hospital  Association  of  August  1, 
1969. 

•  The  10-bed  U.S.  Army  hospital  at  the  Yuma  Proving  Grounds, 
which  currently  has  a  20  percent  occupancy  rating. 

•  A  five-bed  dispensary  at  the  Marine  Corps  Air  Station  maintained 
at  Yuma  by  the  U.S.  Navy. 

The  following  table,  which  was  prepared  by  the  subcommittee  with 
information  provided  by  officials  of  the  three  facilities,  summarizes 
their  operations : 


Beds 

Physicians 

Nurses 

Average 
number 
treated 
monthly 

Population 
serviced 

Approximate 
fiscal  year 
1970 
expenditure 

Fort  Yuma  hospital  

14 

2 

4 

1,100 

1  3, 600 

$250, 000 

Army  hospital   

10 

24 

6 

925 

3  800 

262, 000 

Marine  hospital   

5 

46 

7 

3, 000 

3  500 

294, 550 

1  Families. 

2  Includes  one  flight  surgeon. 

3  The  number  of  military  personnel,  but  care  is  provided  to  their  dependents  and  also  retired  personnel  living  in  the 
area  and  their  dependents. 

<  Includes  two  flight  surgeons. 


These  officials  told  the  subcommittee  that  there  was  little  or  no 
coordination  between  the  two  Department  of  Defense  facilities  and  the 
Indian  hospital.  The  chief  physician  at  the  Indian  hospital  said  :  "I 
have  never  even  talked  to  the  people  at  the  Army  or  Marine  facility." 
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This  situation  raises  a  number  of  questions  regarding  the  most  effi- 
cient use  of  Federal  funds  and  manpower,  particularly  when  the 
facility  with  the  largest  population  to  serve — the  Indian  hospital — has 
the  fewest  health  professionals. 

An  example  of  underutilized  Department  of  Defense  facilities  near 
or  within  easy  access  to  underutilized  private  hospitals  is  seen  in 
Junction  City,  Kans. 

The  Irwin  Army  Hospital  at  Fort  Riley  on  the  outskirts  of  town 
is  a  375-bed  hospital  with  an  occupancy  rate  of  only  66.5  percent. 

In  town  is  Geary  Community  Hospit^il  with  92  beds  and  a  62  occu- 
pancy rate.  In  1964,  this  hospital  received  a  $1,042,482  loan  from  the 
Hill-Burton  program  to  build  92  beds  at  total  cost  of  $2,187,074. 

Both  the  Yuma  and  Junction  City  circumstances  would  appear  to  be 
in  direct  conflict  with  Federal  policy  regarding  the  operation  of  Fed- 
eral health  facilities,  as  stated  in  Circular  A-57  of  the  Bureau  of  the 
Budget,  October  1967. 

A  BOB  staff  paper  regarding  the  circular  said  Federal  policy  was : 

(1)  The  avoidance  of  overlapping  and  duplication  of  services  and  overbuilding 
of  facilities. 

(2)  The  realization  of  the  most  eflScient  and  complete  utilization  of  hospitals 
of  each  agency  to  meet  the  total  requirements  of  the  Federal  Government,  and 

(3)  The  achievement  of  the  maximum  interrelationship  of  Federal  and  com- 
munity medical  facilities  and  services. 

The  staff  paper  prepared  also  said  "there  is  general  acceptance  by 
the  Federal  medical  services  of  these  broad  policy  guidelines." 

However,  "their  implementation  in  specific  situations  often  involves 
difficult  judgments  and  strongly  held  differences  of  opinion,"  accord- 
ing to  the  staff  paper.  The  paper  further  states : 

The  difficult  judgments  center  around  such  questions  as  whether  the  use  of 
someone  else's  resources  will  interfere  with  the  accomplishment  of  the  agency's 
mission,  the  guaranteed  future  availability  of  the  services,  accessibility  of  serv- 
ices, quality  of  services,  etc.  As  a  general  rule  each  Federal  medical  service 
strongly  prefers  to  operate  its  own  facilities  to  provide  care  to  its  beneficiaries 
except  when  it  is  clearly  uneconomical  or  infeasible  to  do  so 

Excerpts  from  the  October  1967  paper  on  Circular  A-57  prepared 
for  a  Bureau  of  the  Budget  Committee  on  the  Operations  of  Federal 
Hospitals  appear  in  this  report  as  exhibit  5,  page  201. 

6.  SUMMARY  AND  FINDINGS 

In  its  1968  hearings  on  Health  Care  in  America,  the  subcommittee, 
found  that  the  Nation's  private  health  care  system  was  on  the  verge  of 
crisiis. 

Large  numbers  of  the  poor  received  improper  care,  or  no  care 
at  all. 

The  middle  class  felt  the  financial  pressure  of  the  high  cost  of 
care  and  lived  in  fear  of  a  prolonged  and  expensive  catastrophic 
illness. 

The  care  lx)th  received  often  was  fragmented  and  impersonal. 

Accidental  factors,  such  as  where  a  man  lived  or  worked,  often 
determined  the  quality  of  his  health  care  and  health  insurance. 

Specialization  had  reduced  the  number  of  physicians  serving  the 
basic  health  needs  of  the  population.  Many  turned  to  hospital  emer- 
gency rooms  as  their  "family  doctor,"  placing  heavy  and  unexpected 
demands  upon  these  facilities. 
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Health  insurance  plans,  by  generally  covering  only  care  adminis- 
tered in  hospitals,  encouraged  the  most  expensive  care  possible.  In 
addition,  by  covering  treatment  instead  of  prevention,  the  plans  were 
paying  for  sickness  more  than  health. 

As  for  the  health  services  and  professions,  they  had  failed,  as  the 
National  Advisor^^  Commission  on  Health  Manpower  pointed  out  in 
1967,  to  keep  pace  with  advances  in  medical  science  and  changes  in 
society.  They  appeared  to  be  organized  more  for  the  convenience  and 
concerns  of  their  practitioners  and  institutions  than  for  the  health 
needs  and  financial  security  of  the  patient. 

This  chaos  and  disarray  of  private  health  care  services  generated 
deep  concern  about  the  effect  of  Federal  programs  on  the  private 
health  care  system  and  the  proper  role  for  the  Federal  Government  in 
the  whole  field  of  health. 

Federal  health  expenditures  total  approximately  30  percent  of  all 
health  spending  in  the  Nation,  and  Federal  programs  deal  with  every 
aspect  of  health :  research,  training,  and  education ;  construction ;  or- 
ganization and  delivery ;  direct  and  indirect  hospital  and  medical  serv- 
ices ;  and  prevention  and  control. 

Accordmgly,  the  subcommittee  undertook,  through  correspondence 
and  staff  investigations,  a  review  of  Federal  health  programs  and 
spending  in  the  24  separate  departments  and  agencies  involved  in 
health. 

Coordinatimi  of  Federal  ^programs 

The  subcommittee  found  that  Federal  health  programs  comprise  a 
cimibersome,  disjointed  bureaucracy  that  key  Government  officials 
have  difficulty  managing. 

Even  the  Nation's  top  health  officer,  the  Assistant  Secretary  for 
Health  and  Scientific  Affairs  of  the  Department  of  Health,  Education, 
and  Welfare,  has  effective  control  over  just  22  percent  of  his  own 
Department's  health  budget. 

The  uncoordinated  proliferation  of  health  programs  results  in  a 
situation  in  which  agencies  whose  priorities  are  not  related  to  health 
make  decisions  that  affect  the  health  of  the  population. 

The  Commerce  Department,  which  is  involved  in  hospital  and  health 
construction  through  its  Economic  Development  Administration, 
admitted  that  its  programs  are  aimed  more  at  j>roviding  employment 
than  pro\dding  health  care.  Commerce  also  declined  to  answer  a  ques- 
tion as  to  how  it  coordinates  its  health  programs  with  other  agencies  on 
the  grounds  that  it  "participates  only  indirectly  in  health  programs." 

Interagency  coordination  is  a  hit-and-miss  proposition.  Some  agen- 
cies have  little  understanding  of  similar  programs  in  other  agencies  or 
act  as  if  they  were  unaware  ttiat  such  programs  exist  outside  their  own 
agency. 

For  example,  the  Small  Business  Administration  had  financed  the 
construction  of  hospitals  denied  financial  assistance  by  the  Depart- 
ment of  Health,  Education,  and  Welfare.  Moreover,  SB  A  had  not 
consulted  with  HEW  over  the  construction  of  the  hospitals  it  financed, 
despite  an  agreement  between  the  agencies  to  consult  on  such  projects. 

In  some  instances,  hospitals  that  had  received  SBA  loans  had  con- 
verted from  profitmaking  operations  to  nonprofitmaking  operations, 
raising  the  possibility  that  Federal  funds  were  being  used  to  create 
tax  shelters. 

38-767  O— 70  3 


30 


FEDERAL  ROLE  IN  HEALTH 


Strict  interpretation  of  agency  missions  and  jurisdictional  lines 
often  prevents  proper  coordination  and  utilization  of  federally  con- 
structed and  supported  health  facilities. 

In  the  Fort  Yuma,  Ariz.,  area,  three  separate  Federal  facilities  with 
a  combined  total  of  39  hospital  beds  provide  health  care  to  4,900  peo- 
ple, including  1,300  military  personnel  and  their  families.  Two  facil- 
ities are  military  and  one  is  an  Indian  hospital.  Officials  at  all  three 
hospitals  said  there  w^as  little  coordination  and  sharing  of  facilities 
between  the  military  hospitals  and  the  Indian  hospital. 

In  Junction  City,  Kans.,  an  underutilized  Department  of  Defense 
facility  exists  near  an  underutilized  Hill-Burton  hospital. 

And  in  San  Francisco,  the  Army  and  Navy  refused  to  consolidate 
into  one  facility  the  hospitals  that  each  was  planning  to  build,  even 
though  the  General  Accounting  Office  and  private  hospital  planners  in 
the  area  recommended  this  action.  The  services  insisted  separate  hos- 
pitals were  essential  for  patient  morale  and  medical  training.  But  the 
extra  cost  to  the  taxpayers,  besides  the  additional  $10  million  in  con- 
struction costs,  will  be  $8.2  million  a  year  in  maintenance  and  operat- 
ing expenses,  according  to  a  GAO  report. 

These  examples  are  the  result  of  a  study  of  Federal  health  con- 
struction funds  the  subcommittee  staff  undertook  to  illustrate  problems 
of  coordination.  They  suggest  that  searching  attention  be  given  to 
how  well  the  six  departments  and  agencies  involved  in  health  con- 
struction coordinate  their  efforts,  both  amon^  themselves  and  with 
respect  to  private  health  needs  of  local  communities. 

Effect  and  purpose  of  programs 

With  regard  to  the  impact  of  Federal  programs  and  health  dollars, 
the  subcommittee  found  that  Federal  agencies  either  were  unable  or 
unwilling  to  judge  their  programs  by  meaningful  or  measurable 
standards. 

The  subcommittee  also  found  little  evidence  of  any  general  effort 
to  use  Federal  health  dollars  as  a  lever  for  changing  and  improving 
the  Nation's  health  care  system  and  its  component  parts. 

In  assessing  how  their  programs  had  contributed  to  the  organization, 
financing  and  delivery  of  health  care,  the  agencies  failed  to  provide 
thoughtful  statements  of  the  basic  problems  that  needed  solution,  the 
role  of  the  Federal  Government  in  contributiing  to  that  solution,  and 
the  manner  in  which  programs,  both  individually  and  collectively, 
could  help  contribute  to  the  solution. 

Achievements  were  stated  as  fact  without  much  attempt  to  judge 
achievements  against  program  goals  or  the  needs  that  still  existed. 

The  agency  program  evaluations  suggested  that  each  program  and 
agency  was  an  island  unto  itself.  Each  program,  and  each  agency's 
involvement  in  health,  may  have  occurred  as  a  necessary  response  to  a 
certain  problem.  But  when  viewed  in  combinations  or  as  a  whole,  both 
programs  and  agency  health  missions,  such  as  they  were,  appeared  to 
have  little  relationship  to  each  other  or  the  health  needs  of  the 
American  people. 

The  result  is  the  following: 

Federal  programs  have  not  attempted  to  come  to  grips  with  rising 
health  care  costs. 

Federal  programs  have  only  touched  on  the  problem  of  limited  access 
to  care. 

Federal  programs  have  not  tried  to  pull  together,  or  provide  incen- 
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tives,  to  develop  models  of  organized  delivery  systems  for  the  general 
population. 

Federal  programs  have  been  woefully  inadequate  in  dealing  with  the 
shortage  and  distribution  of  health  mauDower. 

The  trouble,  as  Dr.  James  A.  Shannon,  former  Director  of  the  Na- 
tional Institutes  of  Health,  told  the  subcommittee,  is  that  the  extensive 
fragmentation  of  Federal  health  programs  makes  it  "difficult  to  con- 
sider broad  issues  in  a  coherent  manner."  Therefore,  as  he  pointed 
out,  Federal  health  programs  touch  on  every  problem  of  health  care 
and  delivery  "without  dealing  decisively  with  any  one." 

Dr.  Shannon  went  on  to  say : 

These  circumstances  would  not  be  so  bad  if  one  could  be  convinced  that  the 
present  fragmented  system  was  capable  of  "muddling  through"  successfully,  but 
I  cannot  believe  this  is  the  case  .  .  . 

It  is  clear  that  a  simple  extension  of  present  activities,  coupled  with  a  further 
patchwork  approach  to  critical  needs  now  apimrent,  will  provide  no  long  term 
solution.  An  examination  of  present  programs  yields  little  comfort  that  in  any 
reasonable  amount  of  time  they  will  have  modified  present  conventions  governing 
the  distribution  or  cost  of  health  care. 

National  health  policy 

The  most  basic  finding  of  the  subcommittee  was  that  there  is  no 
national  health  policy  to  provide  form  and  direction  to  Federal  health 
programs  and  expenditures. 

Furthermore,  the  subcommittee  found  that  there  is  no  central  body 
or  group  within  the  executive  branch  that  is  responsible  for  develop- 
ing Federal  health  policy  and  evaluating  Federal  performance  in  light 
of  that  policy. 

In  these  findings,  the  subcommittee  concurred  with  the  admission 
of  the  Deparment  of  Health,  Education,  and  Welfare,  and  the  ob- 
servation of  Dr.  Shannon. 

When  HEW  responded  to  the  letter  of  inquiry  the  chairman  sent 
to  the  24  departments  and  agencies,  it  gave  the  following  answer 
to  the  question  regarding  the  implementation  and  formulation  of 
the  national  health  policy : 

Up  to  and  including  the  present,  there  has  never  been  a  formulation  of  na- 
rional  health  policy,  as  such.  In  addition,  no  specific  mechanism  has  been  set  up  to 
carry  out  this  function.  As  a  consequence,  the  national  health  policy  is  a  more 
or  less  amorphous  set  of  health  goals,  which  are  derived  by  various  means  and 
groups  within  the  Federal  structure. 

HEW  continued : 

In  the  absence  of  specific  mechianisms  for  national  health  policy  formulation, 
the  role  has  been  served  over  the  years  by  the  President,  the  Congress,  and  the 
Federal  agencies  with  health  responsibilities,  acting  individually  or  in  various 
combinations  as  necessary. 

Underscoring  this  candid  assessment  by  HEW  was  the  fact  that, 
although  HEW  is  the  Government's  primary  health  agency,  only 
one  of  the  23  other  respondents  to  the  chairman's  letter — ^the  De- 
partment of  Defense — sought  HEW  counsel  in  answering  the  q[ues- 
tion  regarding  the  formulation  and  implementation  of  national 
health  policy. 

Dr.  Shannon,  who  supplied  written  comments  to  the  subcommittee 
on  the  agency  responses,  said  Federal  health  programs  operated  in 
a  policy  "void,"  and  that  central  responsibility  was  "avoided." 

The  absence  of  a  central  policymaking  body  for  health,  Dr.  Shan- 
non pointed  out,  has  resulted  in  "an  inability"  to  determine  goals,  de- 
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velop  programs  that  support  them,  achieve  a  balance  among  research, 
education,  and  medical  services,  estimate  the  cost  of  these  programs 
and  evaluate  their  performance.  The  tendency  has  been  for  "slogans 
rather  than  goals  to  emerge,"  he  said,  adding  that  "slogans  are  poor 
substitutes." 

These  shortcomings  virtually  guarantee  that  Federal  health  pro- 
grams, instead  of  being  organized  or  grouped  around  some  funda- 
mental problems  that  need  to  be  solved,  will  have  little  relationship 
to  each  other ;  and  thus  be  unresponsive  to  the  basic  health  care  needs 
of  the  population. 

Health  care  organization  and  delivery  illustrates  the  point.  These 
are  critical  areas  in  need  of  major  improvements  and  reforms.  Yet 
both  HEW  and  the  Federal  Government  allocate  only  1  percent  of 
their  health  budgets  to  this  function. 

Thus,  the  apparent  effect  of  the  $18.8  billion  Federal  health  budget 
for  fiscal  1970,  and  presumably  the  $20.6  billion  budget  for  fiscal 
1971,  is  to  support  patterns  of  health  care  and  service  that  are  out- 
moded and  ineffective;  and  in  so  doing,  to  compound,  rather  than 
help  resolve,  the  current  crisis  in  health  care. 

7.  RECOMMENDATIONS 

The  subcommittee  recommends : 

(1)  Establishing  a  high  level  council  within  the  executive  branch, 
such  as  a  Council  of  Health  Advisers,  that  would  be  responsible  for 
formulating  a  national  health  policy  and  evaluating  the  performance 
of  the  Federal  health  bureaucracy  and  its  programs  within  the  con- 
text of  that  policy.  The  Council  also  should  recommend  to  the  Presi- 
dent actions  to  implement  the  national  health  policy. 

(2)  Reorganizing  the  Department  of  Health,  Education,  and  Wel- 
fare to  provide  for  an  Under  Secretary  for  Health  with  four  Assist- 
ant Secretaries  responsible  for  the  following  functions:  budget  and 
planning;  science,  manpower,  and  education;  health  care  services; 
consumer  protection.  An  Under  Secretary  would  bring  new  status  to 
the  health  function  of  the  Department  and  permit  him  to  better  orga- 
nize the  efforts  of  the  agency  with  primary  responsibility  for  this 
mission. 

(3)  Eliminating  all  health  related  functions  of  the  Commerce  De- 
partment's Economic  Development  Administration  and  the  Small 
Business  Administration  and  transferring  these  functions  to  HEW. 
The  funds  spent  by  EDA  and  SBA  on  health  should  be  kept  in  the 
agency  and  allocated  to  agency  functions  that  have  been  underfunded. 

(4)  An  Internal  Revenue  Service  investigation  of  those  Small 
Business  Administration-financed  hospitals  which  have  converted  to 
nonprofit  management  to  determine  whether  individuals  used  Federal 
money  to  develop  tax  shelters.  The  review  should  recommend  appro- 
priate congressional  action  if  necessary. 

(5)  A  General  Accounting  Office  investigation  of  Federal  hospital 
construction  efforts  to  determine  how  well  the  six  departments  and 
agencies  involved  in  health  construction  evaluate  their  projects  in  light 
of  the  needs  of  the  total  community  in  order  to  avoid  an  unnecessary 
duplication  of  facilities.  This  investigation  should  focus  not  only  on 
how  well  Federal  agencies  coordinate  their  own  programs  but  also  on 
how  well  they  coordinate  their  programs  with  the  activities  of  private 
health  care  institutions. 
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EXHIBIT  1 

AN  APPALACHLAN  INDEX 

TO 

HEALTH -RELATED  FEDERAL  GRAOTS  AND  SERVICES 


KEY  TO  THE  INDEX 

Cards  with  prefix  "INFO"  -  describe  legislation,  overall  programs, 

or  detailed  information  not  included 
on  individual  program  cards 

Cards  with  prefix  "x"        -  contain  addresses  for  regional  or  area 

or  state  offices 

Lettered  cards  contain  program  information  for  individual  programs 
sponsored  by  Departments  of  the  United  States  Government,  as  fol]Di« 

"A"        Atomic  Energy  Commission 

"B"        Dept.  of  Agriculture 

"C"        Dept.  of  Commerce 

"D"        Dept.  of  Defense 

"E"        Dept.  of  Health,   Education  and  Welfare 
"F"        Dept.  of  Housing  and  Urban  Development 
"G"        Dept.  of  Interior 
"H"        Dept.  of  Labor 
"I"        National  Science  Foundation 
"J"        Office  of  Economic  Opportunity 
"K"        Veterans  Administration 
"L"        Appalachian  Regional  Commission 
As  additions  or  corrections  occur,  cards  will  be  prepared  and 
mailed  to  Index -holders  for  insertion  according  to  above  system. 
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INFO-1 

MANPOWER    Cooperative  Area  Manpower  Planning  System  (CAMPS) 

Federal  agencies.  Civil  Service  Commission,  the  Departments  of 
Agriculture,  Labor,  Health,  Education  and  Welfare  (HEW),  Commerce, 
Housing  and  Urban  Development  (HUD),  Interior,  and  Office  of  Econo- 
mic Opportunity  (OEO),  agreed  to  engage  in  cooperative  planning  and 
implementation  of  manpower  programs.     Participating  agencies  develop 
area  and/or  State  comprehensive  manpower  plans  for  each  year,  to 
avoid  duplication  and  achieve  maximum  utilization. 

Current  Participants: 

Labor:     Manpower  Administration,  Bureau  of  Apprenticeship  and 
Training,  Bureau  of  Employment  Security,  Bureau  of 
Work  Programs 

DHEW:      Office  of  Education,  Bureau  of  Adult  and  Vocational 
Education,  Rehabilitation  Services  Administration, 
Assistance  Payments  Administration 

OEO:        Community  Action  Program;  Job  Corps;  Migrant  and 
Seasonal  Farm  Worker  Program 

COMMERCE:     Economic  Development  Administration 

HUD,  Agriculture,   Interior,  and  the  Civil  Service  Commission 
No  funding  involved. 


SOCIAL  SECURITY  ACT  (as  amended),   TITLES  IV  AND  V  INFO-2-a 
SERVICES  FOR  CHILDREN  AND  FAMILIES 

Title  IV  programs  include  Social  Services  to  Families  and  Children 
receiving  AFDC  (E-32),  Child  Welfare  Services  (E-31),  and  Researcl; 
Training!  and  Demonstration  in  Child  Welfare  (E-33).     Each  yearCon- 
gress  appropriates  funds  to  permit  Federal  financial  part icipation _ 
in  State  costs  for  Social  Services  to  Families  and  Children  Receiving 
AFDC  at  the  rate  of  75%  (85%  until  July  1  ,  1969).  ^^^^-^^^H^^^ 
authorized  for  Child  Welfare  Services  grants  to  States  for  FY  69 ; 
$110  million  for  each  FY  thereafter.     $46  million  appropriated  FY  69. 

Title  V  programs  include  Maternal  and  Child  Health  Services  (E-24), 
Crippled  Children's  Services  (E-25),  Maternity  and  Infant  Care  Pro- 
iects  (E-260,  Projects  for  Health  of  School  and  Preschool  Children 

E-27),   Projects  for  Dental  Health  of  Children  (E-28) ,  Training 
Personnel  for  Health  Care  and  Services  to  Mothers  and  Children  (E-29) 
and  Research  Projects  Relating  to  Maternal  and  Child  Health  and 
Crippled  Children's  Services   (E-30).     Funds  authorized  for  FY  69 

was  appropriated  for  FY  69. 
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INFO-2-b 

In  FY  t9-12^  50%  of  appropriation  for  Title  V  programs  shall  be  for 
grants  to  States  for  Maternal  and  Child  Health  and  Crippled  Childrerfs; 
Services;  407o  shall  be  for  grants  for  Maternity  and  Infant  Care  Pro- 
jects, Projects  for  Health  of  School  and  Preschool  Children,  and 
Projects  for  Dental  Health  of  Children.     In  FY  73  and  thereafter, 
States  must  assume  responsibility  for  Maternity  and  Infant  Care 
Projects,   Projects  for  Health  of  School  and  Preschool  Children,  and 
Projects  for  Dental  Health  of  Children.  90%  of  the  appropriation 
for  Title  V  programs  shall  be  for  grants  to  States.     107o  shall  be 
for  grants  for  Training  Personnel  for  Health  Care  and  Services  to 
Mothers  and  Children  and  Research  Projects  Relating  to  Maternal  and 
Child  Health  and  Crippled  Children's  Services. 


INFO-3-a 
HEW(PHS) 

PARTNERSHIP  FOR  HEALTH  -  Public  Health  Service  Act,  Section  314  as 

amended  by  Public  Law  89-749,  November, 
1966,  amended  by  Public  Law  90-174, 
December  1967 

To  promote  and  assure  the  highest  level  of  health  attainable  in  a 
positive  environment,   the  Congress  directed  that  Federal  financial 
assistance  be  made  available  to  assure  provision  of  comprehensive 
health  services  of  high  quality  for  every  person. 

To  this  end,  the  law  known  as  "Partnership  for  Health"  implemented 
the  following  programs  of  action: 

Sec.  314  (a)    Grants  to  a  single  State  agency  in  each  State  which, 
with  a  State  health  planning  council,  will  develop  a  comprehensive 
plan  for  health  services,  health  manpower,  and  health  facilities. 
(Card  E-70) 
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INFO-3-b 
HEW(PHS) 

Sec.  314  Cb)  Grants  to  public  or  nonprofit  private  agencies  or 
organizations  within  states,  who,  with  approval  of  single  State 
agency,  will  plan  on  an  area-wide  basis  for  health  needs.     (Card  E-71) 

Sec.  314  (c)    Grants  for  Training,  Studies,  and  Demonstrations, 
designed  especially  to  prepare  persons  for  the  new  demands  of 
health  planning.     (Card  E-72) 

Sec.  314  (d)  Grants  to  State  Health  and  Mental  Health  Authorities 
to  develop  and  carry  out  coordinated  health  programs  in  accordance 
with  the  State  plan.  This  block  grant  replaces  categorical  grants 
and  permits  greater  flexibility,     (Card  E-73) 

Sec.  314  (e)    Grants  to  States,   local  agencies  or  any  private 
nonprofit  organization  to  cover  part  of  the  costs  of  projects 
designed  to  meet  health  needs  of  a  special  nature  or  limited  geo- 
graphical scope,  or  to  initiate  new  programs.     (Card  E-74 ) 


(For  further  details,  see  separate  cards  for  each  Section) 


INFO-4-a 
HEW(PHS) 

NURSE  TRAINING  ACT  OF  1964 
Public  Law  88-581  amended  in  1966 

With  the  object  of  increasing  the  supply  of  wel 1 -prepared  nurses, 
through  a  program  of  Federal  assistance  to  schools  of  nursing  and 
students  of  nursing,   this  law  has  been  implemented  by    six  distinct 
programs : 

PROFESSIONAL  NURSE  TRAINEESHIP  PROGRAM  (through  colleges, 
universities,  etc.) 

Long-term  traineeships  up  to  24  months 

Short-term  traineeships  for  at  least  5  days  of  full-time  study. 
(Card  E-77) 

PROJECrr  GRANTS  FOR  IMPROVEMENT  IN  NURSE  TRAINING 

Faculty  development,  new  or  more  effective  methods,  curriculum 
revision.     (Card  E-78) 
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INFO-^-  b 
HEW(PHS) 

PARENTS  TO  DIPLOMA  SCHOOLS  CF  NURSING 

Reimbursing  schools  for  costs  of  increased  enrollment  attributable 
to  provisions  of  this  Act.     (Card  E-79) 

NURSING  STUDENT  LOAN  PROGRAM 

Enabling  students  in  need  to  finance  education  through  long-term, 
low-interest  loans.     (Card  E-80) 

CONSTRUCTION  GRANTS  PROGRAM  FOR  SCHOOLS  OF  NURSING 

New  buildings,   renovated  buildings,  new  schools.     (Card  E-81 ) 

NURSING  EDUCATIONAL  OPPORTUNITY  GRANTS 

For  students  of  exceptional  financial  need.     (Card  E-82) 

(For  details,  see  separate  cards  for  each  program) 
Note:     90th  Congress  extended  Act  for  two  years. 


INFO-5-a 
HEW(PHS) 

PUBLIC  HEALTH  SERVICE  ACT,  TITLE  VII 

HEALTH  RESEARCH  AND  TEACHING  FACILITIES  AND  TRAINING  OF 
PROFESSIONAL  HEALTH  PERSONNEL 

Amended  by  HEALTH  PROFESSIONS  EDUCATIONAL  ASSISTANCE  ACT  OF  1963, 
P.L.  88-129;  HEALTH  PROFESSIONS  EDUCATIONAL  ASSISTANCE  AMENDMENTS  OF 
1965,  P.L.  89-290;  ALLIED  HEALTH  PROFESSIONS  PERSONNEL  TRAINING  ACT, 
P.L.  89-751;  HEALTH  RESEARCH  FACILITIES  AMENDMENTS  OF  1965,  P.L. 
89-115;  VETERINARY  MEDICAL  EDUCATION  ACT  OF  1966,   P.L.  89-709;  and 
HEALTH  MANP0V7ER  ACT  OF  1968,   P.L.  90-490. 

Under  the  above  legislation,  the  following  programs  were  authorized: 

Part  A.       GRANTS  FOR  CONSTRUCTION  OF  HEALTH  RESEARCH  FACILITIES 

Providing  grants-in-aid  on  a  matching  basis  to  public  and 
nonprofit  institutions,  not  to  exceed  50%     (Card  E-83) 
(To  be  revised  in  FY  70^ 

Part  B.       GRANTS  FOR  CONSTRUCTION  OF  TEACHING  FACILITIES  FOR  MEDICAL, 
DENTAL,  AND  OTHER  HEALTH  PERSONNEL 

Grants  up  to  66  2/3%  for  new  school  or  new  facilities;  up 
to  75%  for  schools  of  public  health;  up  to  50%  of  others. 
(Card  E-84)       (To  be  revised  in  FY  70) 
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INFO-5-b 
HEW(PHS) 

Part  C.     STUDENT  LOANS 

Establishing  loan  funds  in  public  or  nonprofit  schools 
for  full-time  students   in  medicine,  dentistry,  osteo- 
pathy, pharmacy,  podiatry,  optometry,  veterinary 
medicine.     (Card  E-85) 

Part  D.     CENTERS  FOR  RESEARCH  ON  MENTAL  RETARDATION  AND  RELATED 
ASPECTS  OF  HUMAN  DEVELOPMENT  -  Construction  costs: 
lapsed  July  1,  1968. 

Part  E.     GRANTS  TO  IMPROVE  THE  QUALITY  OF  SCHOOLS  OF  MEDICINE, 
DENTISTRY,  OSTEOPATHY,  OPTOMETRY,  PODIATRY,  PHARMACY, 
AND  VET.  MED.     Basic  and  special  improvement  grants. 
(Card  E-86) 

Part  F.     SCHOLARSHIP  GRANTS  TO  SCHOOLS  OF  MEDICINE,  OSTEOPATHY, 
DENTISTRY,  OPTOMETRY,  PODIATRY,  PHARMACY,  AND  VET.  MED. 
Grants  authorized  to  public  or  nonprofit  schools  (accredited) 
for  annual  scholarship  programs.     (Card  E-87) 


INF0-5-C 
HEW(PHS) 

Part  G.       TRAINING  IN  THE  ALLIED  HEALTH  PROFESSIONS 

(just  extended  through  June  30,   1970)     Provides  for: 

(1)  Grants  for  construction  of  teaching  facilities  for 
allied  health  professions  personnel,  up  to  66-2/3%  for 
some,  50%  for  others.     (Card  ff-88) 

(2)  Grants  to  improve  the  quality  of  Training  Centers 
for  Allied  Health  Professions,  basic  and  special 
improvement  grants.   (Specials  not  yet  funded)  (Card  E-89) 

(3)  Traineeships  for  Advanced  Training  of  Allied  Health 
Professions  Personnel:     grants  to  public  or  nonprofit 
private  training  centers  for  allied  health  professions. 
(Card  E-90) 

(4)  Grants  to  public  or  nonprofit  private  agencies, 
institutions,  and  organizations  for  projects  to  develop, 
demonstrate,  or  evaluate  curriculums  and  methods  for  the 
training  of  health  technologists.     (Card  E-91) 
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MENTAL  HEALTH  INFO  6 

The  National  Institute  of  Mental  Health  has  numerous  support 
programs  which  could  be  helpful  to  Appalachia.     Because  of 
the  complexity  of  organization  and  the  particularization  of 
types  of  programs,  it  is  suggested  that  a  copy  of  Public 
Health  Service  Publication  No.   1700,  NIMH  Support  Programs, 
be  requested  from  the  Public  Information  Branch,  National 
Institute  of  Mental  Health,  5454  Wisconsin  Avenue,  Oievy 
Chase,  Maryland  20203 


REHABILITATION  SERVICES  INFO-7 

For  a  useful  booklet  describing  programs  and  services  relating 
to  rehabilitation,   request  a  copy  of  ''The  Rehabilitation 
Services  Administration,"  -  October  1968,  from 

Rehabilitation  Services  Administration 
Social  and  Rehabilitation  Service 
Department  of  Health,  Education,  and  Welfare 
Washington,  D.  C.  20201 
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PUBLIC  LAW  90-490  (August  18,  1968)  INFO-8 
(Comparison  with  P.L,  88-129  as  amended) 

The  Public  Health  Service  Act,  Section  720,  is  amended  by 
extending  Health  Professions  Educational  Assistance  Program  for 
two  years.     $170  million  authorized  for  FY  '70  and  $225  million 
authorized  for  FY  '71. 

Under  88-129,  three  separate  applications  had  to  be  made  to 
construct  a  facility  to  house  a  medical  library  and/or  a 
health  research  facility:     to  the  Medical  Library  Construction 
Program,  the  Health  Research  Facilities  Construction  Program,  ai 
and  to  the  Health  Professions  Educational  Assistance  Program, 
Three  reviews  were  made  by  three  Councils  on  three  sets  of 
criteria.     90-490  authorizes  one  application  to  the  Health 
Professions  Educational  Assistance  Construction  Program, 

See  Cards  E-84  and  E-88 


MENTAL  RETARMTION  (See  E-57)  INFO-9 

Public  Law  85-926,  as  Amended,  provides  for  six  basic  types  of 
grants  to  institutions  of  higher  education  and  State  educational 
agencies:    undergraduate  traineeships ,  graduate  fellowships;  summer 
session  traineeships,  special  study  institutes,  program  development 
grants,  and  Special  Projects  (Program  Development  Grants.)  Applica- 
tions may  be  submitted  for  different  ty  pes  of  grants  in  one  or  more 
areas  of  personnel  preparation.  Programs  are  to  encourage  promising 
persons  to  prepare  or  improve  competencies  for  positions  in  the  edu- 
cation of  handicapped  children. 

*  Undergraduate  traineeships  are  for  one  academic  year,  one 
traineeship  to  an  individual  at  each  level.    Junior  year  stipend: 
$300;  senior  year,  $800. 

*  Graduate  fellowships  for  full-time  study  in  areas  of  handicapped 
are  for  one  academic  year;  total  of  four  fellowships  to  an  indivi- 
dual.   Master's  level  stipend:    $2,200  plus  $600  per  dependent. 
Post  master's  level  stipend,  $3,200  plus  $600  per  dependent. 

*  Sumner  Session  Traineeships:  full-time  study  in. areas  of  handi- 
capped during  college  or  university  summer  session;  stipend, 
$l!^  per  day,  maximum  $75  a  week. 

*  Special  Study  Institute  Traineeship  stipends,  $15  a  day. 
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INFO-lO-a 

SUGGESTIONS  FOR  A  GRA^3TSMAN'S  LIBRARY  SHELF 

The  Vice  President's  Handbook  for  Local  Officials  -  Nov.  1,  1967 

-  a  guide  to  Federal  assistance  for  local  governments 
For  sale  by  Superintendent  of  Documents,  U.S.  Government 
Printing  Office,  Washington,  D.C.  20402  -  Price  $2.00 

Catalog  of  Federal  Assistance  Programs  -  June  1,  1967  (under  revisiai) 

-  a  description  of  the  Federal  government's  domestic  programs 
to  assist  the  American  people  in  furthering  their  social  and 
economic  progress.     Produced  by  Information  Center,  Office  of 
Economic  Opportunity,  Executive  Office  of  the  President 

Grants -in-Aid  -  and  other  Financial  Assistance  Programs  Adm  inistered 
by  the  U.  S.  Dept.  of  H  alth,  Education,  and  Welfare  -  1967 
For  sale  by  the  Superintendent  of  Documents,  U,  S.  Government 
Printing  Office,  Washii^gton,  D.  C.  ,  20402  -  Price  $2.25 

United  States  Government  Organization  Manual 

County  and  City  Data  Book,  published  annually  by  Dept.  of  Commerce, 

Bnreflii  of  Census,  Price  $5.50 
Ihe  Foundation  Directory  -  Edition  3,  Russell  Sage  Foundation,  1967 

230  Park  Ave.,  N.  Y.  ,  10017     Price  $12.00 
Grant  E&ta  Quarterly      Academic  Media,  Inc.,  10835  Santa  Monica  Blvd., 

Los  Angeles,  Calif.,  90025  $35 


INFO-10  b 

Directory  of  National  Voluntary  Health  Organizations  -  AMA 
Copies  of  new  health  legislation  from  your  Congressman. 
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x-1 

ECONOMIC  DEVELOPMENT  ADMINIS .'RATION  AREA  OFFICES  -  COMMERCE 


EDA  Northeast  Area  Office 
157  High  Street 
Portland,  Maine  04101 
Phone:   (207)  775-3271 

EDA  Mid  Atlantic  Area  Office 
19  North  Main  Street 
Wilkes-Barre,  Pennsylvania  18701 
Phone:   (717)  825-6215 

EDA  Mid  Eastern  Area  Office 
517  Ninth  Street 
Huntington,  West  Virginia  25701 
Phone:   (304)  529-2591 

EDA  Southeastern  Area  Office 
904  Bob  Wallace  Avenue 
Huntsville,  Alabama  35801 
Phone:   (205)  534-0661 


Connecticut,  Maine, 
Massachus  etts , 
New  Hampshire,  New  York, 
Rhode  Island,  Vermont 

Delaware,  Maryland 

New  Jersey,  Pennsylvania, 

Puerto  Rico,  Virgin  Islands 

Kentucky,  North  Carolina, 
Ohio,  Virginia,  West  Virginia 


Alabama,  Florida,  Georgia, 
Mississippi,  South  Carolina, 

Tennessee 


x-2 

DEPARTMENT  OF  HEALTH,   EDUCATION,  AND  WELFARE  REGIONAL  OFFICES 

FOR  APPALACHIA 


Regional  Health  Director 
DHEW  Region  II 
Room  1200,  26  Federal  Plaza 
New  York,  New  York  10004 
Area  Code:     212  264-2560 

(or  212-264-4600) 

(New  York  &  Pennsylvania) 

Regional  Health  ttrector 

DHEW  Region  III 

220  7th  Street,  N.E. 

Charlottesville,  Virginia  22901 

Area  Code:     703     296-5171  x257 

or  705  296-1220 
(Kentucky,  Maryland,  North 

Carolina,  Virginia,  West 

Virginia ) 


Regional  Health  Director 
DHEW  Region  IV 
Room  404 

50  Seventh  Street,  N.E. 
Atlanta,  Georgia  30323 
Area  Code:     404    5  26-5007  or 

526-5817 
(Alabama,  Georgia,  Mississippi, 
South  Carolina,  Tennessee) 

Regional  Health  Director 
DHEW  Region  V 

Room  712  New  Post  Office  Bldg. 
433  West  Van  Buren  Street 
Chicago,  Illinois  60607 
Area  Code:     312     353-5256  or 
828-5160 

(Ohio) 
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x-3a 
HEW 


STATE  AGENCIES  FOR  SURPLUS  PROPERTY 


AlABAMA 

Mr.  E.  B.  Harris,  Acting  Manager 

State  Agency  for  Surplus  Property 

P.O.  Box  1100 

Gadsden,  Alabama  35902 

Phone:  547-2522  (Area  Code  205) 

GEORGIA 

Mr.  Lewis  Tabor,  Chief 
Surplus  Property  Services 
State  Department  of  Education 
1050  Murphy  Avenue,  S .W. 
Atlanta,  Georgia  30310 
Phone:   758-1471  (Area  Code  404) 


KENTUCKY 

Mr.  J.  B.  Williams,  Director 
Division  of  Property  Utiliza- 
tion 

State  Department  of  Education 
State  Office  Building 
Frankfort,  Kentucky  40601 
Phone:     564-367  6  (Area  Code 

502) 

MARYLAND 

Mr.  S.   W.  Maynard,  Director 
Maryland  State  Agency  for 

Surplus  Property 
P.O.  Box  206 

College  Park,  Maryland  20740 
Phone:     Union  4-2878 
(Area  Code  301) 


MISSISSIPPI 

Mr.  John  B.  B\>rnett,  Sxec.  Dir. 
Surplus  Property  Procurement 

Commiss  ion 
P.O.   Box  5778 
Whitfield  Road 
Jackson,  Mississippi  39208 
Phone:   939-2050  (Area  Code  601) 

NEV  YORK 

Mr.  Fred  E.  Buker,  Chief 
State  Educational  Agency  for 

Surplus  Procurement 
State  Education  Building 
Albany,  New  York  12224 
Phone:  Gridley  4-3814 

(Area  Code  518) 


x~3b 

NORTH  CAROLINA 

Mr.  James  R.   Smith,  Federal 

Property  Officer 
North  Carolina  Federal  Property 

Agency 
P.O.   Box  9553 

Raleigh,'  North  Carolina  27603 
Phone:  829-3885  (Area  Code  919) 

OHIO 

Mr.  Wei  don  R,  Flint,  Chief 
State  Agency  for  Property 

Utilization 
State  Department  of  Education 
3201  Alberta  Street 
Columbus,   Ohio  43204 
Phone:  469-4485  (Area  Code  614) 
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PENNSYLVANIA 

Mr.  Don  C.  Reel,  Director 
Bureau  of  Federal  Surplus 

Property 
2221  Forster  Street 
P.O.  Box  3361 

Harrisburg,  Pennsylvania  17125 
Phone:   787-6995  (Area  Code  717) 

SOUTH  CAROLINA 

Mr.   E.  H.  Talbert,  Surplus 

Property  Officer 
Surplus  Property  Section 
300  Gervais  Street,  Room  110 
Columbia,  South  Carolina  29201 
Phone:  758-2626  (Area  Code  803) 


x-3c 

TENNESSEE 

Mr.  Harvey  T.  Marshall,  Director 
State  Educational  Agency  for 

Surplus  Property 
6500  Centennial  Boulevard 
Nashville,  Tennessee  37209 
Phone:  741-4627  (Area  Code  615) 

VIRGINIA 

Mr.  0.  G.  Clements  on,  Executive 

Officer 
Virginia  State  Agency  for 
Federal  Surplus  Property 
Department  of  Purchases  and 

Supply 
P.O.  Box  1199 
Richmond,  Virginia  23209 
Phone:  Milton  4-4111,   Ext.  2925 
(Area  Code  703) 


x-3d 

WEST  VIRGINIA 

Mr.  Joseph  M.  Stanislawczyk ,  Executive  Director 
State  Agency  for  Surplus  Property 
6304  MacCorkle  Avenue,  S.E. 
Charleston,  West  Virginia  25304 
Phone:  348-2319  (Area  Code  304) 
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x-4a 

REGIONAL  REPRESENTATIVES,  OFFICE  OF  SURPLUS   PROPERTY  UTILIZATION , 

HEW 

Region   2  (NY  and  Pa.) 

Mr.   Stephen  L.  Simonian,   Reg.  Rep. 

Office  of  Surpjus  Property  Utilization,  EHEW 

Federal   Pla/a,   New  York,  N.   Y.  10007 
Tel.  212-264-4031 

Region  3  (Ky.,  Md.,   N.D. ,  Va . ,  W.Va.) 
Mr.   Eugene  Link,   Reg.  Rep. 

Office  of  Surplus  Property  Utilization,  DREW 

220  Seventh  Street,  N.E.  ,  Charlottesville,  Va.  22901 

Tel.   703-296-5171,   Ext.  219 

Region  4  (Ala.,  Ga.,  Miss.,  S.C.,  Tenn.) 
Mr.  W.   D.  Musser,  Reg.  Rep. 

Office  of  Surplus  Property  Utilization,  EHEW 
Room  404,  Peach tree -Seventh  Building 
50  Seventh  Street,  N.E. 
Atlanta,  Georgia  30323 
Tel.  404-5  26-5024 


x-4b 

Region  5  (Ohio) 

Mr.  R.Dale    Wilson,  Reg.  Rep. 

Office  of  Surplus  Property  Utilization,  DHEW 

433  West  Van  Buren  Street,  Room  712 

Chicago,  Illinois  60607 

Tel.  312-353-5197 


38-767  O  -  70  -  4 
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x-5 

HUD 

DEPARTMENT  OF  HOUSING  AND  URBA:^  DEVELOPMENT  REGIONAL  OFFICES 

FOR  APPALACHIA 

States  Address 

New  York  REGIOtJ  I:   26  Federal  Pla^a 

New  York,  N.  Y.   10007  212-264-8068 

Maryland,   Pennsylvania,       REGION  II:     Widener  Bldg, ,  Room  1042 
Virginia,  West  Virginia      Chestnut  and  Juniper  Streets 

Philadelphia,   Pa.     19107  215-597-2560 

Alabama,  Georgia,   Kentucky     REGION  III:     645  Peachtree 
Mississippi,  N.C.,  S.C.,     Seventh  Bldg. ,  N.E.,  Atlanta,  Ga.  30323 
Tennessee  404-526-5585 

J  Ohio  REGION  IV:     Room  1500 

\  360  North  Michigan  Avenue 

\  Chicago,   111.,     60601  312-353-5680 
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x-6a 

HUD 

FEDERAL  HOUSING  ADMINISTRATION  INSURING  OFFICES 
FOR  APPALACHIAN  STATES 


ALABAMA,  BIRMINGHAM  35  203 
2121  8th  Avenue  North 
Tel.  325-3264 

GEORGIA,  AIIANTA  30303 
230  Peachtree  St.,  N.W. 
Tel.  526-6595 

KENTUCKY,  LOUISVILLE  40202 
Madrid  Bldg.,  Third  k  Guthrie 
Tel.  582-5252 

MARYLAND,  BALTIMORE  21231 
kOk  North  Bond  Street 
Tel.  685-8320 


MISSISSIPPI,  JACKSON  39201 
301  Bldg.,   301  N.  Lamar  St. 
Tel.  948-2267 

NEW  YORK,  BUFFALO  14  202 
304  U.  S .  Court  House 
Tel.  842-3510 

NORTH  CAROLINA,  GREENSBORO 
Sts .  27401 
221  South  Ashe  Street 
Tel.  275-9361 

OHIO,  CINCINNATI  45  202 
Federal  Office  Bldg.,  550  Main 

Street 
Tel.  684-3451 


x-6b 

FEDERAL  HOUSING  ADMINISTRATION  INSURING  OFFICES  (cont.) 
FOR  APPALACHIAN  STATES 

PENNSYLVANIA,   PITTSBURGH  15222 
1000  Liberty  Ave. 
Tel .  644-2802 

SOUTH  CAROLINA,  COLUMBIA  29201 
1515  Lady  Street 
Tel.  253-3361 

TENNESSEE,  KNOXVILLE  37  902 
725  Gay  Street,  S.W. 
Tel.  524-3144 

VIRGINIA,  RICHMOND  23240 
400  N.  Eighth  Street 
Tel.   649-27  21 

Title  XI  of  National  Housing  Act,  P.L.  89-754 


WEST  VIRGINIA,  CHARLESTON 

25301 

500  Quarrier  Street 
Tel.  343-1321 
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x-7 

Interior 

WATER  POLLUTION  -  REGIONAL  OFFICES  FOR  APPALACHIA 

Federal  Water  Pollution  Control  Administration 
U.  S.  Department  of  the  Interior 
633  Indiana  Ave.,  N.W. 
Washington,   D.C.  20242 
Tel.  202-962-4449 

Regional  Offices: 

Middle  Atlantic 
918  Emmett  St, 

Charlottesville,   Va.  22901 

Southeast : 

1421  Peachtree  St.   NE  ,   Suite  300 
Atlanta,  Ga.  30309 

Ohio  Basin 

U.S.   Post  Office  and  Court  House  Bldg.,  Room  304-A 
Cincinnati,  Ohio  45-202 


MANPOWER  PROGRAMS  Work  Training  Programs    U.S. Dept. of  Labor 

Administrator,  Bureau  of  Work  Training  Programs 
Manpower  Administration,  U.S.  Dept.  of  Labor 
1726  M  St.,  N.W. ,  Washington,  D.C.  20210 
202-393-2420 


x-8 


Region 
II, 


Del.,   D.C,  N.C., 
Ken . ,   Pa . ,  Md . , 
W.  Va.,  Va. 

III.  Ala. ,  Fla. ,  Ga. , 
Miss.,  S.C.,  Tenn. 

IV.  111.,  Indiana, 
Mich.,  Minn.,  Ohio, 
Wis. 


Regional  Director 
Morris  Riger 

Wm.  U.  Norwood 
Daniel  P.  Harley 


Address 


W, 


1111  20th  St.,  N. 
Washington,  D.C. 
20036 

1371  Peachtree  St.  NE 
Atlanta,  Ga . ,  30309 
219  S.  Dearborn  St. 
Chicago,  111.,  60604 


Authorizing  legislation  includes: 

Manpower  Development  and  Training  Act  of  1962  as  amended 
Economic  Opportunity  Act  of  1964  as  amended 
Social  Security  Act,  as    amended  _ 
Washington  contact:     ^ohn ^Elliott  202-961-2997  ^""^ 

Room  4705 

Commerce  Dept.  Bldg^nom 
Washington.  D.  C.  ^^^^^ 
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OEO 

OFFICE  OF  ECONOMIC  OPPORTUNITY    REGIONAL  OFFICES 
Headquarters:     1200  19th  Street,  N.W. 

Washington,  D.C,  20506 

States  Address 


New  York  Northeast  Region,  7  2  West  45th  St. 

New  York,  N.   Y.  10036 

Pa.,  Md.,  Va.,  W.Va.,  Mid-Atlantic  Region,   1832  M  St.,  N.W. 

Ky.,  N.C.  Washington,  D.C.  20506 

S.C.,  Ga.,  Ala.,  Miss.,  Southeast  Region,  730  Peachtree  St.,  N.W. 

Tenn.  Atlanta,  Georgia  30308 

Ohio  Great  Lakes  Region,  Sixth  Floor 

6  23  South  Wabash  Avenue 
Chicago,  Illinois  60605 


REGIONAL  MANPOWER  COORDINATING  CCMMITTEES  (CAMPS) 


x-10 


Reg.  Manpower  Admin 


Region  II 
Pa.,  Va. 


(Md.,  N 
W.Va.) 


Region  I  -  (New  York)    Mr.  J.  Terrell  Whitsitt, 

U.S.  Dept.  of  Labor,  MA 
341  Ninth  Avenue,  New  York,  N.   Y.  10001 
Mr.  Mjrris  Riger,  Reg.  Manpower  Admin. 
U.S.  Dept.   of  Labor,  MA 
1111  -  20th  Street,  N.  w. 
Washington,  D,  C.  20210 

Mr.  William  U.  Norwood,  Reg.  Manpower  Admin. 
U.S.  Dept.  of  Labor,  MA 
1371  Peachtree  St.,  N.E. 
Atlanta,  Georgia  30309 

Mr.  Lewis  F.  Nicolini,  Reg.  Manpower  Admin. 
U.S.  Dept.  of  l^bor,  MA 
219  S.  Dearborn  St. 
Chicago,  Illinois  60604 


Region  III  -  (Ala 
Ga. ,  Miss, ,  S.C. , 
Tenn. ) 


Region  IV 
Ohio) 


(Ky. 
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i: DI'GATIC'N     Spi-cinl   Fellowships    in  Hon  1th  Physics  A-1 

AliC 

Fe'  l(.w:-;!)!ps   t'.  support  tr.:ining  proj.r, ii::s   in  health  phvsics  and  to 
cor:tri  t'lM      to   ihv  devi' 1  .  >p[nont   oC  speci.ii    curriruli  and  p^radu.ite 
[)rf^).i,r         i::  univers  it  i'  3   ir-  this   important  aro.,;. 

l::i  igib  1  e :    '..   First-year  aw.^rds   to  stud.Mits  with  a  bachi'lor's  degree 
in  biology,   chemistry,   engineering,  physics,   or  related.  Mathem^itics 
through  calculus  required.    2.   Intermed i.ate -yi'.ir  /iwards  to  graduate 
students  completing  the  equivalent  of  the  first-year  requirements. 
The  applicant  should  expi;ct  to  receive,  a  master's  degree  or  need 
more  than  a  year  to  complete  the  PH.D.     3.  Termina 1 -year  awards  to 
outstanding  graduate  students   completing  the  equivalent  of  the  first- 
year  fellowship  requirements  and  having  two  previous   fellowship  years 
or  expect   to  Cvimplete       Ph.D.   within  the  year. 

Financial   data:     Ins  t  i  I  uL  ioi.al   allowance  for  tuition  and  fees,  sti- 
pend and  dependency  .allowance  of  $500  per  dependent,   limited  travel. 
Stipends   range  from  $j,400  to  $2,800. 

Contact :     Fellowship  Office,   Oak  Ridge  Associated  Universities 
P.O.  Box   117,   Oak  Ridge,  Tennessee     37830  ' 


B-1 

NTJTRITION     School  food  services  Agriculture 
*The  Agricultural  Appropriations  Act  for  1969  made  available  to 
the  Secretary  $44  million  of  Section  32  funds  to  supplement 
funds  available  for  financing  existing  National  School  Lunch 
and  Child  Nutrition  Act  Programs  for  the  purpose  of  increasing 
the  service  of  meals  to  needy  children.     Of  this  amount,  $43 
million  is  available  for  program  reimbursement  and  $1  million 
is  available  for  State  administrative  expenses, 
*State  education  agencies  administer  food  programs  in  schools  ex- 
cept where  not  legally  permitted  to  deal  with  private  schools, 
^Private  schools  in  the  following  States  wishing  to  participate 
in  one  or  more  of  the  food  service  programs  should  contact  the 
appropriate  District  Office  of  the  U.S.  Dept.  of  Agriculture: 
Md. ,  Pa. ,  W. Va. :     District  Office,   Consumer  Food  Programs 
Consumer  &  Marketing  Service,  USDA,  26  Federal  Plaza-  Rm,1611, 
New  York,   New  York  10007, 

Ala.,  S,C.,  Tenn.  ,   Va :  District  Office,  Consumer  Food  'Programs 
Consumer  &  Marketing  Service,  USDA,  1795  Peachtree  Rd, ,N. E.Rm302 
Atlanta^  Ga.  30309 

Ohio ;  District  Office,  Consumer  Food  Programs,  Consmner  & 
Marketing  Service,  USDA,   536  S.Clark  St., Chicago,   111,  60605 
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NUTRITION    Special  Milk  Program  B-2 

Agriculture 

Reimbursement  payments  made  to  institutions  providing  care  and 
training  of  children  to  encourage  consumption  of  fluid  milk  at  re- 
duced prices,  or  to  offer  it  at  additional  times  during  the  child's 
day. 

Eligible:     Program  administered  by  State  education  agency  except 
when  it  is  unable  to  administer  in  nonprofit  private  schools.*  Re- 
imbursement payments  may  be  made  to  (1)  nonprofit  schools  of  high 
school  grade  or  under,  and   (2)  public  and  nonprofit  nursery  schools; 
child-care  centers;  settlement  houses;  summer  camps;  similar  nonprofit 
institutions  providing  care  and  training  of  children. 
Contact:     State  Department  of  Education  or 

School  Lunch  Division 

Consumer  and  Marketing  Service 

U.S.  Department  of  Agriculture 

Washington,  D.C.  20250 

*See  Card  No.  B-1 


GEO  P.  184 


NUTRITION    Breakfast  Program  B-3 

Agriculture 

State  education  agencies  receive  grants  and  contract  with  eligible 
public  and  nonprofit  private  schools  to  provide  breakfasts  to  im- 
prove child  nutrition  for  school    children.  Nonprofit 
private  schools  may  contract  directly  with  Department  of  Agriculture 
if  State  agency  cannot  administer  program.     (See  Card  No.  B-1) 
El igible :   Public  and  nonprofit  private  elementary  and  high  schools 
who  agree,  among  other  things,  to  (1)  operate  program  on  nonprofit 
basis;   (2)  serve  breakfasts  meeting  nutritional  requirements;  (3) 
offer  breakfast  free  or  at  reduced  price  to  children  unable  to  pay 
full  price.    'Preference  given  to  low  income  areas,  and  where  children 
must  travel  long  distances. 

Financial  data:  Grant  may  provide  up  to  80%  of  cost,  depending  on 
need . 

Contact :     State  Department  of  Education  or 
School  Lunch  Division 
Consumer  and  Marketing  Service 
U.S.  Department  of  Agriculture 
Washington,  D.C.  20250 


OEO  P.  177 
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NUTRITION    Special  Food  Service  Program  for  Children  B-4 

Agriculture 

Commodity  and  cash  grants  are  provided  to  State  educational  agencies 
for  distribution  to  participating  institutions,  to  assist  in  providing 
year-round  food  service  to  children  served  by  these  institutions. 
El ig ible :   Public  or  nonprofit  private  institutions  such  as  child  day- 
care centers,  settlement  houses,  or  recreation  centers  which  provide 
day  care,  or  other  child  care  where  children  are  not  maintained  in  re- 
sidence, for  children  from  areas   in  which  poor  economic  conditions 
exist  or  areas   in  which  there  are  high  concentrations  of  working  mothers. 
Financial  data:  State  educational  agencies  arrange  for  grants  through 
Sec.  of  Agriculture.  The  Secretary  shall  withhold  all  funds  apportioned 
to  any  State  for  the  program  if  the  State  agency  is  not  permitted  by 
law  or   is  otherwise  unable  to  disburse  the  funds  apportioned  to  it 
under  the  Act  to  any  eligible  service  institution  in  the  State,  and 
the  Secretary  shall  disburse  the  funds  so  withheld  directly  to  eligible 
service  institutions  in  such  State. 

Contact :  State  Department  of  Education  or  School  Lunch  Division 
Consumer  and  Marketing  Service,  USDA 
Washington,  D.C.  20250 


D-O 

NUTRITION    Food  Stamp  Program  Agriculture 

To  improve  diets  of  low-income  households  by  supplementing  their 
food  purchasing  power;  families  are  allowed  to  exchange  their  food 
money  for  coupons  worth  more.     Coupons  used  to  buy  food  in  retail 
stores . 

Eligible:  State  agency  responsible  for  Federally  aided  public 
assistance  programs  submits  requests  for  the  program  to  USDA's 
Consumer  and  Marketing  Service  on  behalf  of  local  political  sub- 
divisions wanting  to  participate. 

Families  are  eligible  if  area  has  program,   if  found  by  local 
welfare  officials  to  be  in  need  of  food  assistance,  if  they  are 
receiving  some  form  of  welfare  assistance,  if  are  unemployed,  part- 
2     time  employed,  low  waged,  or  living  on  limited  pensions.     If  not 
■"^     on  welfare,  family  size  and  income  determine  eligibility. 

o     Contact:     Local  State  Welfare  Agency  or 
§  Food  Stamp  Division 

Consumer  and  Marketing  Service 

U.S.  Department  of  Agriculture 
Washington.  D.C.     20250      202--RE  7-4142 


FEDERAL  ROLE   IX  HEALTH 


53 


NUTRITION    Commodity  Distribution  Program  Agriculture 

-  Needy  Families  - 
To  improve  nutrition  and  supplement  foods  purchased  by  needy  families. 
Program  is  initiated  at  request  of  local  government. 

Eligible:     Lov-incone  families  -  upon  certification  by  local 
officials.     Application  made  by  head  of  household.     Determination  of 
eligibility  based  on  state  DPW  standards  for  income  and  household 
composition.     Disaster  victims  -  these  receive  priority  consideration 
over  all  others.     Need  home  cooking  facilities. 

Financial  data:     USDA  pays  for  processing  and  packaging,  and 
transportation  to  receiving  points  chosen  by  state.     State  and  local 
governments  pay  intrastate  transportation,  storage,  and  distribution 
and  certification. 

Contact:  Commodity  Distribution  Division,  Consumer  and  Marketing 
Service,  U.  S.  Department  of  Agriculture,  Washington,  D.  C.  20250 
Tel.  202 -RE  7^142     (Mr.  Neill  W.   Freeman,  Jr.,  Director) 


*  B-7-b 
NUTRITION    Commodity  Distribution  Program  Agriculture 
-  Schools  - 

To  help  provide  wholesome,  appetizing  lunches  to  the  Nation's  school 
children  every  school  day.     The  USDA's  Consumer  k  Marketing  Service 
administers  the  program  in  cooperation  with  State  departments  of 
education.     The  State  departments  of  education  enter  into  agreements 
with  the  schools  for  the  operation  of  the  programs. 

Eligible:     All  public  and  nonprofit  private  schools  (such  as 
parochial,  sectarian  and  denominational  schools)  of  high  school 
grade  or  under  may  apply  for  participation  in  the  program. 

Financial  data:     With  respect  to  providing  foods  and  their  shipment 
to  the  states,  the  same  as  for  needy  families.     In  addition,  the 
Department  provides  funds  annually  appropriated  for  reimbursement 
purposes  and  local  commodity  purchases  by  the  schools. 

Cosntact:  Commodity  Distribution  Division,  Consumer  and  Marketing 
Service,  U.S.  Departaent  of  Agriculture,  Washington,  D.-  C.  20250, 
Tel.  202-RE  7  4142     (Mr.  Neill  W.  Freeman,  Jr.,  Director) 
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B-7-C 

NUTRITION    Commodity  Distribution  Program  Agriculture 
-  Institutions  - 

To  improve  the  nutrition  of  those  institutional  patients  and  inmates 
who  are  determined  to  be  needy  in  that  they  cannot,  either  of  them- 
selves or  through  a  relative,  pay  the  full  cost  of  their  maintenance 
at  an  institution. 

Eligible:     Nonprofit,  tax-exempt  institutions  which  have  patients 
or  inmates  who  cannot  pay  their  way  or  have  their  cost  paid  byy 
some  relative.     Such  institutions  include,  but  are  not  limited  to, 
orphanages,  state  hospitals,  child-care  centers,  homes  for  the 
aged,  etc. 

Financial  data:     (S -me  as  for  B-7-a) 

Contact:     Commodity  Distribution  Division,  Consumer  and  Marketing 
Service,  U.   S.  Department  of  Agriculture,  Washington,   D.  C.  20250, 
Tel.  202-RE  7-4-142     (Mr.  Neill  W.  Freeman,  Jr.,  Director) 


NUTRITION    Commodity  Distribution  Program  B-7-d 
-  Summer  Camps  - 

To  improve  the  nutrition  of  those  children  attending  nonprofit 
summer  camps.     Sponsor  or  manager  applies  for  available  foods 
through  the  distributing  agency  where  the  camp  is  located.  Donated 
foods  are  not  available  for  weekend  or  overnight  trips  or  for 
summer  camps  for  adults. 

Eligible:     Children  attending  nonprofit  summer  camps,  particularly 
needy  children  although  no  specific  distinction  is  made  between 
needy  and  non-needy  in  the  regulations  governing  the  program. 

Financial  data:     Same  as  for  B-7-a) 

Contact:  Commodity  Distribution  Division,  Consumer  and  Marketing 
Service,  U.  S.  Department  of  Agriculture,  Washington,  D. C.  20250, 
Tel.  202-RE-7-4142     (Mr.  Neill  W.  Freeman,  Jr.,  Director) 
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NUTRITION    Commodity  Distribution  Program  .     .  ^. 

^       \.  -J         J  Agriculture 
-  Supplemental  Foods  - 

To  improve  the  nutrition  of  those  persons  in  our  population  who  are 
especially  vulnerable  to  health  problems  resulting  from  general  and 
continued  hunger  due  to  insufficient  food  -  infants,  pre-school 
children,  pregnant  women,  and  nursing  mothers. 

Eligible:    Low-income  persons  in  the  above  categories  who  are 
recipients  of  welfare,  public  health  assistance,  commodity  distribu- 
tion, and  food  stamps  -  upon  determination  by  public  health  personnel 
or  by  physicians  serving  moneh -payment  or  medical-assistance 
recipients  under  public  welfare  programs  of  a  need  for  additional 
food. 

Financial  data:     USDA  purchases,  pays  for  processing,  packaging  and 
distribution  to  receiving  points  chosen  by  state.     State  and  local 
governments  pay  for  intrastate  transportation,  storage,  distribution 
and  certification. 

Contact:  Commodity  Distribution  Division,  Consumer  and  Marketing 
Service,  U.S.  Department  of  Agriculture,  Washington,  D.  C.  20250, 
Tel.  202 -RE  7-4142     (Mr.  Neill  W.  Freeman,  Jr.,  Director) 


NUTRITION    Volunteer  Hunger  Fighters  B-7-f 

Agriculture 

In  order  to  help  USDA-donated  foods  or  food  stamps  to  get  to  the 
people  who  need  them,  volunteer  workers  are  sought  to  perform  any 
of  the  following  services:     pick  up  free  food  for  needy  persons 
unable  to  get  to  food  distribution  center;  inform  local  welfare  and 
county  or  city  officials  if  there  is  a  need  for  food  donation  or 
food  stamps  in  an  area  having  no  program;  tell  people  about  program, 
how  to  go  about  getting  foods  or  stamps,  and  help  get  them  into 
the  office  to  sign  up;  offer  transportation  to  those  who  don't  have 
cars  and  can't  afford  taxis;  form  car  pools;  help  families  with 
guidance  on  how  to  eat  well  on  a  low  budget  by  purchasing  the  right 
foods  to  complement  USDA  food  aid;  help  at  local  food  distribution 
centers  with  clerical  and  operational  duties;   offer  baby-sitter 
services  at  centers  or  in  homes  while  mothers  are  being  interviewed 
or  getting  their  food. 

Contact:     Local  welfare  office 
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RURAL  LIFE,  HUMAN  NUTRITION  B-8 

COMMUNITY  IMPROVEMENT  AND  Agriculture 
HUMAN  RESOURCES     Cooperative  Research  Program 

Grants-in-aid  provided  to  Gtates  for  research  on  problems   in  agri- 
culture, forestry  and  rural  life,   including  improvement  of  human 
nutrition  and  the  development  of  human  and  community  resources. 
El igible :   Funds  are  allocated  to  States  on  a  formula  basis.  Recipients 
are  State  Agricultural  Experiment  Stations,  Schools  of  Forestry  and 
Land-Grant  Colleges  and  Universities. 

Financial  data:  Funds  allocated  to  States  by  formula  have  a  matching 
requirement.  A  modest  grant  program  not  requiring  matching  is  ad- 
ministered for  special  areas  of   interest  and  priority.  Regional  co- 
operative programs  of  research  are  encouraged.  Fiscal  1969  Appropria- 
tions are:  Hatch  Act  Funds  $52,945,000;  Mclnt ire-Stennis  Forestry  Re- 
search Funds  $3,485,000;  Special  Grant  Funds  $2,000,000;  Facility 
Act  Funds  0. 

Contact:     T.S.  Ronningen,  Cooperative  State  Research  Service,  USDA, 
Washington,  D.C.     20250  Tel.  DU8-4587 


B-9 

NUTRITION    Cooperative  Extension  Service  Agriculture 

Educational  programs  based  on  local  needs,  especially  directed 
toward  home  economics,  youth  and  resource  development.  Four 
areas:  (1)  agricultural;   (2)  community  resource  development; 
(3)  home  economics  education  (assisting  homemakers  and  youth, 
emphasizing  foods  and  nutrition,  home  management,  family 
economics,  child  development,  and  parent  education ,) and  (4)  4-H 
Youth  Development. 

Services  are  available  to  anyone. 

Contact:    Local  Cooperative  Extension  Service  office,  or 

Director  of  Extension  at  state  land  grant  college, 
or  Federal  Extension  Service 
U.S.  Department  of  Agriculture 
Washington,  D.C.    2  0250 
Tel.  202-RE7-4142 
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B-IO 

HOUSING    Loans  and  Grants  for  Farm  Labor  Agriculture 

Insured  loans  and  grants  to  finance  construction  of  housing  for 
domestic  farm  laborers,  including  facilities  for  kitchens,  dining 
halls,  health  and  recreational  facilities.  May  also  be  used  to 
develop  water,  sewage  disposal,  heat,  light  systems,  day  care 
centers • 

Eligible:  Farmowner,  association  of  farmers,  state  or  political 
subdivision,  or  nonprofit  organization  may  receive  loans.  Grants 
may  be  made  to  state  or  political  subdivision  or  broad-based  non- 
profit organization  providing  housing  as  a  community  service. 
State  or  political  subdivision  or  broad-based  non-profit  organi- 
zation may  receive  both  loan  and  grant. 

Financial  data:  Interest  rate,  5%  per  year  on  unpaid  principal; 
maximum  term  33  years.  Grants  not  to  exceed  50%  of  cost. 

Contact:    County  Farmers  Home  Administration  Office  or 
Farmers  Hom.e  Administration 
U.S.  Department  of  Agriculture 
Washington,  D.C.  20250 
Mr.  McGee,  Tel.  202-RE7-4142 ,  Information  Office 


B-11 

WATER  SUPPLY  AND  WASTE  DISPOSAL    Loans  and  Grants  Agriculture 

Loans  and  grants  are  made  to  small  towns  and  rural  groups  to 
plan  and  develop  domestic  water  supply  and  waste  disposal  systems 
in  rural  areas.    May  be  used  to  (1)  install  or  improve  rural 
water  supply  and  distribution  systems;   (2)  purchase  a  water 
supply  or  water  right;   (3)  install,  repair,  improve,  or  expand 
waste  collection,  treatment,  or  disposal  systems.  Loans  may  be 
used  for  drainage  and  irrigation  facilities,  recreational 
f acilitities ,  soil  conservation  measures,  housing  for  domestic 
farm  labor  and  rental  housing  for  rural  senior  citizens. 

Eligible:  Public  or  quasi-public  bodies,  non-profit  corporations 
serving  residents  of  open  country  and  rural  towns  up  to  5,500 
population,  not  part  of  an  urban  area,  when  (1)  unable  to  obtain 
reasonable  credit  rates  and  terms  elsewhere;   (2)  legally  respon- 
sible for  obligations  and  operations;   (3)  financially  sound  and 
effectively  organized  and  managed;   (4)  will  primarily  serve 
farmers,  ranchers,  farm  tenants  or  laborers,  and  other  rural 
residents • 

Contact:  County  Farmers  Home  Administration  Office 
Washington:  Farmers  Home  Administration  Information  Mr.  McGee 

202 -RE  7-4142 
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HOSPITALS  CoLerce 
NURSING  HOMES 

CONVALESCENT  CARE  FACILITIES 

The  Economic  Development  Administration  will  consider  applications 
for  supplementary  assistance  to  HiU-Burton  grants  for  hospitals 
only  when  the  almost  total  lack  of  medical  facilities  is  seriously 
hampering  the  economic  development  of  the  designated  area  in  which 
the  project  will  be  located,  and  the  economic  benefits  of  the 
project  will  significantly  exceed  the  on-site  employment  of  the 
proiect.     If  Hill-Burton  funds  are  not  available,  the  applicant 
must  also  show  that  the  facility  is  immediately  necessary  to  the 
establishment  or  expansion  of  an  identified  industrial  or  commer- 
cial enterprise  having  significant  employment  potential  in  relation 
to  the  project  cost. 

Qualification  criteria  for  nursing  homes  and  convalescent  care 
facilities  is  the  same  as  for  hospitals  not  funded  under  the  HiU- 
Burton  program. 

Address  inquiries  to  Economic  Development  Admin.   (See  Card  x-1) 
Washington^Contact:     Mrs.  Marion  Close,  202-967-5406 


MEDICAL  CARE  Retired  Servicemen  and  Dependents  D-1 

Defense 

Health  and  medical  needs  of  retired  members  of  the  uniformed  ser- 
vices and  the  dependents  of  active  duty,  retired  and  deceased  mem- 
bers are  met  in  both  uniformed  services  and  civilian  facilities. 
Dental  care  is  extremely  limited.  Certain  services  such  as  routine 
physical  examinations,  well-baby  care,  hearing  aids  and  spectacles 
are  excluded.  Physically  and  mentally  handicapped  dependents  of 
active  duty  members  may  receive  diagnosis,  inpatient,  outpatient, 
and  home  care;  training,  rehabilitation,  and  special  education. 
Patients  are  required  to  pay  a  portion  of  the  cost  of  civilian  care. 
El igible ;  Retired  members  of  the  uniformed  services  and  the  spouses 
and  children  of  active  duty,  retired  and  deceased  members  are  eligi- 
ble for  medical  care  in  both  uniformed  services  and  civilian  faci- 
lities.    Only  spouses  and  children  of  active  duty  members  are  eligi- 
ble  for  the  special  handicapped  benefits.  Dependent  parents  and 
parents-in-law  are  eligible  for  space-available  care  in  uniformed 
services  facilities  only. 

Contact :  Commanding  Officer,  nearest  uniformed  services  medical 

facility     (Army,  Navy,  Air  Force,  Public  Health  Service)  or  The 
Surgeon  General,  Department  of  the  Army,  ATTn :  MEDD-OP,  Washington, 
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E-l 

SURPLUS  PROPERTY  for  Educational  and  Public  Health  Uses 
Public  Law  152,  81st  Cong.,  autnorizes  transfer  of  surplus  real  prop- 
Ity  lA  donation  of  surplus  personal  property 

orLalth,  Education,  a^d  Welfare.    Personal  property  is  allocated  to 
State  Agencies  for  Surplus  Property  for  distribution  to  elieible  do- 
nees!   Real  property  7s  deeded  with  use  restrictions  directly  to  eli- 
cri"hip  t-ransferees  by  the  Department. 

EliilbS.:  P-sonal  Property-approved  or  accredited  tax-supported 
or  Son;r;fit  medical  institutions,  hospitals,  clinics    health  center  , 
schools    school  systems,  colleges  or  universities;  schools  for  mental- 
ly "ta^d^d  or  physically  handicapped;  li-"-^/^-f - 
?Y  stations;  and  public  libraries.     Real  Property-states,  P°l^t^=^l 
subdivision^,  a^d  instrumentalities;  tax-supported  or  n°npr°f^t 
stitutions.      All  nonprofit  applicants  must  be  tax-exempt  under  sec. 
501(c)(3)  of  the  1951*  Internal  Revenue  Code.  ^    c*  4-  = 

Finale  al  data:  Donees  pay  small  service  and  handling  charges  to  State 
Age^ies  for  Surplus  Property  for  personal  property.    Transferees  re- 
cflve  public  benefit  allowance  discount  of  from  50?  to  100?  against 
sale  price  of  real  property. 

Contact:  State  Agencies  for  Surplus  Property  (See  card  x-3) 
i.onT.ai,i._.  .JKO       6  VKsnn    Director.  Office  of  Surplus  Prop- 

2?lS^'BflJ?zMff)epty-ol°Llilg"'E§i5l?iSS;  and  welfare 
Tele:  202-962-3283 


E-2 

EDUCATIONAL  TELEVISION  FACILITIES  HEW 

Grants  for  acquisition  and  installation  of  transmission  appardiiB 
to  be  used  by  non-commercial  educational  television  broadcast 
stations • 

Eligible:  State  or  local  elementary  and  secondary  or  higher 
education  agencies,  State  educational  television  agencies,  public 
colleges  or  universities,  and  non-profit  foundations,  corpora- 
tions or  associations  organized  primarily  to  engage  in  education- 
al television  broadcast. 

Financial  data:  Federal  funds  may  provide  up  to  50%  of  project 
costs  for  acquiring  and  installing  necessary  transmission 
apparatus,  or  up  to  757o  when  grantee  already  owns  approved 
broadcasting  transmitting  apparatus. 

Contact:  State  educational  television  authority,  if  any. 

If  none:  Assistant  to  the  Assistant  Secretary  (ETV) 
Office  of  the  Secretary 
Department  of  Health,  Education  and  Welfare 
Washington,  D.C.  20201 
Mr.  John  W.  Bystrom,  Tel.  202-963-3015 
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LIBRARY    Medical  Library  Assistance  HEW(NLM) 

Three  programs  of  grants   (1)  to  assist  in  the  construction  of  new 
or  renovat ion^ expans ion ^ or  rehabilitation  of  existing  medical 
library  facilities,   (2)  to  support  expansion  and  improvement  of 
library's  basic  resources,  and  (3)  to  develop  a  national  system 
of  regional  medical  libraries  to  supplement  services  of  other 
medical  libraries  within  each  region. 

Eligible:     Public  or  private  nonprofit  agencies  or  institutions. 

Financial  data:     Construction  grants  may  not  exceed  75%  of  cost. 
Annual  authorization  not  to  exceed  $10,000,000  for  construction, 
$3,000,000  for  library  improvement,  and  $2,500,000  for  regional 
1 ibrar  ies  . 

Deadlines:     March  1,  June  30,   November  1. 

Contact:     Chief,  Facilities  and  Resources  Division,  Extramural 
Programs,  National  Library  of  Medicine,   NIH ,  DBEW,  Bethesda,  Md. 
20014    Tel.  301-496-3588 


E-4 

MANPOWER  Work  Experience  and  training  HEW(SRS-APA) 

Title  V  of  the  Economic  Opportunity  Act  makes  provision  for 
public  welfare  agencies  to  conduct  experimental,  pilot  or  demon- 
stration projects  to  prepare  unemployed  and  underemployed  disad- 
vantaged parents  and  other  needy  persons  to  find  gainful  employ- 
ment through  systematic  improvement  of  their  education,  work 
skills,  and  overall  employability ,  Participants  receive  main- 
tenance grants,  adult  basic  education,  vocational  instruction, 
high  school  equivalency,  work  experience,  child  day  care  and 
medical  care. 

Eligible:  State  public  welfare  agencies  receive  grants  and  in 
turn  the  local  welfare  agency  administers  them.  Preference  given 
to  high -poverty  areas ,  and  programs  coordinated  with  a  Community 
Action  Program. 

Financial  data:  $100,000,000  was  alloted  in  1967.  No  matching  is 
required,  but  some  local  or  State  contribution  is  expected. 
Contact:  Mr.  James  M.  Singer,  Chief,  Public  Information  Office, 
Assistance  Payments  Administration,  Social  and  Rehabilitation 
Service,  DHEW,  Washington,  B.C.    Tel.  202-962^646 
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E-5 

TRAINING    Medical  Self -Help  HEW(PHS) 
Federal  Civil  Defense  Act  of  1950,  as  amended,  provides  for  infor- 
mation and  training  to  help  prepare  people  for  survival  during  a 
disaster  when  services  of  medical  professionals  might  not  be  avail- 
able.    National  goal  is  to  train  at  least  one  member  of  each  family 

Eligibility:     Instructor  and  student  materials  are  made  available 
at  no  charge  to  organizations  wishing  to  sponsor  a  course  for 
individuals  15  years  of  age  or  over. 

Contact:     State  Health  Department  or 
Douglas  H.  McAllister,  Chief 
Medical  Self-Help  Training  Program 

Division  of  Emergency  Health  Services,  HSMHA,  PHS ,  DREW 

6935  Wisconsin  Ave, 

Chevy  Chase,  Maryland  20015 

Tel.  301-495-1725 


E-6 

0^  VOCATIONAL  REHABILITATION    Workshop  Improvement  Grants      HEW(SES-  ' 

RSA) 

PC    The  Vocational  Rehabilitation  Act  authorizes  assistance  in  ana- 
lyzing, increasing,  or  improving  operations  of  a  workshop  which 
affect  its  capacity  to  provide  employment  and  services  for  the 
handicapped.  Projects  may  involve  employment  of  staff,  technical 
consultation,  staff  development  activities,  purchase  or  rental  of 
equipment,  or  make  contracts  for  technical  assistance. 

Eligible:  Any  public  or  other  non-profit  workshop,  in  operation  for 
at  least  12  months,  or  any  organization  directly  responsible  for 
operation  of  workshop. 

Financial  data:  $4,000,000  was  funded  in  1967.  Appropriation  is 
distributed  to  each  region  on  the  basis  of  population,  and  redis- 
tributed if  not  used.  Federal  participation  up  to  90% 

Contact:  State  vocational  rehabilitation  agency,  then 

Regional  Office  of  Rehabilitation  Services  Administration 
Washington  contact:  R.  Kenneth  Barnes,  Chief,  Div.  Rehab.  Facili- 
ties and  Workshops,  Rehabilitation  Services  Administration 
Social  and  Rehabilitation  Service,  Washington,  D.C.  Tel. 202 -962- 

4865 
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BLIND    Voc2tional  Rehabilitation  Services  to  Blind  HEW(SRS-RSA) 

The  Randolph-Sheppard  Vending  Stand  Act  provides  for  the  employment 
of  blind  persons,  enlarging  their  economic  opportunities,  and  stim- 
ulating the  blind  to  strive  to  make  themselves  self-supporting,  by 
authorizing  licensed  blind  persons  to  operate  vending  stands  on 
aiy  Federal  property  where  feasible.     In  addition,  the  Act  calls 
for  surveys  of  concession-stand  opportunities  on  Federal  and  other 
property,  and  industries  having  appropriate  opportunities  for  em- 
ployment of  the  blind,  and  the  dissemination  to  the  public  and  to 
persons  working  for  the  blind  such  information. 

Eligible:  Persons  having  not  more  than  20/200  visual  acuity  in  the 
better  eye  with  correcting  lenses,  or  having  limited  visual  field 
that  subtends  an  angle  no  greater  than  20  degrees. 

Contact:  State  vocational  rehabilitation  agency,  or 
State  agency  for  the  blind,  or 

Douglas  MacFarland,  Chief,  Division  of  Services  for  the 
Blind,  Rehabilitation  Services  Administration,  Social  and  Rehabili- 
tation Service,  DHEW,  Washington,  D.C.  20201 

GEO    P.  380 


E-9 

VOC.  REHABILITATION  SERVICES    Grants  to  States  for  HEW(SRS-RSA) 

Basic  Support 

Under  Section  2  of  the  Vocational  Rehabilitation  Act,  a  program  of 
^    basic  services  may  include:  diagnosis,  counseling,  surgery  and 
,    treatment,  prosthetics,  hospitalization,  training,  vending  stands 
^    for  the  disabled,  tools,  equipment,  licenses,  reader  services  for 
u    the  blind,  interpreters  for  the  deaf,  job  placement  and  follow-up, 
^    and  any  other  service  necessary  to  render  an  individual  capable  of 
engaging  in  gainful  employment.  Rehabilitation  facilities  and 
workshops  may  be  established,  including  expansion,  remodeling  or 
alteration  of  existing  buildings,  and  initial  staffing  for  not  in 
excess  of  one  year. 

Eligible:  State  agencies  with  approved  State  plans  may  receive 
reimbursement  for  the  Federal  share  of  expenditures. 

^  Financial  data:  Each  state  is  entitled  to  an  allotment,  based  on 

^  need,  population,  and  per  capita  income,  $272,486,000  was  appropri- 

cC  ated  for  FY  »68. 

^  Contact:  State  vocational  rehabilitation  agency,  or 
u  Commissioner  Joseph  Hunt,  Rehabilitation  Services 

^  Administration,  Social  and  Rehabilitation  Service,  DHEW, 
Washington.  D.C.    20201    Tel.  202-962-2335 
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E-IO 

rsi  VOC.  REHABILITATION  Research  and  Demonstration  GrantsHEW(SRS-RSA) 
CO 

^  Financial  assistance  is  provided  to  encourage  research,  experimen- 
g  tation,  and  demonstrations,  including  rehabilitation  projects  for 
32  older  disabled  people.  Major  objetitives  are,  to  reduce  the  compo- 
nents of  disability;  create  new  job  opportunities  for  the  disabled 
under  competitive  conditions;  increase  effectiveness  of  existing 
programs  by  increasing  public  understanding,  community  cooperation, 
and  financial  support ;  provide  professional  information  and  ideas 
to  State  administrators  and  policy  makers. 

Eligible:  State  and  other  public  agencies  and  private  non-profit 
organizations.  No  individual  awards. 

Financial  data:  Grants  awarded  on  basis  of  promise  of  making  a 
f;^  valuable  contribution.  Matching  left  to  administrative  determina- 
^  tion.  $21  million  appropriated  and  obligated  in  1967. 

a* 

Q  Contact :  Regional  Office  of  the  Rehabilitation  Services  Administra- 
g  tion, (See  Card  x-2) 
DHEW 


^     HANDICAPPED    Innovation  Grants  HEW(sL-RSA) 

00 

,    The  Vocational  Rehabilitation  Act  provides  for  special  projects 
^     designed  to  "extend  and  improve"  Rehabilitation  services,  or  to 
g     develop  methods  or  techniques  new  to  the  State  for  rehabilitation 
X     services  for  handicapped,  or  to  develop  or  provide  new  or  expanded 

rehabilitation  services  for  groups  of  handicapped  individuals  with 

catastrophic  or  particularly  severe  disabilities. 

Eligible:  All  State  vocational  rehabilitation  agencies  which 
initiate  projects  enhancing  their  vocational  rehabilitation  program, 

Financial  data:  Allotment  is  based  on  population.  No  limit  on 
number  of  projects  unless  exceeding  allotment.  Innovation  projects 
^"^i^!} J'y^^''  maximum)  may  be  90%  Federally  funded  the  first  3  yeais 
and  75%  the  last  2.  Extension  and  Improvement  projects,  (3-year 
^     f^'rrigef  ^^^^""^^  ^^""^  ^2,080,000was  appropriated 

a;     Contact:  State  Agency,  or  Commissioner  Joe  Hunt,  Rehabilitation 
Q     Services  Admin. 

§     Social  and  Rehabilitation  Service,  DHEW,  Washington,  D.C.  20201 
Tel.  202-962-2335 
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E-12 

REHABILITATION    Construction  of  Facilities  and  upw/zodo  noA^ 

Workshops  HEWUSRS-RSA; 

The  1965  Amendments  to  the  Vocational  Rehabilitation  Act  provide  for 
State  and  local  planning  for  rehabilitation  facilities  and  workshops, 
assistance  in  cost  of  construction,  and  initial  staffing.  Project 
development  grants  will  assist  local  groups  with  limited  resources 
to  engage  consultants  to  develop  a  sound  proposal.  Construction 
grants  may  be  applied  to  new  construction  or  expansion  of  existing 
ones.     Grants  will  compensate  initial  professional  and  technical 
staff  for  new  or  enlarged  workshops  or  facilities. 

Eligible:     Each  State  may  apply  annually  for  planning  grants.  Project 
development  grants  may  be  requested  by  public  or  other  nonprofit 
agencies,   institutions,  or  organizations  considering  a  construction 
project.     A  State  vocational  rehabilitation  agency  or  any  other  pub- 
lic or  nonprofit  organization  proposing  to  operate  a  public  or  non- 
profit facility. 

Financial:     State  -  $4,500,000  appropriated  and  obligated  in  1967. 
Construction  and  staffing  funds  available  on  basis  of  population. 
Hill-Burton  matching  rates  apply  to  construction. 

Contact:     State  vocational  rehabilitation  agency  or  (See  Card  x-2) 
DHEW  Regional  Office,  Regional  Assistant  Commissioner 


OEO  P.  376  HEW  P.  316 


REHABILITATION    Training  and  Traineeships  E-13 

HEW  (SRS-RSA) 

To  increase  the  supply  and  improve  the  quality  of  professional  per- 
sonnel, to  better  communications  and  working  relations,  and  provide 
opportunities  for  personnel  presently  employed  to  raise  level  of  know- 
ledge skill.    Grants  being  made  in  fields  of  rehabilitation  counseling, 
medicine,  nursing,  occupational  therapy,  physical  therapy,  prosthetics 
and  orthotics,  psychology,  speech  pathology,  public  health,  social 
work,  dentistry,  rehabilitation  facilities  administration,  recreation, 
undergraduate  education  in  rehabilitation  and  other  helping  services, 
and  specialized  areas  such  as  rehabilitation  of  the  blind,  deaf, 
mentally  retarded,  and  mentally  ill. 

El igible :  States  and  public  and  other  non-profit  organizations  and 
agencies,  for  instructional  costs  of  training  projects  and  trainee- 
ships;  State  vocational  rehabilitation  agencies,  for  staff  developmehl 
program;   Public  and  voluntary  agencies  may  make  contracts  for  short- 
term  training  in  vocational  rehabilitation. 

Financial  data:  About  $31,700,000  appropriated  in  FY' 69.  Allotments  to 

States  based  on  formula.       Contact :  Miss  Cecile  Hillyer,   Chief.  Divisicn 
of  Training,   Rehabilitation  iiervtces  Administration,  Social  and  Rehab- 
ilitation Service,  DHEW,  Washington,   D.C.,  Tel.  202-962-1041. 
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TRAINING    Professional  Personnel  for  Care  of  HEW(SRS) 
Crippled  Children 


^     The  Social  Security  Amendments  of  1965  authorized  a  program  of 
^     grants  to  institutions  of  higher  learning  for  training  of 
g     professional  personnel  such  as  physicians,  psychologists,  nurses, 
*     dentists  and  social  workers  for  health  and  related  care  of  crippfec 
children,  particularly  mentally  retarded  and  those  with  multiple 
handicaps.    Program  designed  to  help  reduce  the  severe  shortage 
of  professional  personnel  available  to  serve  such  children. 

Eligible:  Public  or  other  non-profit  institutions  of  higher 
learning. 

Financial  data:  $4,000,000  was  appropriated  in  1967.  $10,000,000 
requested  for  '69.  Funds  awarded  on  basis  of  project  budget.  No 
^     matching  required. 

Contact:  Dr.  Louis  Spekter,  Director,  Division  of  Health  Services, 
g     Children's  Bureau,  Social  and  Rehabilitation  Service,  DREW,  Wash- 
o      ington,  D.C.,  20201  Tel.  202-963-3381 

or  James  J.  Papai,  Project  Grants  Spec.  Tel.  202-962-0520 


VOCATIONAL  REHABILITATION    Expansion  Grant  Program  E-15 

HEW(SRS) 

Expansion  grfiints  are  made  for  projects  designed  to  increase  and 
expand  vocational  rehabilitation  services  so  that  there  could 
be  a  substantial  increase  in  number  of  persons  rehabilitated. 
Projects  may  be  approved  for  a  three-year  period. 

Eligible:     State  vocational  rehabilitation  agencies  and  other 
public  and  private  nonprofit  organizations.     Applications  sub- 
mitted to  and  by  State  vocational  rehabilitation  agencies,  must 
be  endorsed  by  appropriate  State  agency,  and  submitted  to  Re- 
gional Commissioner  for  review,  approval,  revision,  or  other. 

Financial  data:     Federal  share  will  not  exceed  90%  of  project 
costs.     $6,517,000  appropriated  for  FY  '68. 

Contact:      State  vocational  rehabilitation  agencies  or 
Rehabilitation  Services  Administration,   Social  and  Rehabilita- 
tion Service,  Dept.  of  Health,  Educ,  and  Welfare,  Washington, 
D.C.,  20201     Tel.  202-962-2335 


66 


FEDERAL  ROLE  IN  HEALTH 


E-16 

TRAINING    Professional  Personnel  for  Care  of  Crippled  (SRS) 
Children 

The  Social  Security  Amendments  of  1965  authorized  a  program  of 
S   grants  to  institutions  of  higher  learning  for  training  of  profess- 
•    ional  personnel  such  as  physicians,  psychologists,  nurses,  dentists 

and  social  workers  for  health  and  related  care  of  crippled  children, 
w    particularly  mentally  retarded  and  those  with  multiple  handicaps. 
*    Program  designed  to  help  reduce  the  severe  shortage  of  professional 

personnel  available  to  serve  such  children. 

Eligible:  Public  or  other  non-profit  institutions  of  higher  leaning 

Financial  data:  000, 000  was  appropriated  in  1967.  $10,000,000 

requested  for  '69.  Funds  awarded  on  basis  of  project  budget.  No 
matching  required. 

Contact:  Dr.  Louis  Spekter,  Director,  Division  of  Health  Services. 

Children's  Bureau,  Social  and  Rehabilitation  Service,  DHEW,  Wash- 
^    ington,  D.C.,  20201  Tel.  202-963-3381  or  James  J.  Papai,  Project 

w   Grants  Specialist.  Tel.  202-962-0520 


E-17 

VOCATIONAL  REHABILITATION-Research  and  Training  Centers  HEW(SRS) 

Since  1962    a  special  Research  and  Training  Center  program  provides 
^ran?s  for  partial  support  of  special  research  and  training  centers 
fn  ?ehabUitl^ion  medicine,  rehabilitation  of  Jhe  mentally  retarded, 
vocational  aspects  of  rehabilitation,  and  rehabilitation  of  the 
deaf,     inters  are  established  in,  or  closely  associated  v'^th,  uni- 
versities having  specific,  well  recognized  resources  for  h^gh  level 
research  and  training  in  disciplines  pertinent  to  rehabilitation. 
Fele^affSnds  providl  partial  support  for  staff,  travel,  consul- 
tants' fees  or  honoraria,  equipment  and  supplies,  minor  alterations 
or  remodeling,  etc. 

Eligible:     State  vocational  rehabilitation  agencies  ,  universities , 
and  public  or  private  nonprofit  comprehensive  rehabilitation  centers 
or  institutions  associated  with  such  universities.     Private  indivi- 
duals are  not  eligible  for  grants. 

Financial  data:     $10,275,000  awarded  in  1969.     Matching  left  to 
administrative  determination. 

Contact:     Research  and  Training  Centers  Division,  Office  of 
Research,  Demonstrations  and  Training,  Social  and  Rehabilitation 
Service,  U.S.  Department  of  Health,  Education  and  Welfare, 
Washington,  D.  C.  20201 
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AID  TO  THE  BLIND  ^-^^ ^ 

A  public  assistance  program  providing  financial  help  to  the  States  to 
make  in come -maintenance  payments  to  poor  people  who  are  blind.  All 
States  have  Aid  to  the  Blind  programs. 

Eligibility:  Anyone  applying  for  Aid  to  the  Blind  goes  to  the  local 
welfare  agency.     The  individual  does  not  have  to  have  complete  lack 
of  Vision  to  be  eligible,  but  he  must  be  unable  to  perform  tasks  for 
which  sight  is  essential.  There  are  no  age  limitations  in  the  Federal 
law,  but  some  State  laws  include  an  age  requirement. 
Financial  Data:  In  July  1968     average  money  payments  to  blind  in- 
dividuals  ranged  from  $45  to  $139.     The  national  average  was  $91. 
Contact:  Stephen  P.  Simonds,  Commissioner 

Assistance  Payments  Administration 

Social  and  Rehabilitation  Service  or:  State  public  welfare 

agency 

U.S.  Department  of  Health,  Education,  and  Welfare 
Washington,  D.C.  20201 
Tel.  202-962-2551 


E-18-b 

OLD-AGE  ASSISTANCE  -  Maintenance  Payments  HEW(SRS) 

This  is  a  public  assistance  program  providing  financial  help  to 
states  to  make  income-maintenance  payments  to  poor  people  who  are 
aged  65  or  over.    All  states  have  Old-Age  Assistance  programs. 

Eligible:    A  needy  aged  person  applies  for  Old-Age  Assistance  to  the 
local  welfare  agency.     To  be  eligible,  he  must  be  at  least  65  years 
old.    He  must  also  meet  his  State's  eligibility  requirements. 

Financial  data:     In  July  1968,  average  payments  ranged  from  $36  to 
$107;  the  national  average  was  $68.    Through  grants  to  the  States, 
the  Federal  Government  pays  part  of  both  maintenance  payments  and 
administrative  costs. 

Contact:     Mr.  Stephen  P.  Simonds,  Commissioner,  Assistance  Payments 
Administration,  Social  and  Rehabilitation  Service,  U.  S.  Department 
of  Health,  Education  and  Welfare,  Washington,  D.  C.  20201 
Tel.     202-962-2551     or    State  public  welfare  agency. 
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E-18-C 

AID  TO  THE  PERM\NENTLY  AND  TOTALLY  DISABLED  -  HEW(SRS) 

Maintenance  Payments 

This  is  a  public  assistance  program  providing  financial  help  to  the 
States  to  ^ke  income -m.-iintenance-pa>'ments  to  people  who  cannot  sup- 
port themselves  because  they  have  a  permanent  and  total  physical  or 
mental  impairment.     All  States  but  one^have  APTD  programs. 

Eligible:     A  needy  person  who  is  disabled  applies  for  Aid  to  the 
Permanently  and  Totally  Disabled  to  the  local  welfare  agency.     To  be 
eligible,  he  must  be  at  least  age  18  and  must  meet  his  State  s 
eligibility  requirements. 

Financial  data:     In  Julv  1968,  average  payments  ranged  from  $44  to 
$119;  the  national  average  was  $82.     Through  grants  to  the  States, 
the  Federal  Government  pays  part  of  both  maintenance  payments  and 
administrative  costs. 

Contact-     Mr.  Stephen  P.  Simonds,  Commissioner,  Assistance  Payments 
Administration,  Social  and  Rehabilitation  Service,  U.S.  Department 
of  Health,  Education  and  Welfare,  Washington,  D.  C.  20201 
Tel.     202-962-2551     or    State  welfare  agency. 


"■'^ISievada 


E-18-d 

ASSISTANCE  FOR  REPATRIATED  UNITED  STATES  NATIONALS  HEW(SRS) 

Full  reimbursement  provided  to  State  and  local  governments  and  other 
agencies  for  temporary  assistance  given  to  U.S.  citizens  and  depen 
dents  newly  returned  or  brought  from  a  foreign  country  because  of 
destitution,  illness,  or  because  of  war,  threat  of  war,  invasion,  or 
similar  crises.     Administered  through  State  and  local  public  welfare 
agencies  and  voluntary  social  agencies  serving  as  agencies  of  the 
Assistance  Payments  Administration. 

Temporary  assistance  includes  money  payments,  temporary  care,  tempo- 
rary housing,  transportation,  and  other  goods  and  services  necessary 
for  health  and  welfare  of  individuals  on  their  arrival  or  for  a 
specified  period  thereafter.     In  addition,  the  program  provides  for 
hospitalization  and  services  to  repatriated  mentally  ill  U.S.  natio- 
nals until  arrangements  can  be  made  for  assumption  of  responsibility 
by  family  or  State  of  residence.     Repayment  is  made  by  repatriates 
whenever  possible. 

Contact:    Mr.  Stephen  P.  Simonds,  Commissioner,  Assistance  Payments 
Administration,  Social  and  Rehabilitation  Service,  U.  S.  Department 
of  Health,  Education  and  Welfare,  Washington,  D.  C.  20201, 
Tel.  202-962-2551      or      State  public  welfare  agency. 
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E-  19a 

AID  TO  FAMILIES  WITH  DEPENDENT  CHILDREN    (AFDC)  HEW(SES) 

All  States  have  AFDC  programs  to  make  income -maintenance  payments  to 
poor  families  with  dependent  children,  to  help  maintain  children  m 
their  own  homes.     Payments  are  made  not  only  for  the  child  but  tor 
the  parent  or  other  relative  taking  care  of  him. 

Eligible:     Applicants  for  AFDC  go  to  their  local  welfare  agency. 
Child  to  be  eligible  must  be  under  age  18  or,   if  in  school,  under  21; 
living  in  home  of  parent  or  relative;   lacking  parental  support  or 
care  because  of  a  parent's  death,   continued  absence,  or  physical  or 
mental  incapacity  or,   in  some  states,  because  the  father  is  unem- 
ployed.    State  eligibility  requirements  must  also  be  met.  Agency 
must  refer  AFDC  family  to  the  Work  Incentive  Program  (see  H-13)  if  it 
believes  they  will  benefit. 

Financial  data:  Nationally,  the  average  payment  for  a  family  of  four 
in  July  1968  was  $170;  state  averages  ranged  from  $35  to  ^Z//, 

Contact-     Mr.  Stephen  P.  Simonds,  Commissioner,  Assistance  Payments 
Administration,  Social  and  Rehabilitation  Service,  U.S.  Department 
of  Health,  Education  and  Welfare,  Washington,   T).  C.     20201  or 
State  public  welfare  agency. 


E-l9b 

EMERGENCY  ASSISTANCE  -Maintenance  Payments   (Part  of  AFDC)  HEW(SRS) 

This  public  assistance  program  is  part  of  the  AFDC  program.     It  pro- 
vides financial  help  to  States  that  have  elected  to  make  income- 
maintenance  payments  to  needy  families  with  children  when  there  is  an 
emergency  calling  for  immediate  action  --  for  example,  after  a  riot 
or  an  accident. 

Eligible:     Applications  for  emergency  assistance  are  made  to  the 
State  welfare  agency.     To  qualify,  the  needy  child  must  be  under  age 
21  and  have  been  living  in  the  home  of  a  parent  or  other  relative; 
he  must  also  meet  State  eligibility  requirements. 

Financial  data:     Payments  may  be  made  for  as  long  as  30  days,  in  any 
12-month  period.     Through  grants  to  the  States,  the  Federal  Govern- 
ment pays  part  of  both  maintenance  payments  and  administrative  costs. 

Contact:     Stephen  P.  Simonds,  Commissioner,  Assistance  Payments 
Administration,  Social  and  Rehabilitation  Service,  U.  S.  Department 
of  Health,  Education  and  Welfare,  Washington,  D.  C.  20201 
Tel.     202-962-2551     or    State  public  welfare  agency. 
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AGING     Foster  Grandparent  Program  HEW(SRS-AOA)/OEO 

^    To  give  emotionally  deprived  children  needed  affection  and  atten- 

tion,  and  to  provide  new  roles  and  functions  for  older  people 
2    with  low  incomes,  enabling  them  to  maintain  sense  of  dignity  and 
=^    usefulness,  as  well  as  demonstrating  a  major  resource  of  respon- 
sible workers  for  communities  and  social  agencies,  the  Foster 
Grandparent  Program  is  funded  by  the  Office  of  Economic  Opportun- 
ity through  its  Community  Action  Program,  and  is  administered 
by  the  Administration  on  Aging. 

Eligible:  Applicant  group  may  be  any  public  or  non-profit  private 
organization  or  institution. 

Financial  Data:   $9,368,000  obligated  in  '68,  with  programs  in  40 
states  and  Puerto  Rico.   20%  matching  funds  are  required.     No  funds 
^    are  available  for  new  projects  at  this  time. 

Contact:  Director,  Foster  Grandparent  Program,  Administration 

q:  on  Aging,  Social  and  Rehabilitation  Service,  DHEW 

o  Washington,  D.C.  20201 

o  Tel:  202-963-6154 


E-21 

AGING     Community  Planning  and  Services  HEW(SRS-AoA) 

Title  III  of  the  Older  Americans  Act  provides  for  allotment  of 
funds  to  States  to  strengthen  State  agencies  on  aging  and  to 
enable  States  to  make  grants  to  local  public  and  private  non- 
profit agencies  providing  services  to  older  people,  for  community 
planning  and  coordination  of  programs,  for  demonstration  programs, 
and  for  training  of  special  personnel. 

Eligible:    Allotments  are  paid  to  States  with  approved  State  Plans 
and  a  single  State  agency  for  administering  plan.    1%  of  annual 
appropriation  is  available  for  each  State.  Remainder  is  apportion- 
ed according  to  ratio  of  its  population  aged  65  up,  to  total 
population  aged  65  up.    $6,000,000  was  appropriated  in  FY1967. 
Unused  allotments  are  realloted.  Federal  funds  may  cover  75%  of 
cost  per  project  for  first  year,  60%  the  second,  and  50%  the 
third.  Support  terminates  after  third  year,  and  continuation  must 
be  provided  for. 

Contact:    Mel  Spear,  Director,  Office  of  State  and  Community  Ser- 
vices, Administration  on  Aging,  Social  and  Rehabilitation  Service, 
OHEW,  Washington,  D.C.  20201 
Tel.  202-963-4168 
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E-22 

AGING      Training  HEW  (SRS-AoA) 

Title  V  of  the  Oldeo  Americans  Act  authorizes  support,  through  grants 
or  contracts,  of  specialized  training  of  persons  employed  or  pre- 
paring for  employment  in  programs  in  aging.     Priority  is  given  to 
areas  where  shortage  of  qualified  personnel  is  acute  and  other 
sources  of  financial  support  not  available.     Included  are  planners, 
administrators,  retirement  heme  managers,  administrators  of  multi- 
service centers,  specialists  in  aging  aspects  of  architecture,  law, 
medicine,  etc.,  teaching  and  research  personnel,  community  leaders, 
and  sub-professional  and  technical  personnel. 

Eligible:    Any  public  or  nonprofit  private  agency,  organization  or 
institution  may  apply  for  grants  or  contracts. 

Financial  data:     $2,220,528  appropriated  for  FY  1968,  and 
$2,845,000  has  been  appropriated  for  FY  '69,  of  which  $2,300,000  is 
committed. 

Contact:     Clark  Tibbitts,  Director,  Training  Grants  Staff,  Administra- 
tion on  Aging,  Social  and  Rehabilitation  Service,  DREW, 
Washington,  D.  C.     20201        Tel.  202-962-4059 


E-23a 

NUTRITION    Food  Services  and  Nutrition  for  Aging  HEW(SRS-AoA) 
(see  E-23b) 

Title  IV  of  Older  Americans  Act  '65  authorizes  direct  grants  or 
contracts  for  research  and  demonstration  projects  or  national  or 
regional  interest  and  value.    A  demonstration  program  of  food 
and  nutrition  projects  for  the  aging  was  announced  early  68, 
designed  to  test  new  approaches  to  organization  and  development 
of  programs. 

Eligible:  Public/private  non-profit  agencies,  organizations,  and 
institutions  as:  Development  Councils,  Community  Action  Programs, 
Senior  Citizen  organizations,  educational  institutions. 

Financial  Data:  28  grants  of  $2,095,101  awarded  first  six  months 
of  '68.  Appropriation   for  '69  for  all  research  &  demonstration 
grants  of  $4,155,000  with  $3,150,000  already  committed.  Applica- 
tion deadlines:  Jan.l,  Mar.l,  May  1,  July  1,  Sept.l,  Nov.  1.  At 
least  10%  matching  required. 

Contact:  Marvin  J.  Taves,  Director,  Research  &  Development  Grant 
^taff.  Administration  on  Aging,  Social  and 

Rehab.  Service.  DHEW,  Washington.  D.C.  20201       Tel.  ^u-^-962-4058 
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E-23-b 

AGING    Research  and  Demonstration  (  See  E-23a)  HEW(SRS-AoA) 

^  Title  IV  of  Older  Americans  Act  authorizes  direct  grants  or  con- 

tracts  for  research  and  demonstration  projects  of  national  or 
3  regional  interest  and  value,  such  as  studies  of  current  patterns 
^  and  conditions  of  living  of  older  people,  identification  of  bene- 
ficial and  detrimental  factors,  development  of  new  approaches 
and  techniques  for  problems  of  older  people. 

Eligible:  Any  public  or  non-profit  private  agency,  organization 
or  institution.  Contracts  made  with  agency  or  individual. 

Financial  Data:     $3,000,000  appropriated  in  1967.  $4,155,000 
appropriated  for  FY  '69,  $3,150,000  of  which  is  already  committed. 


^  Contact:  Marvin'  J.  Taves,  Director,  Research  and  Development 
^  Grants  Staff, 

^  Administration  on  Aging,  Social  and  Rehabilitation  Service. 

2  DHEW,  Washington,  D.C.  20201       Tel.  202-962-4059. 
o 


MATERNAL  AND  CHILD  HEALTH  SERVICES  E-24 

HEW(SRS) 

Title  V,  Soc.  Sec.  Act,  authorizes  grants  to  States  to  enable  extend- 
ing and  improving  services   (especially  in  rural  and  economically 
distressed  areas)  for  reducing  infant  mortality  and  promoting  health 
ofraothers  and  children.     Services  include  maternity  clinics,  well 
child  and  pediatric  clinics,  nurse  visits,  school  health  programs, 
dental  care  for  children  and  pregnant  women,  family  planning  and 
immunizations.     Special  diagnostic,  evaluation,  counseling,  treat- 
ment and  followup  services  for  mentally  retarded  are  provided.  Grants 
for  special  projects  also  provided  for. 

Eligible:     State  health  departments.     Special  projects  grants  may  be 
made  to  State  health  agencies  and  institutions  of  higher  learning. 

Financial  data:     See  INFO-2-b.  State's  grant  determined,  after  a 
uniform  allocation,  by  factors  as  number  of  live  births,  financial 
need,  proportion  of  rural  births.     State  must  match  dollar  for  dollar. 
Up  to  12-2^0  of  appropriation  may  be  used  for  special  projects. 

Contact:     P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau, 
Social  and  Rehabilitation  Service,  DHEW,  Washington,  D.  C.  20201. 
Tel.   202-963-3448     or     local  health  agency. 
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CRIPPLED  CHILDREN'S  SERVICES  E-25 

HEW(SRS) 

Title  V,  Soc.  Sec.  Act,  authorizes  grants  to  States  for  extension 
and  improvement  (especially  in  rural  and  economically  distressed 
areas)  of  services  to  crippled  children  and  children  suffering  con- 
ditions leading  to  crippling.     Services  include  locating  children, 
providing  medical,  surgical,  corrective  and  other  services  for  diag- 
nosis, hospitalization,  and  aftercare.    Also  provides  for  grants  for 
significant  special  projects.     Proportion  of  appropriation  earmarked 
for  special  projects  for  mentally  retarded  children. 

Eligible:  State  crippled  children's  agencies.  Special  project 
grants  may  be  made  to  State  agencies  and  institutions  of  higher 
learning. 

Financial  data:     See  INFO-2.     Each  State's  grant,  after  a  uniform 
allocation,  is  determined  by  number  of  children  under  21,  need,  and 
relative  number  rural  children..    Matching  on  dollar-f cr-dollar  basis. 
Up  to  12?^o  may  be  used  for  special  projects.  No  matching  required. 

Contact:     P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau, 
Social  and  Rehabilitation  Service,  DHEW,  Washington,  D.  C.  20201 
Tel.  202-963-3448 


MATERNITY  AND  INFANT  CARE  PROJECTS  E-26 

T,-^i     V    c         o         .  HEW(SRS) 
Title  V,  Soc.  Sec.  Act,  authorizes  grants  for  projects  to  help  reduce 
incidence  of  mental  retardation  and  other  conditions  associated  with 
birth  complications  and  to  help  reduce  infant  and  maternal  mortality. 
Three  types  of  programs  are  authorized:   (1)  health  care  to  mothers 
before  and  after  childbirth,  likely  to  have  conditions  increasing 
hazards  to  health  of  mother  or  infant;   (2)  health  care  to  infants 
during  first  year  of  life  who  have  condition  or  circumstances 
mcresing  hazards  to  health;  and  (3)  family  planning  services. 

Eligible:     State  health  agencies  or,  with  the  consent  of  such  agen- 
cies, health  agencies  of  any  political  subdivision  of  the  State 
and  any  other  public  or  nonprofit  private  agency,  institution,  or 
organization. 

Financial  data:    See  INFO-2. 

Contact:     P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau, 
Social  and  Rehabilitation  Service,  DHEW,  Washington,  D.  C.  20201. 
Tel.  202-963-3448. 
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HEALTH  OF  SCHOOL  AND  PRESCHOOL  CHILDREN  E-27 

HEW(SRS) 

Title  V  of  the  Social  Security  Act  authorizes  grants  for  health  care 
and  services  to  children  of  school  and  preschool  age,  particularly 
in  areas  with  concentrations  of  low-income  families.     The  projects 
include  screening,  diagnosis,  and  preventive  services,  both  medical 
and  dental.     Treatment,  correction  of  defects,  and  aftercare  services 
are  provided  to  children  who  would  not  otherwise  receive  them 
because  they  are  from  low-income  families  or  for  other  reasons 
beyond  their  control. 

Eligible:     State  health  departments.  State  crippled  children's 
agencies,  health  agencies  of  any  political  subdivision  of  the  State 
(with  the  consent  of  the  State  health  agency),  and  medical  schools 
and  teaching  hospitals  (affiliated  with  a  school  of  medicine). 

Financial  data:     See  INFO-2 . 

Contact:     P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau, 
Social  and  Rehabilitation  Service,  DHEW,  Washington,  TX  C.  20201 
Tel.  202-963-3448 


DENTAL  HEALTH  OF  CHILDREN 

E— 2  8 

Eligible:    State  health  agencies     or  .^a-u 

organization.  ptivate  agency,  institution,  or 

Financial  data:    See  INFO-2. 

Tel.  202-963-3448.  service,  DHEW,   Vfeshmgton,  D.  C.  20201 
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MANPOWER    Training  Personnel  for  Health  Care  and  E-29 

Services  to  Mothers  and  Children  HEW(SRS) 
Title  V  of  the  Social  Security  Act  authorizes  grants  for  training 
personnel  for  health  care  and  related  services  for  mothers  and 
children,  particularly  mentally  retarded  children  and  children  with 
multiple  handicaps.     Special  attention  is  given  to  programs  providing 
training  at  the  undergraduate  level. 

Eligible:     Public  or  other  nonprofit  private  institutions  of 
higher  learning. 

Financial  data:     Ten  percent  of  appropriations  for  all  Title  V 
programs  for  each  year  shall  be  for  grants  for  this  program  and 
for  Research  Projects  (See  E-30),     Funds  authorized  for  Title  V 
programs  for  FY  69,  $250  million;  FY  70,  $275  million;  FY  71,  $300 
«  million;  FY  72,  $325  million;  FY  73  and  each  FY  thereafter,  $350 

million.     $209.2  million  appropriated  for  all  Title  V  programs  for  69. 

Contact:     P.  Frederick  DelliQuadti,  Chief,  Children's  Bureau,  Social 
and  Rehabilitation  Service,  DREW,  Washington,  D.C.  20201. 
Tel.  202-963-3448. 


RESEARCH     Projects  Relating  to  Maternal  and  Child  Health  E-30 

and  Crippled  Children's  Services  HEWCSRS) 

Title  V,  Section  512,  Soc.   Sec.  Act,  authorizes  Federal  financial 
support  for  research  projects  which  show  promise  of  substantial 
contribution  to  the  advancement  of  maternal  and  child  health  services 
or  crippled  children's  services.     The  purpose  is  to  improve  the  oper- 
ation, functioning,  general  usefulness,  and  effectiveness  of  maternal 
and  child  health,   crippled  children's,  and  family  planning  programs. 

Pecial  emphasis  given  to  projects  to  study  need  for,  feasibility, 
costs,  and  effectiveness  of  comprehensive  health  care  programs  in 
which  maximum  use  is  made  of  health  personnel  with  varying  levels  of 
training  and  in  studying  methods  of  training  for  such  programs.  May 
also  include  funds  for  training  of  health  personnel  for  work  in 
such  projects . 

Eligible:     Institutions  of  higher  learning  and  public  or  other  non 
profit  agencies  and  organizations  engaged  in  research  in  maternal 
and  child  health  and  crippled  children's  programs. 

Financial  data:     10%  of  appropriations  for  all  Title  V  programs  for 
each  year  shall  be  for  such  research  projects  and  for  training 
personnel   (See  E-29). 

Contact:  P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau,  Social 
and  Rehabilitation  Service,  DHEW,  Washington,  D.C.  20201-Tel202-963- 

^  3448 
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CHILD  WELFARE  SERVICES  E-31 

HEWCSRS ) 

Title  IV,  Part  B,  Soc.  Sec.  Act,  authorizes  grants  to  State  public 
welfare  agencies  for  establishing,  extending,  and  strengthening  child 
welfare  services  to  (1)  prevent  or  remedy,  or  assist  in  the  solution 
of  problems  which  may  result  in  the  neglect,  abuse,  exploitation,  or 
delinquency  of  children;  (2)  protect  and  care  for  homeless,  dependent 
or  neglected  children;   (3)  protect  and  promote  the  welfare  of  children 
including  strengthening  of  their  own  homes  where  possible,  or,  where 
needed,  the  provision  of  adequate  care  away  from  home  in  foster  famify 
homes  or  day  care  or  other  child  care  facilities. 

Eligible:     State  public  welfare  agencies  are  eligible  for  grants 
determined,  after  a  uniform  allocation,  by  factors  such  as  population 
under  21  and  State  average  per  capita  income. 

Financial  data:     Authorization  for  FY  69,  $100  million;  each  FY 
thereafter,  $110  million.    $46  million  appropriated  for  FY  69. 

Contact:    P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau,  Social 
and  Rehabilitation  Service,  DHEW,  Washington,  D.C.  20201, 
Tel.  202-963-3448    or    local  public  welfare  agency. 


SOCIAL  SERVICES  to  Families  and  Children  Receiving  AFDC  E-32 

HEWCSRS) 

Title  IV,  Part  A,  Soc.  Sec.  Act,  authorizes  grants  to  States  for 
Social  Services  to  Families  and  Children  Receiving  AFDC  (Aid  to  Fam- 
ilies with  Itependent  Children  -  See  E-19-a  and  b).     Based  on  each 
such  family's  special  circumstances  and  requirements,  these  servies 
assist  the  family  to  attain  or  retain  capability  for  self-support 
and  care,  to  maintain  and  strengthen  family  life,  and  to  foster  child 
development.     Effective  July  1,  1968,  States  required  to  furnish 
child  care  services  as  needed  for  each  individual  receiving  AFDC  who 
is  referred  to  the  Dept.  of  Labor  for  training  and  employment  in 
the  Work  Incentive  Program  (WIN)  -  See  Card  H-13).     Family  planning 
services  must  be  offered  to  each  appropriate  individual.  Federal 
funds  may  be  used  by  States  to  provide  day  care  for  other  children 
in  need  of  it. 

Eligible:  States 

Financial  data:     Until  July  1,  1969,  Federal  share  85%  of  State  costs j 
after  7/1/69,  75%  .     Federal  share  for  FY  68,  appx.  $223  million. 
Contact:     P.  Frederick  DelliQuadri,  Chief,  Children's  Bureau, 
Social  and  Rehabilitation  Service,  DHEW,  Washington,    D.C.  20201. 
Tel.  202-963-3448.     or     local  public  welfare  agency. 
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E-33 

RESEARCH,  TRAINING,  DEMONSTRATION  IN  CHILD  WELFARE  HEW(SRS) 

Title  IV,  Pt.  B,  Sec.  426,  Soc.  Sec.  Act,  authorizes  support  for 
(1)  special  research  and  demonstration  projects  of  regional  or 
national  significance;   (2)  special  projects  for  demonstration  of 
new  methods  or  facilities  showing  promise  of  substantial  contribution 
to  advancement  of  child  welfare;  and  (3)  projects  demonstrating 
utilization  of  research  to  encourage  experimental  and  special  types 
of  welfare  services.    Also,  training  grants  to  accredited  institu- 
tions of  higher  learning  to  strengthen  resources  for  training  students 
for  field  of  child  welfare;  traineeships  for  students  interested  in 
field;  and  support  for  short-term  training  courses. 

Eligible:     Research  and  demonstration  projects,  public  or  other 
nonprofit  institutions  of  higher  learning  and  public  or  other  non- 
profit agencies  and  organiaations  engaged  in  research  or  child  wel- 
fare activities;  utilization  of  research.  State  and  local  public  agen( 
agencies;  training  grants,  public  or  other  nonprofit  institutions  of 
higher  learning.  Contracts  or  joint  financing  may  be  arranged. 
Financial  data:     Congress  appropriated  $10.2  million  for  FY  1969. 
Contact:     P.   Frederick  DelliQuadri,  Chief,  Children's  Bureau,  Social 
and  R  habilitation  Service,  DREW,  Washington,    D.C.  20201.  Tel. 
202-963-3448. 


MENTAL  RETARDATION    University-Affiliated  Facilities  E-34-a 

HEW  (SRS) 

This  program  makes  grants  to  help  build  university-affiliated  clinical 
facilities  for  training  specialists  in  the  care  of  the  mentally  re- 
tarded.    The  facilities  must  also  provide,  as  nearly  as  is  practical, 
a  full  range  of  inpatient  and  outpatient  services  for  the  mentally  re- 
tarded. 

The  Federal  grant  may  be  used  to  finance  not  more  than  three-fourths  of 
the  necessary  construction  cost.  Payments  may  be  made  as  advances,  as 
reimbursements,  or  in  installments  consistent  with  construction  pro- 
gress. 

El  igible :     Public  and  nonprofit  private  agencies  sponsoring  facilities 
which  are  owned  by  or  affiliated  with  a  university  or  college  are 
el igible . 

Financial  data:  $20  million  authorized  and  $9.1  appropriated  in  FY'69. 

Contact :   Division  of  Mental  Retardation,  Rehabilitation  Services  Ad- 
ministration,  Social  and  Rehabilitation  Service,   rHEW,Arl ington ,  Va . 
2220.3,   Dr.   Robert  I.  Jaslow,  Tel.   (703)  557-6135  or  Mr.  Vivian  R. 
Hylton,    (703)  557-6885. 
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MENTAL  RETAEIDATION      Hospital  Improvement  Program  E  34-b 

HEW  (SRS) 

The  Hospital  Improvement  Program  provides  support  for  innovation  pro- 
jects designed  to  improve  methods  of  care,  treatment,  and  habilitation 
of  the  mentally  retarded  in  State  residential   institutions.  Each  State 
institution  for  the  mentally  retarded  is  eligible  to  apply  for  up  to 
a  maximum  of  $100,000  per  year. 

El igible:  Every  State  residential  facility  for  the  mentally  retarded 
is  eligible  to  participate  in  this  program. 

Financial  data:     $6,790,000  appropriated  in  FY'69. 

Contact;     Division  of  Mental  Retardation,  Rehabilitation  Services 
Administration ,  Social  and  Rehabilitation  Service,  EHEW,  Arlington, 
Virginia  22203,  Dr.  Robert  I.  Jaslow,  Tel.   (703)  557-6135  or  Dr. 
Albert  C.   Fremont  (703)  557-6766. 


MENTAL  RETAEODATION    Research  Grant  Program  E-34-c 

HEW  (SRS) 

To  support  appropriate  research  activities  designed  to  discover  and  de- 
velop new  knowledge  and  techniques,  to  gather  information  for  increased 
efficiency  of  services  for  the  mentally  retarded;  to  expedite  trans- 
lation of  this  knowledge  into  new  improved  programs.  Research  generally 
of  a  highly  practical  or  applied  nature,  being  program  oriented, 
complementary  to  overall  division  program  efforts  to  plan,  conduct, 
evaluate  and  coordinate  a  comprehensive  nationwide  program  of  care  for 
the  mentally  retarded. 

El igible :  Any  public  or  nonprofit  agency,   institution  or  organization 
except  Federal  agencies  engaged  in  activities  related  to  serving  the 
needs  of  the  mentally  retarded  may  apply. 

Financial  data:     $1 26 , 000 •appropriated  in  FY'69. 

Contact :     Division  of  Mental  Retardation,  Rehabilitation  Services 
Administration,  Social  and  Rehabilitation  Service,  DHEW,  Arlington, 
Virginia  22203,  Dr.  Robert  I.  Jaslow,  Tel.   (703)  557-6135  or  Dr. 
George  N.  Bouthilet  (703)  557-6867. 
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MENTAL  RETARDATION    Initial  Staffing  of  Community  Facilities  E-34-d 

HEW 

The  program  provides  grants  to  pay  for  part  of  the  costs  of  compensa- 
tion of  professional  and  technical  personnel  for  the  initial  operation 
of  new  community  facilities  or  for  initiating  new  services  m  existing 

facilities.  ^        ^     r--     ^  -,r 

Staffing  grants  may  be  made  up  to  75%  of  the  cost  for  the  first  15 
months;   60%  for  the  next  12  months;  45%  for  the  next  12  months;  and 
30%  for  the  last  12  months. 

Eligible-  New  public  or  nonprofit  community  facilities  for  the  mentally 
retarded  and  existing  public  and  nonprofit  facilities  initiating  new 
services. 

Financial  data;     $8,358,000  appropriated  in  FY' 69. 

Contact:  Division  of  Mental  Retardation,  Rehabilitation  Services  Ad- 
ministration.  Social  and  Rehabilitation  Service,  DHEW,  Arlington, 
Virginia  22203,  Dr.  Robert  I.  Jaslow,  Tel.   (703)  557-6135  or  Mr. 
Ronald  B.  Almack,   (703)  557-6934. 


MENTAL  RETARDATION      Community  Facilities  Construction  E-34-e 

HEW(SRS) 

Program  provides  grants  to  States  to  aid  in  construction  of  community 
facilities  f  or  •  diagnos  is  and  treatment,  education,  training  or  custodial 
care  services  for  the  mentally  retarded  including  sheltered  workshops 
in  facilities  providing  comprehensive  services.     Grants  are  alloted 
among  the  States  on  basis  of  population,  need  for  facilities  for  the 
mentally  retarded,  and  financial  needs  of  States.  Minimum  allotment  of 
$100,000  for  any  State  for  each  fisca!^  year.  Federal  share  may  range 
between  one-third  to  two-thirds  of  construction  costs.  Funds  available 
for  the  year  appropriated  and  the  succeeding  year.  Eligible :  Public 
agencies  and  private  nonprofit  organizations.  Proposed  projects  must 
meet  a  community  need  as  determined  by  State  administering  agency  and 
must  be  included  in  the  State  plan  for  construction  of  community 
facilities  for  mentally  retarded.     Financial  data:  $30,000,000  autho- 
rized, $6,000,000  appropriated,  $18,013,000  is  available  for  obligation 
in  FY'69. 

Contact ;  Division  of  Mental  Retardation,  Rehabilitation  Services 
Administration,  Social  and  Rehabilitation  Service,  EHEW,  Arlington, 
Virginia  22203,  Dr.  Robert  I.  Jaslow,  Tel.  (703)  557-6135  or  Mr. 
Ronald  B.  Almack,  (703)  557-6934. 
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MENTAL  RETARDATION    Hospital  Inservice  Training  Program  E  34-f 

HEW  (SRS) 

Long-range  objectives  of  the  Inservice  Training  Program  are  to  increase 
effectiveness  of  all  employees  of  institutions  for  the  mentally  re- 
tarded and  to  translate  rapidly  increasing  knowledge  into  more  effec- 
tive services  to  people  by  means  of  inservice  training.   Every  State  re- 
sidential facility  for  the  mentally  retarded  is  eligible  to  participate 
in  this  program.     The  maximum  grant  to  a  State  institution  may  not  ex- 
ceed $25,000  in  any  one  year. 

Eligible:   Every  State  residential  facility  for  the  mentally  retarded 
is  eligible  to  participate  in  this  program. 
Financial  data:  $2,182,000  appropriated  in  FY  69. 

Contact:    Division  of  Mental  Retardation,  Rehabilitation  Services  Ad- 
ministration,  Social  and  Rehabilitation  Service,  EHEW,  Arlington,  Va. 
22203,  Dr.   Robert  I.  Jaslow,  Tel.   (703)  557-6135  or  Dr.  Albert  C. 
Fremont  (703)  557-6766. 


E-40 

VOCATIONAL  EDUCATION    Research  and  Training  HEW  (OE) 

lo    The  Vocational  Education  Act  of  1963  requires  that  10%  of  annual 
appropriations  for  non-specified  occupational  training,  faculty 
construction  and  ancillary  services,  be  used  for  assistance  in  pro- 

w    grams  and  projects  in  research,  training,  developmental  or  pilot 
programs  to  help  meet  needs  of  youth  in  economically  depressed 
communities  who  have  academic,  socioeconomic,  or  other  handicaps 
preventing  them  from  succeeding  in  the  regular  vocational  education 
programs.  Emphasis  on  curriculum  development,  personnel  recruitment 
and  development,  adult  and  continuing  education,  occupational  infor- 
mation and  career  choice. 

Eligible:  Colleges,  universities,  state  and  local  education  agencies 
other  public  or  private  non-profit  organizations  or  institutions 
may  apply  for  grant  support. 

^  Financial  data:  Will  consider  applications,  but  funding  short. 
^  $10  million  in  1967. 

Q  Contact:  tbvid  S.  Bushnell,  Director,  Division  of  Comprehensive  and 
w  Vocational  Education  Research,  Bureau  of  Research,  Office  of 
Education,  EHEW,  Washington,  D.C.    20202    Tel.  202-963-6031 


FEDERAL  ROLE  IN  HEALTH 


81 


DISADVANTAGED    Office  of  Programs  for  Disadvantaged       HEW  (OE) 

Poor  people  needing  information  about  programs  or  feeling  that  they 
are  being  inadequately  served  have  been  offered  a  place  to  register 
suggestions  and  complaints  about  operation  of  Federal  education 
programs • 

This  office  will  receive  reports  of  problems,  review  complaints, 
seek  to  provide  quick  responses,  and  disseminate  information  at 
the  grass  roots.  Representatives  of  the  poor  may  correspond,  or  may 
have  personal  interviews. 

All  relevant  organizations  may  be  interested  in  the  new  service, 
either  to  utilize  it,  or  to  establish  similar  ones. 

Contact:  Dr.  Regina  Goff,  Asst.  Commissioner 

Office  of  Programs  for  the  Disadvantaged 

Office  of  Education,  EHEW 

Washington,  D.C.  20202 
Tel.  202-9^3-5121 


Library  Services  and  Construction  E-42 

HEW  (OE) 

Grants  are  made  to  states  for  expansion  of  (1)  public  library  services 
in  areas  without  service  or  with  inadequate  service;   (2)  construction 
of  new  buildings,  additions,  remodeling,  acquisition  of  existing 
building,   initial  equipment  of  such  buildings,  architects'   fees,  and 
cost  of  land.  There  are  also  provisions  for  intcrlibrary  cooperation, 
and  services  to  the  state  institutions  for  the  ill,  delinquent,  orphans 
including  hospitals,  prisons,  schools,  etc.,  and  to  the  physically 
handicapped . 

Eligible;  States  submit  plans  to  the  Commissioner  of  Education  for 
approval.  States  identify  areas  to  be  served  under  their  plans  and 
make  determination  as  to  best  uses  of  funds. 

Financial  data:  Funds  are  matched  by  States  in  proportion  to  their  per 
capita  income. 

Contact ;  Ray  M.  Fry,  Director,  Division  of  Library  Services  and 
Educational  Facilities,  Bureau  of  Adult,  Vocational,  and  Library  Pro- 
i^rams,  Office  of  Education,  EHEW,  Washington,  D.C,  20202    Tel.  (202) 
963-6271  or  the  appropriate  Office  of  Education  Regional  Office. 


OEO  P.  314 


HEW  P.  127 
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E-43 

EDUCATION    Strengthening  Developing  Institutions  HEW(OE) 


^    Grants  to  assist  developing  colleges  to  raise  their  academic 

quality  provide  National  Teaching  Fellowships,  with  a  maximum 
e,    stipend  of  $6,500  a  year  plus  $400  for  each  dependent.  Partial 
g    support  is  given  to  cooperative  arrangements  enabling  the  develop- 
X     mg  institution  to  draw  on  resources  of  established  colleges  and 
universities,  including  exchange  of  faculty  or  students,  visiting 
scholars,  faculty  and  administration  improvement  projects,  new 
curriculums,  joint  use  of  facilities  such  as  libraries  or  labora- 
tories. 

Eligible:  Accredited  two  or  four-year  colleges  and  universities,  in 
existence  for  five  years,  who  are  trying  to  improve  and  for  finan- 
cial or  other  reasons  are  struggling  for  survival  and  are  isolated 
00    from  main  currents  of  academic  life. 


^    Financial  data: 


o    Contact:  Commissioner  of  Education  Harold  Howe,  Office  of  Education, 
DHEW,  Washington,  D.C.    20202  or  Charles  Hayes,  Chief 
Developing  Institutions  Branch,  Div.  College  Support  Bur. 

T.T  202-q62-38Sq        of  Higher  Education 


EDUCATION      Educational  Talent  Search  fiaJfto^) 
(formerly  Utilization  of  Educational  Talent) 

The  Commissioner  of  Education  is  authorized  to  make  contracts  for 
projects  which  will  (1)  identify  qualified  youths  of  financial  or 
cultural  need  with  an  exceptional  potential  for  post-secondary  educa- 
tional training  and  encourage  them  to  complete  secondary  school  and 
undertake  post-secondary  educational  training,   (2)  publicize  existing 
forms  of  student  financial  aid  furnished  under  this  title,  and  (3) 
encourage  secondary,  school  or  college  dropouts  of  demonstrated  apti- 
tude to  re-enter  educational  programs,  including  post-secondary 
school  programs.     Cooperation  between  community  agencies,  high 
schools,  and  institutions  of  higher  education  is  specifically  en- 
couraged. 

Eligible:     Public  and  private  nonprofit  or  for-profit  agencies  and 
organizations,  institutions  and  combinations  of  institutions  of 
higher  education. 

Financial  data:     Maximum  of  $100,000  per  project  per  year.  No 
matching  requirement.     FY  1969  appropriation  -  $4.0  million. 

Contact:     Mr.  David  D.  Johnson,  Educational  Talent  Search,  Bureau  of 
of  Higher  Education.  U.S.  Office  of  Education,  Washington,  D.  C. 
20202  Tel.  202-962-2892  &       »  . 
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E-44-b 

EDUCATION    Special  Services  for  Disadvantaged  Students  HEW(OE) 

The  Commissioner  of  Education  is  authorized  to  make  contracts  with 
or  grants  for  programs  of  remedial  or  other  special  services  for 
students  who,  by  reason  of  deprived  educational,   cultural,  or  econo- 
mic background,  or  physical  handicap,  are  in  need  of  such  services  to 
assist  them  to  initiate,  continue,  or  resume  their  post-secondary 
education.     Students  to  be  served  by  these  programs  must  be  enrolled 
or  accepted  for  enrollment  at  the  institution  which  is  the  benefi- 
ciary of  the  grant  or  contract.     These  programs  may  provide,  among 
other  things,  for  counseling  or  tutorial  services,  special  summer 
programs,  counseling  toward  graduate  or  professional  education,  or 
career  guidance. 

Eligible:     Institutions  or  combinations  of  institutions. 
Financial  data:     No  appropriation  for  FY  69. 

Contact:     Mr.  David  D.  Johnson,  Special  Services  for  Disadvantaged 
Students,  Bureau  of  Higher  Education,  U.S.  Office  of  Education, 
Washington,  D.  C.     20202  Tel.  202-962-2892 


HANDICAPPED    Improvement  of  Education  for  Handicapped  E-46 

„.  ,  HEW(OE) 
Title  VI -A,  the  Elementary  and  Secondary  Education  Act^ authorizes 
grants  to  assist  in  initiation,  expansion  and  improvement  of  educatioi 
of  preschool,  elementary,  and  seconda*ry  level  handicapped  children. 
May  include  acquisition  and  construction  of  necessary  school  faci- 
lities; diagnostic  services,  instructional  devices  and  aids;  pros- 
theses, 1  ibraries  and  materials  centers;  special  transportation ;  equip- 
ment; tutoring;  mobile  units  to  reach  rural  areas.  "Handicapped"  in- 
cludes mentally  retarded,  hard  of  hearing,  deaf,  speech  impaired, 
visually  handicapped,  emotionally  disturbed,  crippled  and  other  health 
impaired.    Eligible:     State  educational  agencies,  and  through  them, 
local  educational  agencies;  Bureau  of  Indian  Affairs;  Dept.  of 
Defense.     Financial  data:     Allocation  to  states  based  on  ratio  of 
children  aged  3  to  21  to  number  of  such  children  in  all  States. 
$29,250,000  appropriated  in  1969. 

Contact:     State  Department  of  Education  or  Rose  Marie  Lanier,  Title 
VI -A  Prog.  Spec,  Pre-School  and  School  Prog.  Sec.,  Div.  of 

Educational  Services,  Bureau  of  Education  for  the  nandic^apped , 
Office  of  Education,  CHEW,  Washington,  D.C.  20202,  Tel.  202-962-4725 


GEO  P.  248 


HEW  P.  103 


84 


FEDERAL  ROLE  IN  HEALTH 


EDUCATION    College  Work-Study  Program  E-UT 

HEW(OE) 

Assists  institutions  of  education  "beyond  high  school  to 
stimulate  and  promote  part-time  employment  for  full- 
time  students,  particularly  from  low-income  families, 
in  need  of  such  earnings  to  continue  schooling.  Work 
opportunities,  arranged  "by  institutions,  may  be  on  campus 
or  in  non-profit  organizations,  such  as  Community  Action  Programs. 
Eligible:    Public  and  private  non-profit  institutions  of 
education  beyond  high  school  who  enter  into  agreement 
with  Commissioner  of  Education.    Also,  certain  area 
vocational  and  proprietary  institutions  are  eligible. 
Students  apply  directly  to  the  institution. 

financial  data:     Federal  share  may  not  exceed  Q0%. 

Contact:    Mr.  Warren  T.  Troutman,  Chief 
Work-Study  Branch 
Bureau  of  Higher  Education 
Office  of  Education,  DHEW 
Washington,  D.C.  20202 
Tel.  202-962-3871 


E-48 

^  EDUCATION    Media  for  Educational  Purposes  HEW(OE) 
d1  Research  and  Dissemination 

5  Support  is  provided  for  research'  and  experimentation  in  the 
^  development  and  evaluation  of  projects  involving  television, 
radio,  motion  pictures,  printed/published  materials,  and- related 
media  of  communication  for  educational  purposes,  including  new 
and  effective  techniques  for  using  the  media,  training  teachers 
to  use  them,  and  presenting  academic  subjects  through  them.  The 
dissemination  of  information  concerning  new  media  is  also  support- 
ed. 

Eligible:  Colleges,  universities,  State/local  education  agencies, 
other  appropriate  public  or  private  non-profit  organizations 
and  institutions  may  apply  for  grant  or  contract  support. 

Financial  data:    Awards  depend  on  size  of  project  and  need  with 
$10,000  maximum  on  small  projects. 

Contact:  R.Louis  Bright,  Associate  Commissioner 

Bureau  of  Research,  Office  of  Education,  DHEW 
Washington,  D.C.  20202  Tel:  202-963-6965 
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E-49 

EDUCATION      National  Defense  Student  Loan  Program  HEW(OE) 

Provides  for  establishment  of  loan  funds  at  colleges  and  univer- 
sities to  enable  college  students  to  obtain  low- interest  loans. 
Undergraduates  may  borrow  up  to  $1,000  a  year  not  to  exceed  $5,000; 
graduate  students  up  to  $2,500  per  year  not  exceed  $10,000  for 
both  undergraduate  and  graduate.     Students  who  become  full-time 
teachers  may  have  loan  cancellations  of  10%  for  each  complete  year, 
up  to  a  maximum  of  50%;  or  15%  for  each  complete  year  of  full-time 
teaching  up  to  the  total  amount  of  loan  for  teaching  in  a  school 
which  has  been  designated  to  be  a  school  with  a  high  concentration 
of  students  from  low- income  families;     the  15%  cancellation  rate 
may  be  applied  for  teaching  handicapped  children. 

ELIGIBLE:     Undergraduate  or  graduate  students  who  are  at  least 
CM  half-time  students  and  who  need  money  to  go  to  college. 

I-! 
I— t 

.  FINANCIAL  DATA:     Funds  are  allotted  to  States  based  on  proportion 
^  of  full-time  college  enrollment  in  State  to  total. 

*  CONTACT:     Student  Financial  Aid  Officer  on  the  campus  of  your  choice. 


EDUCATION    Construction  of  Higher  Education  Facilities  E-50 

Grants  and  Loans  HEW(OE) 

Grants  available  to  assist  colleges,  universities,  public  conmunity 
colleges,  and  technical  institutes  to  finance  construction,  rehab- 
ilitation, and  improvement  of  academic  facilities  to  expand  enroll- 
ment capacity.  Fiscal  year  funding  level  is  $216  million  for  under- 
graduate academic  facilities  and  $25.5  million  for  graduate  facilities 
Loans  available  to  all  levels  of  higher  education  institutions  for 
academic  facilities  construction.  Fiscal  year  1969  funding  level  is 
$150  million. 

El igible :     Public  and  private  institutions  of  higher  education  with 
applications  approved  by  State  Commission.  Public  and  private  ins- 
titutions of  higher  education  and  higher  education  building  agencies 
may  receive  loans. 

Financial  Data:  State  Commissions  assign  priorities  and  determine 
Federal  share.  Almost  k(H>  of  FY  '69  appropriation  was  reserved  to 
community  colleges  and  technical  institutes.  State's  share  is  de- 
termined by  per  capita  income  and  number  of  high  school  grades. 
Contact ;  Mr.  Richard  R.  Holden,  Acting  Director,  Div.  of  College 
Facilities,  Bur.  of  Higher  Ed.,  Off.  of  Ed.,  EHEW,  Washington,  D.C. 
Tel.  202-963-7738  or  962-6618. 

GEO  p.  264  ^EW  P.  60/62 
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E-51 

^    EDUCATION    Graduate  Academic  Facilities  Construction  HEW(OE) 

^    Grants  designed  to  help  finance  construction,  rehabilitation  or 
3    improvement  of  graduate  academic  facilities  in  order  to  help 
^   meet  manpower  needs,  and  to  distribute  graduate  schools  through- 
out the.  nation. 

Eligible:  Institutions  of  higher  education  and  cooperative  graduate 
center  boards  which  have  or  plan  to  have  a  graduate  school  or 
school s. admi tting  students  holding  baccalaureate  degree. 

Financial  Data:  Maximum  federal  contribution,  1/2  development  cost. 
Section  214  of  Appalachian  Reg.  Deve.  Act.  provides  supplemental 
funds  for  institutions  economically  unable  to  supply  non-Federal 
share. 

o    Contact:   01  of  E.  Stamberg,  Chief,  Graduate  Facilities  Branch 

c\j  Division  of  Graduate  Programs,  Bureau  of  Higher  Education 

q1  Office  of  Education,  DHEW  ,  Washington,  D.C.  20202 

S  "^el.  202-963-7936 


E-52 

EDUCATION    Community  Service  and  Continuing  Education    HEW  (OE) 
Program 

Under  provisions  of  Title  I  of  the  Higher  Education  Act  of  1965, 
the  special  resources  of  institutions  of  higher  education  are 
brought  to  bear  on  solution  of  coirenunity  problems  such  as  aging, 
housing,  poverty,  government,  recreation,  employment,  youth 
opportunities,  transportation,  health,  and  land  use. 
Programs  have  been  extended  through  fiscal  year  1971  with 
authorization  of  $10  million  for  fiscal  year  1969,  $50  million 
for  fiscal  year  1970,  and  $60  million  for  fiscal  year  1971. 
Eligible:     States  develop  State  plans  for  a  community  service 
program,  and  receive  $100,000  allocation  with  any  balance  avail- 
able allotted  on  basis  of  population. 

Financial  data:     Federal  participation  limited  to  66-2/37..  Funds 
for  administration  may  not  exceed  $25,000  or  5%  of  the  State's 
allocation. 

Contact:     State  agency  designated  to  adminstrator  State  Plan,  or 
Dr.  Pedro  Sanchez,  Director,  Community  Service  and 

Continuing  Education  Program 
Bureau  of  Adult,  Vocational,  and  Library  Programs, 
Office  of  Education,  DHEW,  Washington,  D.C.  20202 
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E-53 

EDUCATION    Educational  Opportunity  Grants  DHEW(OE) 
This  program  helps  to  make  postsecondary  education  available  to 
students  of  exceptional  financial  need  by  providing  grants,  through 
participating  institutions  of  higher  education,  for  up  to  4  years 
of  full-time  undergraduate  study.     Each  student  receives  a  matching 
award  in  an  amount  at  least  equal  to  the  Educ.  Opportunity  Grant. 

Eligibility:  Public  and  private  non-pcofit  institutions  of  higher 
education  may  receive  Federal  Educational  Opportunity  Grant  funds. 
Undergraduate  students  or  prospective  students  should  apply  to  the 
institution  which  they  wish  to  attend. 

Financial  data:     Eligible  students  receive  grants  of  $200  -  $1000 
per  academic  year,  depending  on  need.     During  academic  year  1968-69 
an  estimated  292,000  students  at  approximately  18,000  institutions 
are  receiving  grants  totalling  $136,608,000. 

Contact:     Mr.  Hubert  S.  Shaw,  Acting  Chief 

Educational  Opportunity  Grants  Branch 

Division  of  Student  Financial  Aid,  BHE 

Office  of  Education,  Department  of  HEW 

Washington,  D.  C.  20202 

Telephone:  202-962-4110 
OEO  P.   280  HEW  P.  107 


HANDICAPPED     Education  Research  and  Demonstration  ^^^^"^^^^ 
Grants  for  research  and  demonstration  projects  relatina  to  edur;, 
tion  for  mentally  retarded,  hard  of  hearing,  deaf    spL^h  im^^ 
nr'nlV/  ^^"f^^PP^^?  seriously  emotionally  dist.;bLTcri  pled'  ' 
or  other  health  impaired  children  requiring  special  education 

nin^n^n^;.^^^''^':  ^^^^^^^  ^^^al  education  agencies,  public -and 
non-profit  private  institutions  of  higher  education    other  public 
lltZT"'''  educational  or  Research  agencies  and  orglni- 

Financial  Data:   '66:  $6,000,000  appropriated,  92  grants  made  '69 
budget  request:  $13,900,000  with  Approximately  $7:oOO,OoS  committed, 
Contact:  James  W,  Moss,  Director,  Div.  of  Research    Bureau  nf 
Education  for  the  Handicapped,  Office  of  Education:  DHEw!' 
Wasnington,  D.C.  20202  Tel.  202-963-7695 
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MANPOWER:  Training  of  Professional  Personnel  in  E-57 

•     Education  of  the  Handicapped  HEW-OE 
Institutions  of  higher  education  and  State  educational  agencies  may 
submit  applications  for  grants  in  any  or  all  areas  included  under  Pub- 
lic Law  85-926,  as  amended;   i.e.,  mentally  retarded,  deaf,  speech  and 
hearing  impaired,  visually  handicapped,  seriously  emotionally  disturbed, 
crippled,  other  health  impaired  (including  learning  disabilities  and 
multiple  handicapped),  combinations  of  areas  (interrelated),  and  special 
education  administration.  (See  Info.  9   )  Training  programs  are 

provided  to  encourage  promising  persons  to  prepare  or  to  improve  their 
competencies  for  positions  in  the  education  of  handicapped  children  as: 
Teachers  or  speech  correctionists ;  Supervisors  or  administrators;  OthET 
specialists  providing  special  services;  Professors  for  institutions  of 
higher  education;  and  Researchers.       El igible :  Public  or  non-prof it  in- 
stitutions of  higher  education  and  State  Educational  Agencies, 
Financial  data:  FY'69  appropriation:  $29,700,000.  Grants  may  be  awarded 
in  all  areas  to  any  one  given  university  depending  on  its  program 
quality  and  depth  of  offerings  in  special  education.     Contact :  Indi- 
viduals apply  to  directly  approved  institutions  of  higher  education 
and  State  Education  Agencies.  For  information  write:  Dr.  Leonard  J. 
Lucito,  Dir.,  Div.  of  Training  Programs,  Bureau  of  Education  for  the 
Handicapped,  Office  of  Education,  Washington,  D.C.  or  Dr.  Harold  W. 
Heller,  Chief,  Mental  Retardation  Branch,  Div.  of  Training  Programs, 
Tp.l  .  962-5989. 


VOCATIONAL  EDUCATION    Guaranteed  Loans  for  Students  E-59 

HEW(OE) 

Educational  loans  are  made  available  through  commercial  sources  for 
students  atten  ding  business ,  trade,  technical,  and  other  post-secon- 
dary vocational  schools. 

Eligible: "   Students  accepted  for  enrollment  in  an  eligible  institu- 
tion, or  enrolled  and  in  good  standing.     In  some  state  programs,  half- 
time  students  may  be  eligible.     No  age  limitation.  Student  need  not 
be  high  school  graduate. 

Financial  data;     For  student  whose  adjusted  family  income  is  less 
than  $15,000  a  year,  the  Federal  Government  will  pay  interest  up  to 
7%  a  year  on  the  unpaid  principal  while  he  is  in  school.  Student  pays 
full  interest  charge  on  unpaid  balance  during  repayment  period.  Loans 
may  be  prepaid  without  penalty.  Repayment  usually  begins  9  to  12 
months  after  student  leaves  school,  and  may  extend  5  to  10  years ,  with 
a  minimum  of  $360  annual  payment.  Payment  may  be  deferred  during 
military,  VISTA,  or  Peace  Corps  service  or  while  borrower  is  in 
school. 

Contact :  Vocational  school  or  local  lending  agency,  or  Mr.  Vta.  M. 
Simmons,  Chief,  Insured  Loan  Branch,  Div.  of  Student  Financial  Aid, 
Bureau  of  Higher  Education,  Office  of  Education,  EHEW,  Washington ,  DC. 
20202  Tel.  202-962-0865  OEO  P.  382  HEW  P.  114 
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VOCATONAL  EDUCATION. AOT)  TBAINING    Construction  ^^?mrWflpp 
of  Training  Facilities  (See  also  Card  E-61  )       ™^  (OEj/ARC 

The  Appalachian  Regional  Development  Act  of  1963  provides  grants 
^     to  states,  political  subdivisions,  or  local  development  districts 
00     for  construction  of  school  facilities  for  vocational  education  in 
accordance  with  provisions  of  the  Vocational  School  Act  of .1963, 
in  areas  of  Appalachia  in  which  such  education  is  not  now  ade- 
quately  available.    Health  occupations  may  be  included  in  planned 
g  curriculum. 

Eligible:    States,  political  subdivisions,  local  development 
districts . 

Financial  data: .  Grants  made  without  regard  to  appropriation 
ceilings  or  to  allotments  among  the  states.  May  be  made  to  sup- 
plement Vocational  Education  Act  grants  (See  Card  E-61) 

ON 

Contact:    State  member  of  Appalachian  Regional  Commission 
or  Regional  Office 
^  Bureau  of  Adult,  Vocational,  and  Libraiy  Programs 

o  Office  of  Education,  DHEW    (See  Card  X-2) 

^    Washington  Contact:    Mr.  George  Sanders,  Senior  Program  Officer 

Facilities  and  Equipment,  Program  Planning 
and  Development  Branch,  Division  of 

TeI?''lSl-9l3_7g28^^''^^''^"^  Education 


VOCATIONAL  EDUCATION    l)  Construction  of  Training  E-61 

Facilities  (See  also  Card  E- 6O)    HEW  (OEj 
2)  Ancillary  Services 

The  Vocational  Education  Act  of  1963  authorizes  funds  for  l)  con- 
struction of  area  vocational  education  school  facilities  and  2) 
ancillary  services  and  activities  to  make  for  quality  in  vocation- 
al education  programs  --  teacher  training  and  sup'ervisory,  program 
evaluation,  special  demonstration  and  experimental  programs,  de- 
velopment of  instructional  materials,  and  evaluation  of  local  pro- 
grams and  services  in  light  of  current  and  projected  needs. 

Eligible:    State  boards  having  approved  plans  for  vocational  edu- 
cation; they  in  turn  reimburse  local  education  agencies. 

Financial  data:    Allotment  to  states  based  on  relative  number  of 
persons  in  various  age  groups  and  relative  per  capita  income. 
l/k  to  1/3  of  allotment  is  for  vocational  preparation  and  con- 
struction.   Dollar  for  dollar  matching  required.  (See  Card  E- 60) 

Contact:    State  board  for  vocational  education,  or 

Mr.  George  Sanders,  Senior  Program  Officer, 
Facilities  and  Equipment.  Program  Planning  and  Development 
Branch,  Division  of  Vocational  and  Technical  Education,  Bureau 
of  Adult  Vocational  and  Library  Programs,  Office  of  Education, 
HEW    Tel.  202-963-7628 
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VOCATIONAL  EDUCATION    l)  Construction  of  Residential     '^f]  . 

Vocational  Training  Schools  ^^^^ 
2)  Work-Study  Programs 

^     The  Vocational  Education  Act  of  1963  authorized  a  program  for 

special  vocational  needs  of  youth  15  to  21  which  called  for  (l) 
v->     construction  equipment,  and  operation  of  residential  schools  for 
^     vocational  training,  and  (2)  work- study  programs  providing  com- 
H    pensation  of  students  for  work  which  will  permit  them  to  continue 
vocational  education. 

Eligible:     (l)  Colleges  and  imiversities,  State  boards,  and  with 
board  approval,  public  agencies,  organizations  and  institutions, 
(2)  State  boards  for  vocational  education  who  in  turn  reimburse 
local  education  agencies  for  allowable  expenditures. 

Financial  data:    $35  million  authorized, for  FY  69  for  construction 
of  demonstration  residential  schools.     (1)  Funds  not  yet  appro- 
■uA    priated.  (2)  75^  Federal  funding  available  for  Work-Study  programs. 
$35  million  annually  available  for  FY  69  and  FY  70.    $15  million  td 
go  directly  to  states  each  year. 

Contact:    State  Board  for  vocational  education 
o  or  Mr.  Leon  P.  Minear,  Director,  Division  of  Vocational  and 

g  Technical  Education,  Bureau  of  Adult,  Vocational  and 

Library  Programs,  Office  of  Education,  DHEW,  Washington, 
D.C.    20202    Tel.  202-962-if98l  ' 


■  E-63 

VOCATIONAL  EDUCATION    Training  programs  -  General        HEW  (OE) 

The  Vocational  Education  Act  of  1963  authorizes  vocational 
education  programs  for  persons  (1)  in  high  school,  (2)  out  of 

°°    highschool  and  available  for  full-time  study,  (3)  needing  training 

Q.*    or  retraining  and  not  receiving  it  under  MDTA  or  other  programs; 

:2    (4)  having  handicaps,  academic,  socioeconomic,  or  other,  prevent- 

^    ing  success  in  regular  programs. 

Eligible:    State  boards  for  vocational  education  who  in  turn 
reimburse  local  education  agencies  for  allowable  expenditures. 

Financial  data:    Allotments  to  states  based  on  relative  number  of 
various  population  groups.    1967  apprapriati on  for  these  training 
programs  plus  construction  and  ancillary  services  programs,  (See 
Card  E-  eiy^as  $198,225,000. 

CO 

Contact:    State  board  for  vocational  education  or  Mr.  Leon  P. 
Minear,  Dir.,  Division  of  Vocational  and  Technical  Education, 
Bureau  of  Adult,  Vocational,  and  Library  Programs,  Office  of 
Education,  DHEW,  Washington,  D.C.  20202 
Tel.  202-962-4981 
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VOCATIONAL  EDUCATION    Training  in  Health  Occupations  E-  64 

^  including  Practical  Nurse  Training   HEW  (OE) 

^  Title  II  of  the  George-Barden  Act,  (amended  by  Health  Amendments 
^  Act  of  1956,  and  Vocational  Education  Act  of  1963)  provides  for 
^  Federal  support  for  vocational  education  in  practical  nurse 
training  and  training  of  similar  nature  in  other  health  occupa- 
tions . 

Eligible:  State  boards  for  vocational  education  who,  in  turn, 
reimburse  local  education  agencies  for  allowable  expenditures. 
State  board  may  also  advance  funds. 

Financial  data:    Funds  alloted  to  States  computed  on  basis  of 
various  population  groups,  not  to  be  less  than  $10,000.  About 
$57  million  appropriated  for  1967  for  all  technical  vocational 
CO  training. 

^  Contact:    State  board  for  vocational  education  or  Mr.  Leon  P. 
o:  Minear,  Dir.,  Division  of  Vocational  and  Technical  Education, 
o  Bureau  of  Adult,  Vocational  and  Library  Programs  Office  of 
S  Education,  DHEW,  Washington,  D.C.  20202 
Tel.  202-962-4981 


E-65 
HEW(OE) 

EDUCATION    Community  Service  and  Continuing  Education 

Title  I,  Higher  Education  Act  of  1965,  authorizes  use  of 
resources  of  institutions  of  higher  education  to  assist  in 
solution  of  community  problems  such  as  housing,  poverty,  youth 
opportunities,  employment,  health,  etc.     May  be  research  or 
course  offering  at  college  level. 

Eligible:     States  having  approved  State  plans.     State  selects 
particular  institutions  to  participate. 

Funding:     $50,000,000  authorized- FY  '68;  $10,000,000  appropriated; 
50%  matching;  FY  '69- '71  funding  at  66  2/3%  Fed.,  33  1/3%  non-Fed.; 
FY  69,  $9.5  million  appropriated. 

Contact:     Paul  V.  Delker,  Director,  Div.  of  Adult  Educ. 

Programs,  Bureau  of  Adult,  Voc.  and  Lib.  Programs,  Office  of 
Education,  DHEW,  Washington,  D.  C.       20202        Tel.  202-963-7445 


OEO    P.  260 


HEW  P.  54 
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DEAF-BLIND  CHILDREN  Centers  for  comprehensive  E-66 

services  HEW(OE) 

To  care  for  the  many  deaf -blind  children  victims  of  rubella  epidemi 
of  1963-65,  centers  will-  be  established  and  operated  to  serve  the 
children  and  their  parents.  Public  Law  90-247  authorizes  grants  or 
contracts,  to  provide  diagnosis,  evaluation,  education,  and  consul- 
tation to  parents  and  teachers.  Centers  may  conduct  research  to  de 
velop  innovative  techniques  and  approaches,  and  may  train  personnel 

El igible:     Public  or  nonprofit  private  agencies,  organizations,  or 
institutions. 

Financial  data:     Grants  or  contracts  will  pay  all  or  part  of  cost 
of  establishing  and  operating  centers.  FY  ] 969  appropriation, 
$1  ,000,000. 

Contact :     Dr.  Frank  B.  Withrow,  Dir.,  Div.  of  Educational  Services, 
Bureau  of  Education  for  the  Handicapped,  Office  of  Education,  IHEW, 
Regional  Office  Building,  7th  and  D,  S .W.      Tel.  202-962-5022 
Washington,  D.C.  20201 


E-70 

HEW(PHS) 

COMPREHENSIVE  STATE  HEALTH  PLANNING  314(a)  P.L.  89-749 
Partnership  for  Health 

Grants  to  each  state  for  a  single  designated  agency,  with  a  State 
Health  Planning  Council,  to  develop  a  comprehensive  plan  for 
health  services,  manpower,  and  facilities.     Plan  to  be  revised 
annually,  with  annual  progress  report. 

Eligible:     Single  state  agency  designated  by  the  Governor. 
Financial  data:     Allotment  on  basis  of  population  and  per  capita 
income;  grant  may  be  used  over  two  fiscal  years.     $10  million 
authorized  for  FY  '69;   $15  million  for  FY  '70.     Regional  Health 
Director  has  authority  to  approve  State  Plan. 

Contact:     Regional  Office  (See  Card  x-2)  or  Harold  Herman,  Ph.D., 
Chief,  Health  Planning  Branch,  Div.  of  Comprehensive  Health 
Planning,  Community  Health  Service,  8120  Woodmont  Avenue, 
Bethesda,  Maryland     20014.     Tel.  301-495-6371 


HEW  P.  159 
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E-71 

HEW(.PHS) 

AREAWIDE  COMPREHENSIVE  HEALTH  PLANNING  314  (b)  P.L.  89-749 

Partnership  for  Health  grants  to  public  or  nonprofit  private  agen- 
cies or  organizations  within  States  who,  with  approval  of  single 
State  agency,  will  plan  on  an  area-wide  basis  for  health  needs. 

Eligible:  Any  public  or  nonprofit  private  agency  or  organization 
with  appropriate  representation  of  interests  of  local  government, 
with  approval  of  State  agency. 

Financial  data:     Funding  on  project-by-project  basis.     $10  million 
authorized  for  FY  '69;  $15  million  for  FY  '70.     Grant  not  to 
exceed  75%  of  cost  of  planning  project.     Deadlines,  Dec.  1,  Mar.  1, 
June  1,  Sept.  1. 

Contact:     Regional  Office  (See  Card  X-2)  or 

Harold  Herman,  Ph.D.,  Chief,  Health  Planning  Branch,    Div.  of 
Comprehensive  Health  Planning,    Community  Health  Service, 
8120  Woodmont  Avenue,  Bethesda,  Md.     20014.     Tel.  301-495-6371 


HEW  P.  158 


E-72 

HEW(PHS) 

PROJECT  GRANTS  FOR  TRAINING,   STUDIES,  AND  DEMONSTRATIONS 
(in  comprehensive  health  planning)  314  (c)  P.L.  89-749 

Grants  for  training,  studies,  and  demonstrations  designed  especial- 
ly to  prepare  persons  for  the  new  demands  of  health  planning. 
Trainee  stipends;   initiation  and  support  of  limited  number  academic 
centers  for  comprehensive  health  planning;  continuing  education 
courses;  development  of  techniques  for  planning. 

Eligible:     Public  or  nonprofit  private  agency,   institution,  or 
organization;  graduate  school  or  department  in  public  or  nonprofit 
private  institutions. 

Financial  data:     Funds  available  on  project  basis,     $5  million 
authorized  for  FY  '69;  $7,500,000  for  FY  '70,     Deadlines,  Jan.  15 
and  March  15. 

Contact:     Regional  Office  (See  Card  X-2)  or 

Harold  Herman,  Ph.D.,  Chief,  Health  Planning    Branch,    Div,  of 
Comprehensive  Health  Planning,    Community  Health  Service, 
S120  Woodmont  Avenue,  Bethesda,  Md.     20014       Tel.  301-495-6371 

HEW  P.  251 


38-767  O  -  70  -  7 
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E-73 

HEW  (PHS) 

GRAFTS  FOR  COMPREHENSIVE  PUBLIC  HEALTH  SERVICES 
^       314  (d)  P.L.  89-749,  Partnership  for  Health 

*^    Grants  to  State  Health  and  Mental  Health  Authorities  to  develop 
cC    and  carry  out  coordinated  health  programs  in  accordance  with  State 
pt    Health  Plan.     Funds  to  be  made  available  by  them  to  other  public 
S    or  nonprofit  private  agencies,  institutions,  and  organizations,  to 
secure  maximum  participation  in  provision  of  services.     To  supple- 
ment rather  than  supplant  non-Federal  funds.     Approved  State  Plan 
required  before  grant  may  be  made.     Focus  is  on  health  problems  of 
individuals  and  families.     Replaces  separate  categorical  formula 
grants  including  cancer,  dental,  heart,  TB,  etc. 

Eligible:     State  health  and  mental  health  authorities. 

Financial  data:    At  least  70%  of  grant  to  be  used  in  communities 
of  the  state  in  accordance  with  state  plan;  at  least  157o  to  be 
used  for  mental  health  services;  $90  million  authorized  for  FY  '69; 
$100  million  for  FY  '70.     Funds  allotted  on  basis  of  population  and 
need;  not  to  be  less  than  total  of  previous  formula  grants. 
Contact:     Regional  Office  (See  Card  X-2)  or  Dr.  John  W.  Cashman, 
Acting  Dir.,  Community  Health  Service,  HSMHA  PHS  DHEW, 
8120  Woodmont  Ave.  Bethesda,  Md.  20014        Tel.  301-495-6231 


E-74 

HEW (PHS) 

PROJECT  GRANTS  FOR  HEALTH  SERVICES  DEVELOPMENT  314  (e)  PL  89-749 

Grants  to  cover  part  of  the  costs  of  projects  designed  to  meet 
health  needs  of  a  special  nature  or  limited  geographic  scope,  or 
to  initiate  new  programs;  must  be  in  accordance  with  State  Plan 
(314  a). 

Eligible:  Any  public  or  nonprofit  private  agency,  institution  or 
organization. 

Financial  data:     Projects  may  be  for  up  to  5  years.     May  not 
include  construction.     Federal  participation  depends  upon  type  of 
project.     $95  million  authorized  for  FY  '69;  $80  million  for  • 
FY  '70. 

Contact:     Regional  Office  (See  Card  X-2)  or  Dr.  John  Cashman, 

Acting  Dir.,  Community  Health  Service,  HSMHA,  PHS,  DHEW, 

8120  Woodmont  Avenue,  Bethesda,  Maryland     20014    Tel.  301-495-6231 


HEW  P.  228 
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E-75 

REGIONAL  MEDICAL  PROGRAM  HEW(PHS) 

Through  regional  cooperative  arrangements  among  medical  schools, 
research  institutions,  and  hospitals  in  fields  of  heart  disease, 
cancer,   stroke,  and  related  diseases,  affords  medical  profession  and 
institutions  opportunity  of  making  latest  advances  in  diagnosis  and 
treatment  available  to  their  patients.     Construction  is  restricted 
to  renovation  and  alteration. 

Eligible:  Public  or  nonprofit  private  universities,  medical  schools 
research  institutions,  and  other  public  or  nonprofit  private  institu 
tions  and  agencies. 

Financial  data:     Planning  and  operational  grants  funded.     New  legis- 
lation in  1968  authorized  2-year  extension  of  program,  with 
$61,907,000  appropriated  for  FY  69;  $120  million  authorized  for 
FY  70. 

Contact:     Dr.  Stanley  W.  Olson,  Dir.,  Div.  of  Regional  Medical 
Programs,  HSMHA,  PHS,  DREW,  Bethesda,  Maryland  20014 
Tel.  301-656-1181. 


GEO    P.  343  HEW  P.  160 


E-76 

HEW(PHS) 

HOSPITAL  AND  MEDICAL  FACILITIES  CONSTRUCTION  (Hill -Bur ton) 

A  program  of  grants  and  loans  for  construction,  modernization  or 
replacement  of  diagnostic  or  treatment  centers,  hospitals  for 
chronically  ill,  rehabilitation  facilitiesj  nursing  homes,  hospi- 
tals, public  health  centers,  in  accordance  with  a  mandatory  state 
plan  revised  annually. 

Eligible:     States  are  awarded  appropriations  on  a  population-based 
formula,  weighted  for  financial  ability  and  need.     Private  non- 
profit organizations,  States  and  other  public  agencies  may  receive 
grants  or  loans. 

Financial  data:     Matching  rate  is  established  by  State  each  year, 
between  33-1/3  and  66-2/3  by  statutory  limits.     $180  million 
authorized  for  FY  '69. 

Contact:     State  agency  administering  Hill-Burton  program  or 
Mr.  Ted  L.  Bechtel,  Chief,  State  Plans  Branch,  Div.  of  Hospital 
and  Medical  Facilities,  Bureau  of  Health  Services,  HSMHA,  PHS, 
DREW,   7915  Eastern  Ave.,  Silver  Spring,  Md.  20910. 
Tel.     301-495-5557  OEO  P.  302  HEW  P.  200 
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E-77 

HEW(PHS) 

PROFESSI9NAL  NURSE  TRAINEESHIP  PROGRAM 

To  increase  the  number  of  graduate  nurses  prepared  as  administra- 
tors, supervisors,  nurse  specialists,  teachers,  the  Nurse  Training 
Act  of  1964  authorizes: 

1.  Long-term  Traineeship  Awards  for  advanced  full-time  study  in 
teaching,  administration,  supervision,  and  nursing  specialties; 

2.  Short-term  Traineeship  Awards  by  institutions  of  higher 
learning,  health  agencies,  other  public,  nonprofit  organizations, 
sponsoring  short,   intensive  courses  in  teaching,  administration, 
supervision,  and  nursing  specialties. 

Eligible:     Colleges  and  universities  approved  by  Div.  of  Nursing, 
health  agencies,  other  public,  nonprofit  organizations. 

Contact:    Miss  Jessie  M.  Scott,  Dir.,  Division  of  Nursing,  Bureau 
of  Health  Manpower,  Public  Health  Service,  DHEW,  Arlington,  Va., 
22203.     Tel.  703-557-6001 

Students:    Apply  directly  to  school  or  institution  providing 

training.     For  list  of  schools,  write  address  above. 

GEO  P.  333  HEW  P.  272 


E-78 

PROJECT  GRANTS  FOR  IMPROVEMENT  IN  NURSE  TRAINING  HEW(PHS) 
The  Nurse  Training  Act  of  1964,  as  extended  by  the  90th  Congress, 
provides  funds  to  schools  of  nursing  for  additional  costs  of  projects 
to  improve,  strengthen,  or  expand  programs  to  <each  nurses. 
Eligible:    All  public  or  nonprofit  private  schools  of  nursing 
(diploma,  baccalaureate,  higher  degree,  or  associate  degree  programs) 
if  the  nursing  program  is  accredited  or  has  reasonable  assurance  of 
becoming  accredited  by  the  time  the  project  is  completed. 
Financial  data:     $1,078,902  awarded  to  21  projects  in  Aug.  1968. 
Funds  are  provided  for  direct  costs  and  an  overhead  allowance  not  to 
exceed  8%  of  approved  direct  costs. 

Contact:     Miss  Jessie  M.  Scott,  Dir.,  Division  of  Nursing,  Bureau  of 
Health  Manpower,  NIH,  Public  Health  Service,  DHEW,  Arlington, 
Virginia      22203  Tel.  703-557-6001. 


OEO     P.  333 


HEW  P.  273 
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E-79 

HEW(PHS) 

PAYMENTS  TO  DIPLOMA  SCHOOLS  OF  NURSING 

To  reimburse  diploma  schools  of  nursing  for  portion  of  costs  of 
training  students  whose  enrollments  can  be  reasonably  attributed 
to  provisions  of  the  Nurse  Training  Act  of  1964. 

Eligible:    Diploma  schools  of  nursing  (public  or  nonprofit) 
accredited  by  the  National  League  for  Nursing. 

Financial  data:    Awards  are  based  on  enrollment  increase  or 
number  of  students  receiving  loans  or  the  sum  of  increase  and 
loans. 

Contact:     Miss  Jessie  M.  Scott,  Dir.,  Division  of  Nursing,  Bureau 
of  Health  Manpower,  NIH,  Public  Health  Service,  DHEW,  Arlington, 
Virginia      22203      Tel.  703-557-6001 


OEO  P.  333  HEW  P. .269 


NURSING  STUDENT  LOAN  PROGRAM  E-80 

HEW(PHS) 

Nurse  Training  Act  of  1964  established  loan  funds  in  schools  of  nur- 
sing to  enable  students  in  need  of  aid  to  finance  nursing  education 
through  long-term,  low-interest  loans. 

El  igible:     All  public  or  nonprofit  private  schools  of  nurs  ing(diploma , 
baccalaureate  or  higher,  and  associate  degree  programs,)  if  accredi- 
ted by  a  recognized  body  or  bodies  or  if  reasonable  expectations  of 
becoming  accredited. 

Financial  data:     Maximum  loan  per  academic  year  $1,500  at  37o.  Schools 
may  borrow  part  or  all  working  capital  from  a  Revolving  Fund. 
$16,910,000  available  for  FY'69. 

School  administers  loans  and  collects  payments.  Portion    may  be  can- 
celled if  borrower  is  employed  full  time  as  professional  nurse  in  a 
public  or  private  nonprofit  institution  or  agency,  107o  per  year  of 
employment,  up  to  50%  of  the  total  loan.  Entire  loan  cancelled  for 
employment  in  area  of  nurse  shortage. 

Contact :     (Schools)  Raymond  F.  Dixon,  Dir.,  Div.  of  Health  Manpower 
Educ.  Svcs.,  Bur.  of  Health  Manpower,  NIH,  PHS ,  DHEW,  800  N.  Quincy 
St..  Arlington,  Va.   22203    Tel.  703-557-6282 
(Students)  School  or  institution  providing  training. 


OEO  P.  333 


HEW  P.  271 
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E-81 

HEW(PHS) 

CONSTRUCTION  GRANTS  PROGR/VM  FOR  SCHOOLS  OF  NURSING 

The  Nurse  Training  Act  of  1964  authorizes  grants  to  construct  and 
equip  new  buildings  expanding  existing  schools;   to  replace,  reno- 
vate, and  equip  obsolete  facilities;  to  construct  new  schools 
reasonably  assured  of  becoming  accredited  upon  graduation  of  their 
first  classes. 

Eligible:     Public  or  nonprofit  private  schools  of  nursing  (diploma, 
baccalaureate  or  higher,  and  associate  degree  programs)  if  accredi- 
ted.    New  nursing  programs  must  have  received  reasonable  assurance 
of  accreditation. 

Financial  data:    Act  extended  for  2  years.     $25  million  appropria- 
ted in  FY  '67,     For  existing  schools,  as  much  as  66-2/37o  of  cost 
of  space  needed  for  20  additional  students  or  20%  increase  in 
enrollment,  whichever  is  greater.     For  replacing  or  renovating  for 
5  additional  students  or  5%  increase  in  enrollment,  50%  of  total 
costs.     For  new  schools,  as  much  as  66-2/3%  of  total  construction 
costs. 

Contact:     Jessie  M.  Scott,  Dir.,  Div.  of  Nursing,  Bureau  of  Health 
Manpower,  NIH,  PHS,  DHEW,  Arlington,  Va.     22203    Tel, 703-557-6001 
OEO  P.  333  HEW  P.  207 


E-82 

HEW(PHS) 

NURSING  EDUCATIONAL  OPPORTUNITY  GRANTS 

Program  makes  it  possible  for  many  schools  of  nursing  to  give 
financial  aid  to  students  accepted  for  admission  but  unable  to 
finance  education  without  aid. 

Eligible:  State  approved  and  accredited  schools  may  have  govern- 
ment supported  grants. 

Financial  data:     Grants  range  from  $200  to  $800  per  school  year 
depending  on  need.     Recipients  selected  by  schools. 

Contact:     Students,  -  nursing  school.     Schools,  -  Jessie  M.  Scott, 
Dir.,  Div,  of  Nursing,  Bureau  of  Health  Manpower,  NIH,  PHS,  DHEW, 
800  N.  Quincy  Street,  Arlington,  Va.,  22203,     Tel,  703-557-6001 


OEO  P.  333 


HEW  P.  270 
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E-83 

HEW(PHS) 

HEALTH  RESEARCH  FACILITIES  CONSTRUCTION 

Provides  matching  funds  to  nonprofit  institutions  to  construct 
facilities  for  health-related  research.     Particular  consideration 
given  to  (1)  research  facilities  contributing  to  most  urgent  need, 
(2)  broad  research  programs  and  potentials,  and  (3)  areas  having 
few  such  facilities.     (See  INFO-5) 

Eligible:    Universities  and  other  private  nonprofit  and  non- 
Federal  public  institutions  authorized  and  competent  to  engage  in 
such  research. 

Financial  data:     Not  to  exceed  50%  of  total  cost.     $80  million 
backlog  carried  over  to  FY  '69. 

Contact:      Mr.  David  Tilson,  Chief  ... 
Health  Research  Facilities  Branch,  Div.  of  Research  Facilities  and 
Resources,  National  Institutes  of  Health,  Bethesda,  Md.  20014 
Tel.  301-496-7811 


OEO  P.  298  «™ 


E-84 

HEALTH  PROFESSIONS  EDUCATIONAL  ASSISTANCE  PROG.  HEW(PHS) 

Title  VII,   Public  Health  Service  Act,  authorizes  construction  ol 
teaching  facilities  for  schools  of  medicine,  dentistry,  osteo- 
pathy, optometry,  pharmacy,  podiatry,  veterinary  medicine  and 
public  health.     New  schools,  expansion,  renovation  and  replace- 
ment of  existing  schools  including  equipment  authorized .  Schools 
must  be  accredited.     Portions  of  hospital  used  for  undergraduate 
medical  or  osteopathic  education  eligible  provided  construction 
will  increase  1st  year  enrollment,  or  prevent  curtailment  of 
enrollment  or  of  nuality  of  training  provided. 

Eligible:  A  Natl.  Advis,  Council  on  Education  for  Health  Prof, 
recommends  to  Secy,  HEW,  approval  and  priority.     Funding  depends 
upon  priority  and  availability  of  funds. 

Financial:     Funding  up  to  75%  of  eligible  teaching  cost  of 
facilities,   schools  of  public  health.  Other  disciplines,  new, 
up  to  66-2/3%.     Major  expansion,  up  to  66-2/3%  of  costs  attribu- 
ted to  replacement.     All  others,  up  to  50%  eligible  teaching  cost 

Contact:     Dr,  Frank  W.  McKee.  Dir..  Div,  of  Physician  Manpower, 
Bureau  of  Health  Manpower,  800  N.  Quincy  St.,  Arlington,  Va, 

Bethesda,  Maryland,  20014,  Tel.  301-495-6301. 


100 


FEDERAL  ROLE  IN  HEALTH 


HEALTH  PROFESSIONS  STUDENT  LOAN  PROGRAM  E-85 

HEW(PHS) 

To  increase  educational  opportunities  by  providing  long-term  low  in- 
terest loans,  student  loan  funds  are  authorized  to  be  established  in 
schools  of  medicine,  dentistry,  osteopathy,  optometry,  pharmacy, 
podiatry  and  veterinary  medicine.     To  be  administered  by  the  schools. 
El igible:  Accredited  public  and  nonprofit  private  schools  as  specified 
above. 

Financial  data:  Maximum  loan  for  an  academic  year  is  $2,500.  Interest 
rate  3%.  A  maximum  of  50%  may  be  canceled  at  the  rate  of  10%  for  each 
complete  year  of  practice  in  an  area  identified  as  having  a  shortage 
of  and  need  for  specific  professional  services.     Entire  loan  may  be 
canceled  for  practicing  in  a  shortage  area  identified  as  rural  area 
characterized  by  low  family  income.     $25,429,000  available  for  this 
program. 

Contact :  Students  -  contact  appropriate  official  of  participating 
school.  Schools  -  contact  Raymond  F,  Dixon,  Dir.,  Div.  of  Health 
Manpower  Educ.  Svcs . ,  Bur.  of  Health  Manpower,  800  N.  Quincy  St., 
Arlington,  Va . ,  22203,  Tel.  703-557-6  282;  or  Mr.  George  W.  W&rner  , 
Chief,  Student  Loan  and  Scholarships  Branch,  703-557-6291 

OEO  P.  296  HEW  P.  261 


E-86 

HEALTH  PROFESSIONS  EDUCATIONAL  IMPROVEMENT  GRANTS  HEW(PHS) 
for  schools  of  medicine,  dentistry,  osteopathy,  optometry 
and  podiatry.     (In  FY  70,  add  Pharmacy  and  veterinary  med.) 
Basic  and  special  improvement  grants  are  authorized  for  the  purpose 
of  increasing  quality  of  educational  programs  in  eligible  schools. 

Eligible:    Public  or  other  nonprofit  schools  of  medicine,  dentistry, 
osteopathy,  optometry,  or  podiatry,  accredited  by  the  appropriate 
accrediting  body  or  reasonably  assured  of  accreditation.    To  be 
eligible  for  a  special  improvement  grant,  a  school  must  have  an 
approved  application  for  a  basic  improvement  grant. 

Financial  data:     Basic  funds  awarded  on  basis  of  a  statutory  formula. 
Special  grants  awarded  competitively  on  a  project  basis.    Funds  may 
not  be  used  for  construction,  operation  of  teaching  hospitals, 
patient  care,  financial  assistance  to  students,  research,  research 
training.    $66  million  appropriated  in  FY  69. 

Contact:    John  R.  Westcott,  Chief,  Health  Manpower  Grants  Branch, 
Div.  of  Health  Manpower  Educational  S  rvices ,  Bur.  of  Health  Manpower 
NIH,  Public  Health  Service,  800  N.  Quincy  Street,  Arlington,  Va., 
22203,  Tel.  703-557-6273 


OEO  P.  296 


HEW  P. 256 
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E-87 

HE.W(PHS) 

HEALTH  PROFESSIONS  SCHOLARSHIP  GRANTS  (Schools  of  Medicine,  Osteo- 
pathy, Dentistry,  Optometry,  Podiatry  or  Pharmacy. 

Scholarship  grants  toassist  students  from  low-income  facilities  to 
pursue  a  course  of  study  in  medicine,  dentistry,  osteopathy,  opto- 
metry, podiatry,  pharmacy  and  vet.  med .     Awarded  annually  by  such 
schools  to  students  thereof. 

Eligible:  Public  or  other  non-profit  schools  accredited  by  a  recog- 
nized body  or  bodies  or  having  reasonable  assurance  of  accreditation. 

Financial  data:  No  m.atching  required.  $11,219,000  appropriated  for 
FY'69  for  this  program. 

Contact ;  Raymond  F.  Dixon,  Dir.,  Div.  of  Health  Manpower  Educational 

Services,  Bur.  of  Health  Manpower,  Public  Health  Service,  DHEW, 

800  N.  Quincy  Street,  Arlington,  Virginia  22203,       Tel.  703-557-6282. 


OEO  P.  296 


HEW  P.  279 


ALLIED  HEALTH  PROFESSIONS     Construction  Grants  E-88 

HEW ( PHS ) 

Construction  grants  authorized  for  teaching  facilities  for 
allied  health  professions  personnel.     "Construction"  includes 
(a)  new  buildings;    (b)  expansion  of  existing  buildings;    (c)  re- 
modeling, replacement,  renovation,  major  repair,  or  alteration 
of  existing  buildings;  and  (d)  acquisition  of  existing  buildings 
including  arthitect's  fee;  and  reasonable  cost  "of  initial  equip- 
ment for  buildings  related  to  (a),   (b),   (c),  or  (d). 
Eligible:     Training  centers  for  allied  health  professions  - 
public  or  nonprofit  jr.  college,  college  or  university)  and 
affiliated  hospitals. 

Financial  data:     Up  to  66-2/3%  of  construction  cost  for  new 
centers;  up  to  66-2/3%  of  expansion  costs;  up  to  50%  of  replace- 
ment costs.     All  other  projects,  up  to  50%  of  eligible  cost. 

Contact:     Dr.  Frank  W.  McKee,  Director,  Division  of  Physician 
Manpower,  Bureau  of  Health  Manpower,  NIH,  PHS,  DHEW,  800  North 
Quincy  Street,  Arlington,  Virginia,  22203,  Tel.  703-557-6454 
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ALLIED  HEALTH  PROFESSIONS  TRAINING 
Improvement  Grants 


E-89 

HEW(PHS) 


G»rants  to  assist  junior  colleges,  colleges,  or  universities  quali 
tying  as  allied  health  professions  training  centers  to  improve 
professional  or  technical  components  of  program. 

Eligible:     Accredited  junior  colleges,  colleges,  or  universities 
with  minimum  total  enrollment  of  20  students  in  proper  years  of 
designated  curriculums;  affiliated  with  a  teaching  hospital. 
Financial  data:     Grant  allotted  on  formula  basis,     $9,75  million 
appropriated  for  FY  69.    Apply  between  Sept.  1  and  Oct,  1,  Funds 
may  not  be  used  for  construction,  research,  research  training, 
student  assistance,  patient  care,  or  operation  of  hospitals. 

Contact:     Wm.  B.  Parsons,  Chief,  Program  Assistance  Branch,  Div, 
Allied  Health  Manpower,  Tel,  703-557-6441,  or  John  R.  Westcott, 
Chief,  Health  Manpwwer  Grants  Branch,  Div.  of  Health  Manpower 
Educational  Services,  Bureau  of  Health  Manpower,  800  N,  Quincy  St 
Arlington,  Va,,  22203,  Tel.  703-557-6273,  or  Marie  Van  Wyk,  Grants 
Management  Specialist,  703-4557-6262. 

OEO  PP.  242,  366  HEW  P.  242 


E-90 

HEW(PHS) 

ALLIED  HEALTH  PROFESSIONS    Advanced  Traineeship  Grants 

SugDijjt^to  allied  health  professions  personnel  preparing  to  teach 
in/health  field,  to  serve  in  administrative  or  supervisory  capaci 
ties,  or  provide  services  requiring  advanced  training. 

Eligible:     Accredited  public  or  nonprofit  junior  college,  college 
or  university  qualifying  as  a  training  center,  affiliated  with  a 
teaching  hospital  offering  appropriate  component  required. 

Financial  data:  $1.55  million  budgeted  for  FY  69.  Grants 
awarded  on  a  competitive  basis. 

Contact:     Wm.  B.  Parsons,  Chief  Program  Assistance  Branch,  Div.  of 

Allied  Health  Manpower,  Tel.   703-557-6441;  or  John  R,  Westcott, 

Chief,  Health  Manpower  Grants  Branch,  Div,  of  Health  t^anpower 

Educational  Services,   703-557-6273,  Bureau  of  Health  Manpower, 

PHS,  800  N.  Quincy  Street,  Arlington,  Va. ,  22203. 


OEO  P.  242 


HEW  P.  244 
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E-91 

HEW(PHS) 

ALLIED  HEALTH  PROFESSIONS     Developmental  Grants 

Grants  for  projects  to  develop,  demonstrate  or  evaluate  curriculums 
and  methods  for  the  training  of  health  technologists. 

Eligible:  Public  or  other  nonprofit  private  agencies,  institutions, 
and  organizations. 

Financial  data:     Grants  awarded- on  a  competitive  project  basis, 
$1.2  million  budgeted  for  FY  69,    March  1,  August  1,  and  November  1 
application  deadlines. 

Contact:     Wm.  B.  Parsons,  Chief,  Program  Assistance  Branch,  Div. 
of  Allied  Health  Manpower,  Tel.  703-557-6441,  or  John  R,  Westcott, 
Chief,  Health  Manpower  Grant's  Branch,  Div,  of  Health  Manpower 
Educ.  Svcs. ,  Tel.  703-557-6273,  Bureau  of  Health  Manpower,  PHS, 
800  N,  Quincy  St,,  Arlington,  Va. ,  22203 


OEO  P,  366  HEW  P,  241 


E-92 

PUBLIC  HEALTH  TRAINEESHIPS  HEWCPHS) 

Supports  graduate  or  specialized  training  in  pu'blic  health  for 
professionsl  health  personnel  who  have  completed  basic  professional 
education,  have  been  accepted  by  a  school  of  their  choice  for  graduate 
or  specialized  training  in  public  health,  and  plan  to  pursue  a  public 
health  career.    There  are  8  grant  mechanisms:     General  Purpose  Grants 
made  to  15  schools  pf  public  health;  Special  Purpose,  for  graduate 
public  health  training  in  designated  priority  areas;  Environmental 
Health,  graduate  training;  Public  Health  Nursing,  to  prepare  regis- 
tered nurses  for  staff  level  positions  in  public  health  agencies; 
Residencies  in  Preventive  Medicine  and  Dental  Public  Health;  Short- 
term  training  2^  days  to  20  days;  Apprenticeship  training  for  medical 
and  dental  students,  6  weeks  to  3  months,  all  of  which  are  awarded  to 
institutions  for  awarding  traineeships ;  and  Individual  awards  from 
Public  Health  Service  for  training  not  covered  elsewhere,  ^ 
Eligible:     Schools  offering  graduate  or  specialized  training  in 
public  health.     Individuals  apply  to  training  institutions.  ' 

inancial  data:     No  matching.    $8  million  budgeted  for  FY  69. 

Contact:  Wm.  B.  Parsons,  Chief,  Prog.  Assistance  Br.,  Div.  of  Allied 
Health  Manpower,  Tel,  703-557-6441,  or  John  R.  Westcott,  Chief,  HeaMi 
Manpower  Educ.  Svcs.,  Tel.  703-557-6273  (See  E-90  for  full  address) 
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E-93-a 
HEW(PHS) 

DENTAL  HEALTH    Research  Training 

Grants  are  awarded  to  institutions  to  train  dentists  and 
investigators  from  other  fields  such  as  social  and  behavioral 
sciences,  etc.,  to  conduct  independent  research  in  areas 
related  to  dental  health. 

Eligible:     Graduate  degree-granting  institutions  competent  to 
carry  out  research  training  programs;  program  director  sub- 
mitting application  is  responsible  for  conduct  of  training. 

Financial  data:     Grants  may  cover  direct  costs  (salaries, 
equipment,  supplies,  travel)  indirect  costs,  and  support  of 
trainees. 

Contact:  Chief,  Research  Grants 

Unit,  Division  of  Dental  Health,  Bureau  of  Health  Manpower, 
NIH,  PHS,  DHEW,  Woodmont  Building,  Bethesda,  Md.,  20014 
Tel.     301-495-6234;  or  Regional  Dental  Consultant  (See  Card  x-2) 


E-9  3-b 
HEW (PHS) 

DENTAL  HEALTH    Research  Fellowship  Grants 

Pre-doctoral ,  post-doctoral  and  special  research  fellowships 
are  available  for  training  students  for  research  in  dental 
health. 

Eligible:    Appropriate  qualifications  required  for  each 
fellowship. 

Financial  data:     Stipends  range  from  $2,400  up  to  $6,000  based 
on  level  of  experience. 

Contact:  Chief,  Research  Grants 

Unit,  Division  of  Dental  Health,  Bureau  of  Health  Manpower, 
NIH,  PHS,  DHEW,  Woodmont  Building,  Bethesda,  Md. ,  20014 
Tel.     301-495-6234;  or  Regional  Dental  Consultant  (See  Card  x-2) 
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RESEARCH  CAREER  DEVELOPMENT  AWARD 


E-93-C 
HEW(PHS) 


To  foster  the  development  of  young  scientists  with  outstanding 
research  potential  for  careers  of  independent  research  in  the 
sciences  related  to  health. 

Eligible:     Candidates  must  be  nominated  by  a  nonfederal  public  or 
private  nonprofit  institution  engaged  in  health-related  research  and 
located  in  U.S.  or  possessions.    Must  be  less  than  40  years  old,  and 
have  at  least  three  years  of  relevant  post-doctoral  experience. 

Financial  data:     Awards  are  made  to  institutions  on  behalf  of 
qualified  candidates.    Maximum  period  of  support,  8  years.  Awards 
made  for  5  years  with  possibility  of  renewal  up  to  3  additional  years. 

Contact:     Chief,  Research  Grants  Unit,  Division  of  Efental  Health 
Bureau  of  Health  Manpower,  NIH,  PHS,  DHEW,  Woodmont  Building, 
Bethesda,  Md. ,  20014    Tel.  301-495-6234;  or  Regional  Dental 
Consultant  (See  Card  x-2) 


Research  in  administration  and  delivery  of  dental  health  services 
for  the  total  community,  including  planning,  utilization,  preven- 
tion, rehabilitation,-  training  students,  auxiliaries.  Priorities: 
improvements  of  oral  hygiene  on  a  community  basis;  family,  geo- 
graphic, and  demographic  patterns  of  oral  disease,  etc. 

Eligible:     Universities,  colleges,  their  prof ess.ional  schools, 
State  and  local  health  and  health-related  agencies,  dental  care 
programs,  other  public  or   private  nonprofit  institutions  and 
individuals. 

Financial  data:     Grants  for  1  to  7  years.     Review  deadlines, 
Feb.  1,  June  1,  Oct.  1.     Exploratory  grants,  maximum  $20,000  per 
year,  available  for  developing  background  material  or  formulating 
research  designs  for  complex 'probl ems . 

Contact:  Chief  Research  Grants,  Div. 

of  Dental  Health,  Bureau  of  Health  Manpower,  NIH,  PHS,  DHEW, 
Woodmont  Building,  Bethesda,  Md.,  20014,  Tel.  301-495-6234;  or 
Regional  Dental  Consultant     (See  Card  No.  x-2) 


DENTAL  HEALTH    Research  Grants  Program 


E-94 
HEW  (PHS) 
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E-95 

MENTAL  HEALTH    Community  Resources  and  Services  HEW(NIMH) 

Tlie  National  Institute  of  Mental  Health  offers  eight  programs  of 
community  resources  and  services:     1,     Mental  Health  Centers 
Construction;     2.     Mental  Health  Centers  Staffing;     3.  Hospital 
Improvement  Projects;     4.     Professional  and  Technical  Assistance; 
5.    Applied  Research,  and    6.     Training  in  Community  Services; 
7.     Grants-in-Aid  to  States;     8.     Mental  Health  Program  Development 
Conferences.  9,  Hospital  Staff  Development  Grants,   (See  INFO-6) 

Eligible:     Various,  according  to  program. 

Financial  data:     $87,300,000  appropriated  for  FY  69  for  Community 

Mental  Health  resources. 
Contact:     State  mental  health  agency,  or  Mental  Health  Program  in 

DHEW  Regional  Offices  (Card  x-2)  or    Dr.  Alan  I.  Levenson,  Dir., 
Div.  of  Mental  Health  Service  Programs,  NIMH,  HSMHA,  PHS,  DHEW, 
5454  Wisconsin  Ave.,  Chevy  Chase,  Md.,  20203,     Tel.  301-657-0438. 


GEO     PP.  274,  323  HEW  PP.   194,  227 


MENTAL  HEALTH     Research  Grants  E-96 

HEW(NIMH) 

Four  kinds  of  research  grants  are  available  from  tha  various  divi- 
sions of  the  National   Institute  of  Mental  Health:   Research  Project 
Grants;   Program-Project  Grants;  Small  Grants,  and  Special  Grants. 
(See  INFO-6) 

Eligible:   Investigators  affiliated  with  universities,  colleges, 
hospitals,  academic  or  research  institutions,  and  other  nonprofit 
organizations.     Plans  should  be  discussed  with  appropriate  branch 
or  center  before  making  application. 

Financial  data: 

Contact:  Associate  Regional  Health  Director  for  Mental  Health,  DHEW 
Regional  Office  (See  Card  x-2)  or  Dr.  Louis  Wienckowski,  Director, 
Division  of  Extramural  Research  Programs,  NIMH,  HSMHA,  PHS,  DHEW, 
5454  Wisconsin  Avenue,  Chevy  Chase,  Md.'    20203      Tel.  301-496-0435 


OEO  PP.   324,  584 


HEW  P.  185 
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E-97 

MENTAL  HEALTH     Training  Grants  and  Awards  HEW(NIMH) 

Twelve  kinds  of  training  grants  and  awards  are  offered  by  the 
National  Institute  for  Mental  Health:     1.   Training  in  MH  Profes- 
sions; 2.  Continuing  Education;  3.  Experimental  and  Special 
Training  Projects;  4.  Training  in  Research;  5.  Research  Fellow- 
ships; 6.  MH  Research  Development  Program  Awards;   7.  Training  in 
Public  Health;  8.  Career  Teaching;  9.  Senior  Stipends;   10.  Hospi- 
tal Staff  Development;   11.  MH  Career  Development;   12.  Training  in 
Special  Problem  Areas.     (See  INFO-6) 
Eligible:     Schools,   institutions,  agencies 
Financial  data:     $100,762,000  budgeted  in  FY  68. 

Contact:    Associate  Regional  Health  Director  for  Mental  Health, 
DHEW  Regional  Office  (See  Card  x-2)  or  Dr.  George  Ham,  Director 
Div.  of  Manpower  and  Training,        National  Institute  of  Mental 
Health,  5454  Wisconsin  Ave.,  Chevy  Chase,  Md.  20203, 
Tel.     301-  496-0451 


GEO  P.  324 


DI^F     National  Technical  Institute  for  the  Deaf  E-98 

HEW 

Under  special  legislation,  P.L.  89-36,  the  Rochester  Institute  of 
Technology,  Rochester,  N.Y.,  by  agreement  with  Sec'y.,  HEW,  will 
develop  and  operate  this  Institute,  only  one  in  the  U.S.,  which  will 
offer  post-secondary  technical  and  scientific  education  to  deaf 
students.  Full  curriculum  program:  Preparatory,  diploma,  2-year 
Associate  in  Applied  Science  through  Master  of  Science  and  Master  in 
Fine  Arts;   special   counseling,   instruction,  and  facilities. 

El igible :   Deaf  students;  admission  requirements  determined  by  Ins- 
titute. Opening  date,  September  1968. 

Financial  data:   Facilities  cost  estimated  $17  million.  Admission 
fees  under  study  for  deaf  students  . 

Contact :  Dr.  Robert  Frisina,  National  Technical  Institute  for  the 
Deaf,  Rochester  Institute  of  Technology,  One  Lomb  Memorial  Drive, 
Rochester,  New  York  14623 


OEO  P.  331 
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MIGRANT  WORKERS     Health  Services 


E-99 

HEW(PHS) 


Grants  to  improve  health  conditions  and  provide  health  services  for 
domestic  agricultural  migratory  workers  and  families;  establishment 
and  operation  of  family  health  service  clinics,  and  provide  nec- 
essary hospital  care. 

Eligible:     Public  agencies,  state  and  local  health  departments,  or 
other  nonprofit  private  agencies,  institutions  or  organizations. 

Financial  data:     Legislation  was  extended  to  1970,  with  $9  million 
authorized  for  FY  '69  and  $15  million  for  FY  '70.     No  fixed  matching 
but  applicant  is  to  share  in  cost. 

Contact:     Regional  Office  of  DHEW,  (See  Card  x-2)  or  Miss  Helen  L. 
Johnston,  Chief,  Migrant  Health  Program,  Div.  of  Health  Care  Services 
Community  Health  Service,  HSMHA ,  PHS ,  EHEW,  800  North  Quincy  St., 
Arlington,  Va . ,  22203.     Tel.  703-557-6631. 


Program  provides  (1)  consultation  and  technical  assistance  (2) 
training  courses  for  professional  personnel,   (3)  field  investiga- 
tions on  request  from  state  and  local  governments,  and  (4) 
research  grants  for  investigating  hazards  and  diseases  of  the 
occupational  environment. 

Eligible:     Official  health  agencies,  industries  may  apply  for 
consultation,  training,  and  technical  assistance.  Universities, 
hospitals,  and  other  private  nonprofit  agencies  may  apply  for 
research  grants. 

Financial  data: 

Contact:     Mr.  Robert   E.   Novick,   Directcor,  Bureau  of  Community 
Environmental  Management,  Envi  ror.T.en  tal  Con  >  .  >1  Administration 
12720  Twinbrook  Parkway,   RockvillG,   Maryland  20852. 
Tel.  301-490-8845 


OEO  P.  301 


HEW  P.  234 


OCCUPATIONAL  HEALTH 


E-lOO 

HEW(CP&EHS) 


OEO  P.  334 
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GROUP  MEDICAL  PRACTICE      Services     (See  also  F-1 )  E- 101 

HEW(PHS ) 

The  Group  Practice  Activity,  Pnblic  Health  Service,  has  the  mission 
of  promoting  and  assisting  in  the  development  of  group  practice. 
The  Activity  strives  to  make  available  the  financial  and  technical 
support  necessary  to  develop  comprehensive  multi-specialty  group 
practice.  - 

Eligible:     Persons  or  groups  interested  in  starting  or  expanding  a 
group  practice. 

Financial  data:     No  funding  involved. 

Contact:     Milton  L.  Bankof f ,  M.D.,  Chief,  Group  Practice  Activity, 
or  Edward  M.   Eblinsky,  Associate  Chief,  Group  Practice  Activity, 
800  N.  Quincy  Street,  Arlington,  Virginia,  22203 
Tel.  703-557-6445 


GROUP  MEDICAL  PRACTICE  Aids  for  Financing  F-1 

CSee  also  ^-  lOl)  HUD(FHA)/HEW, 
A  program  of  mortgage  loan  insurance  to  assist  in  financing  cons- 
truction and  equipment  for  group  practice  facilities  authorized  by 
Congress  to  assure  availability  of  credit  on  reasonable  terms  for 
group  practice  of  medicine,  optometry,  or  dentistry,  particularly  in 
smaller  communities,  and  those  sponsored  by  cooperative  or  other  non- 
profit organizations.  Administered  by  the  Federal  Housing  Adminis- 
tration, H.U.D.,  with  technical  advice  and  assistance  provided  by 
EHEW.    Loans  may  be  used  to  build,  rehabilitate,  equip  and  furnish 
structures  for  group  practice. 

Eligible :  An  organization  which  both  owns  and  operates  the  facilities, 
or  an  organization  which  owns  the  building  and  makes  the  facilities 
available  to  a  professional  group  under  a  lease  or  contractual 
arrangement.  The  building  owner  must  be  a  nonprofit  entity.  The  pro- 
fessional group  may  be  profit  motivated. 

Financial  data:  Maximum  mortgage,  $5  million;  not  to  exceed  90%  of 
FHA's  estimate  of  completed  property  value  including  equipment. 
Maximum  interest  rate  6  3/4%.  Term  maximum  25  years. 
Contact:  Director  of  local  FHA  insuring  office.   (See  Card  x-6) 
Washing'ton  contact:  Anthony  D.  Grezzo,  Chief  —  Elderly,  Nursing 
Homes  and  Medical  Facilities  Branch,  H.U.D.,  Washington,  D.C.  20410 
Tel.  202-755-5837 
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ELDERLY  AND  F-2 
HANDICAPPED  Housing  Mortgage  Insurance  HUDyTHA 

To  help  meet  housing  needs  of  elderly  people  and  of  handicapped 
people,  the  National  Housing  Act  authorizes  the  Federal  Housing 
Administration  to  insure  mortgages  for  financing  rental  housing 
projects  designed  specifically  for  occupants  age  62  and  up,  or 
for  handicapped,  any  age.     Projects  may  be  new  or  rehabilitated, 
eight  or  more  dwelling  units. 

Eligible:     Either  non-profit  or  profit-motivated  sponsors. 
Private  individual,  corporation,  association,  or  trust. 

Financial  data;     FHA  insures  loans  made  by  approved  lending 
institutions.  Maximum  amount,  $12.5  million.  Maximum  interest 
rate  6  3/4%.  Term,  maximum  40  years.     Up  to  100%  cost  for  non- 
profit; up  to  90%  for  profit-motivated. 

Contact:     Local  Federal  Housing  Insuring  Office  (See  Card  X-6) 
or  Anthony  D.  Grezzo,  Chief  —  Elderly,  Nursing  Homes  and 
Medical  Facilities  Branch,  Dept.  of  Housing  and  Urban  Development, 
Rm.  6276,  KUDBldg.,  Washington,  D.C.  20410    Tel.  202-755-5837 


F-3 

AGED      Housing  Mortgage  Insurance  HUD/FHA 

To  help  meet  housing  needs  of  elderly  people  and  of  handicapped 
people,  the  National  Housing  Act  authorizes  the  Federal  Housing 
Administration  to  insure  mortgages  for  financing  rental  housing 
projects  designed  specifically  for  occupants  age  62  and  up,  or 
for  handicapped,  any  age.     Projects  may  be  new  or  rehabilitated  of 
eight  or  more  dwelling  units. 

Eligible:     Either  nonprofit  or  profit-motivated  sponsors.  Private 
individual,  corporation,  association,  or  trust. 

Financial  data:     FHA  insures  loans  made  by  approved  lending  institu- 
tions.   Maximum  amount,  $12,5  million.     Maximum  interest  rate 
6-3/47o.     Term,  maximum  40  years.     Up  to  100%  cost  for  nonprofit;  up 
to  90%  for  profit-motivated.     Approximately  $25  million  available 
for  FY  69. 

Contact:     Local  Federal  Housing  Insuring  Office  (See  Card  x-6) 
or    Anthony  D.  Grezzo,  Chief  —  Elderly,  Nursing  Homes  and  Medical 
Facilities  Branch,  Dept.  of  Housing  and  Urban  Development,  Rm,  6276, 
HUD  Bldg,,  Washington,  D,  C,     20410  Tel,  202-755-5950 
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PLANNING   Urban  Planning  Research  and  Demonstration  ^ 

rr-ants  and  technical  assistance  to  plan,  develop  and  carry  out 
r^rlhSsivl  Sograns  for  rebuilding  or  restoring  blighted  areas 
?S^h  coSdiSatId  use  of  all  available  Federal  programs  and 
B^i^e  ^d  loSIl  resources.    Plans  should  cover  housing,  oobs, 
Idicatio^  health,  social  services,  transportation,  crime  and 
recreation. 


TTinffible-    "City  demonstration  agency"  which  may  be  a  city, 
cii^tv    iointly  acting  municipalities,  or  local  public  agencies 
d^S4ted  by  local  government  to  administer  the  program.  Areas 
shoild  c^taL  serioSs  deficiencies  in  housing,  environment. 


-  f?^'$53:o5o  ^r$239,5So  basid  oJ.  population  and  need 

i  contact:  Regional  Office,  Department  of  Housing  and  Urban  De- 
g  velqpment  (See  Card  X-5; 


NEIGHBORHCXDD    CENTERS    Neighborhood  facilities  grant  fiu& 

Grants  for  planning,  land  purchase,  site  preparation,  con- 
struction of  new  buildings  or  rehabilitation  of  existing 
facilities ,  for  centers  which  can  house  a  wide  range  of 
community  services  &  activities  in  low  &  moderate  income 
neighborhoods,  including  housing,  recreation,  cultural  act- 
ivities, health,  civic  activities,  social  services  (counsel 
ing,  day-care  centers,  etc.,)  enploymentr,  training,  educat- 
ion, assistance  to  aged.     Must  not  eliminate  or  replace 
existing  services. 

Eligible:     Priority  to  facilities  part  of  a  Community 
Action  Program,  or  primarily  for  benefit  of  low-income 
families .     Local  public  bodies  or  agencies  enpowered  to 
operate  Neighborhood  Centers;  or  non-profit  groups  may 

^     contract  with  an  eligible  public  body  to  own  and/or  operate 

H     a  Center. 

Financial  data:     Grants  may  cover  2/3  of  development  coster 
^     75%  of  cost  in  redevelepment  areas.  $35  million  appropriated 
g     Contact:     Regional  Office  of  the  Department  of  Housing  and 
O  Urban  Development.     (Card  X-5)  or 

Richard  Ives,  Dir.,  Neighborhood  Programs  Division,  HUD, 

Washington,  D.  C.        Tel.  202-755-6740 
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WATER  &  SEWER   Grants  for  Basic  Facilities  F-6 

To  assist  and  encourage  the  communities  of  the  nation  to 
construct  adequate  basic  water  and  sewer  facilities  to  promote 
their  efficient  and  orderly  growth  and  development.  Project 
must  be  necessary  to  provide  adequate  facilities,  must  be 
designed  to  meet  growth  needs,  must  comply  with  comprehensive 
area  planning,  and  any  waste  material  carried  must  be  treated. 

Eligible:    Local  public  bodies  and  agencies. 

Financial  data:  $165  million  appropriated  for  FY  1969.  Backlog 
of  applications  totals  $552.5  million. 

Contact:    Nearest  Regional  Office,  HUD  (See  Card  Xj:5_) 


^  Washington  contact:  Leo  A.  Morris,  Director,  Division  of 
o  Community  Facilities 

o  202-755-6182 


F-7  HUD 

COLLgGE  HOUSING  LOANS  AND  DEBT  SERVICE  GRANTS  FOR  CONSTRUCTION 
Long-term,  low  interest  loans  and  debt  service  grants,  for  construc- 
tion of  housing  for  college  students  and  faculty;  service  facilities 
(dining  halls,  student  centers,  infirmaries  at  colleges);  housing  for 
student  nurses ,  interns ,  residents  at  hospitals. 

Eligible ;    Educational  institutions  (not  theological  seminaries)  with 
at  least  two-year  program  toward  bachelor's  degree;  certain  voca- 
tional and  technical  institutions;  special  college  housing  organiza- 
tions; hospitals  operating  a  school  of  nursing. 
Financial  data;  Loans  made  through  Government  purchase  of  bonds, 
publicly  offered  for  sale,  with  Government  purchasing  only  those 
issues  for  which  equal  or  better  bid  ia  not  received  from  private 
bidders .    Annual  grajits  to  reduce  the  cost  of  private  market 
borrowing.    Funds  frozen  at  present,  but  inquiries  concerning 
applications  are  invited. 

Contact ;    Appropriate  Regional  Office  of  HUD  (See  Card  X-5) 
Washington  Contact;    Mr.  J.  Trevor  Thomas,  Dir.  College  Housing 

Loans  Staff  -  202-755-6626 

Room  91U6  HUD  Building 

OEO  P. 388 
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HOSPITALS      Mortgage  Insurance  F-8 

HUD  (FHA) 

The  Housing  and  Urban  Development  Act  of  1968  added  a  new  Section 
242  to  the  National  Housing  Act,  to  provide  mortgage  insurance  for 
nonprofit  hospitals.    The  Federal  Housing  Administration  will 
administer  this  program  as  an  insurer  of  loans  made  by  private 
lenders.     Policies  and  procedures  will  be  developed  by  FHA  in  co- 
operation with  the  Dept.  of  Health,  Education  and  Welfare. 

Eligible:     Non-profit  hospitals 

Financial  data:     Not  yet  available 

Contact:  Director  of  local  FHA  insuring  office.  (See  Card  X-6) 

That  office  will  be  able  to  provide  up-to-date  information 
as  it  becomes  available. 

Washington  contact:  Anthony  D.  Grezzo,  Chief  —  Elderly,  Nursing 
Homes  and  Medical  Facilities  Branch,  Dept.  of  Housing  and  Urban 
Development,  Rm.  6276,  HUD  Bldg.,  Washington,  D.C.  20410 
Tel.  202-755-5837 


NURSING  HOMES    Mortgage  Insurance  F-9 

HUD  (FHA) 

To  help  provide  needed  nursing  homes,  adequate  for  safety  and  proper 
care  of  occupants,  the  Federal  Housing  Administration  insures 
mortgages  both  for  building  new  nursing  homes  and  rehabilitating 
existing  ones.     At  least  20  beds  necessary. 

Eligible :    A  corporation,  a  trust,  a  partnership,  or  an  individual 
may  be  proprietary  mortgager.    A  nonprofit  mortgager  may  be  a 
private  corporation  or  association,  organized  for  purposes  other 
than  making  profit  for  itself  or  persons  identified  with  it. 

Financial  data:    Maximum  mortgage,  $12.5  million  per  project;  highest 
insured  amount  is  90%  of  FHA  estiiaated  value  of  completed  project 
and  equipment.  Term,  no  more  than  20  years.  Maximum  permissible  in- 
terest rate:     6  3/4%. 

Contact :     Local  Federal  Housing  Administration  insuring  office 
(See  Card  X-6) 

Washington  contact :Anthony  D.  Grezzo,  Chief  —  Elder Iv,  Nursing 
Homes  and  Medical  Facilities  Branch,  EHUD,  Rm.  6276,  HUD  Building, 
Washington,  D.C.    20410      Tel.  202-755-5837 
GEO  P.  406 
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AGED  Low-Income  Housing  Demonstration  Grants  F-10 
HANDICAPPED  HUD 

To  provide  for  research  and  development  projects  related  to  new  or 
improved  means  of  providing  housing  for  low-income  persons  and 
families.  Contracts  are  awarded  on  the  basis  of  competitive  offers 
submitted  in  response  to  requests  for  proposals  released  by  the  De- 
partment .  Only  in  an  exceptional  case  is  an  unsolicited  proposal 
funded . 

El igible:     Public  and  private  organizations  or  agencies  including 
State  agencies  or  subdivisions,  local  housing  authorities,  urban  re- 
newal agencies,  welfare  agencies,  educational  institutions,  or  corpo- 
rations, private  educational  institutions,  professional,  welfare  or 
other  community  organizations.  Organizations  wishing  to  be  considered 
for  participation  should  submit  a  H.U.D.  Standard  Form  129  to  the 
Director,  Contracts  and  Agreements  Division,  of  this  Department. 
Financial  data:  May  provide  funds  for  staff  to  conduct  projects,  pre- 
pare studies  and  for  publication  of  a  final  report,     EXCEPT  UNDER 
SPECIAL  CIRCUMSTANCES,  GRANTS  DO  NOT  COVER  THE  HOUSING  USED  AS  A 
SETTING  FOR  THE  DEMONSTRATION. 

Contact ;  Low-Income  Housing  Demonstration  Program,  Office  of  Urban 
Technology  and  Research,  Department  of  Housing  and  Urban  Development 
451  7th  Street,  S.W.,     Washington,  D.C.     20410        Tel.  202-755-5610 


W4TER  POLLUTION:  Comprehensive  Basin  Planning  Grants  G-6a 

Interior 

To  provide  grant  assistance  to  eligible  planning  agencies  for  the 
preparation  of  water  quality  control  plans  for  river  basins. 

Eligible:  State  and  regional  planning  agencies  designated  by  a 
Governor  or  majority  of  Governors  if  more  than  one  State  is  in- 
volved . 

Financial  Data:  Funds  appropriated  annually.     Grants  may  be  made  for 
up  to  50%  of  planning  costs  and  for  a  period  not  to  exceed  three  years 
Appropriation  for  FY  1969  is  $1,250,000. 

Contact:  Federal  Water  Pollution  Control  Admin.,  Dept.  of  Interior, 
633  Indiana  Avenue,  N.W.,  Washington,  D.C.  20242 
After  Jan.   20:   19  21  Jefferson  Davis  Highway 

Arlington,  Va.  22202 
Joseph  Amaral,  Jr.,  Director,   Division  of  Planning  Grants 
202-963-3895 
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WATER  POLLUTION:     Water  Pollution  Control  Grants  to  States  G-6b 

and  Interstate  Agencies  Interior 

To  provide  grant  assistance  to  State  and  interstate  agencies  in  es- 
tablishing and  maintaining  adequate  measures  for  prevention  and  con- 
trol of  water  pollution. 

El igible :  State  and  interstate  water  pollution  control  agencies. 
Financial  data;  Funds  allotted  by  statutory  provision  on  basis  of 
population,  the  extent  of  water  pollution  problem  and  financial 
need.    $10,000,000  annually  is  authorized  through  Fiscal  Year  1971. 

Contact :     Federal  Water  Pollution  Control  Administration 

Department  of  the  Interior,  633  Indiana  Ave.,  N.W. 
Washington,  D.C.  20242 

After  Jan.  20:  1921  Jefferson  Davis  Highway 
Arlington,  Va .  22202 

Joseph  Amaral  Jr.,  Director,  Div.  of  Planning 

Grants 

202-963-3895 


MANPOWER   Physically  and  Mentally  Handicapped  Labor 
Employment  Service  H-1 

Direct  employment  counseling  services  and  assistance  to 
physically  and  mentally  handicapped  persons  seeking  work. 
Cooperating  with  community,  state  and  Federal  agencies. 

Eligible:    Physically  handicapped  and  mentally  restored  or 
mentally  retarded  persons,  legally  qualified  to  work,  may 
receive  counseling,  placement,  referral  to  appropriate  re- 
habilitation agencies  or  training. 

^    No  specific  funding 

00 

Contact:    State  employment  service  or  local  employment  office 
^    Washington  contact:    Myron  B.  Lodge, 

g  Services  to  Handicapped  Program 

^  U.S.  Employment  Service 

Constitution  Ave.  at  14th  Street,  N.  W. 
Washington,  D.  C.  Tel.  202-961-2693 
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MANPOWER   Smaller  Communities    Program  -  Rural  Areas  Labor 
■  H-2 

Mobile  teams  visit  rural  communities  remote  from  employment 
offices;  promote  economic  and  manpower  development  activities. 

Eligible:    Any  individual  or  community  group  concerned  with 
maintaining  or  expanding  employment  opportunities. 

No  funding  involved. 


Contact:    State  employment  service  agency 
or 

S  Office  of  Infortnation,  Bureau  of  Employment  Security 

^  U.S.  Department  of  Labor,  Washington,  D.C.  20210 

ciI  Tel.  202-393-2420 


MANPOWER     Experimental  and  Demonstration  Projects  Labor 
  H-3 

To  develop  new  or  improved  techniques  to  reach,  train,  or  make 
trainable  disadvantaged  workers,  unemployed  youth,  minority 
groups;  rural  workers,  mental  retardates,  physically  handicapped, 
unskilled  long  unemployed,  older  workers  with  limited  education; 
to  develop  new  approaches  to  management-labor  difficulties. 

Eligible:  Private  community  bodies,  organizations  of  the  dis- 
advantaged, universities,  research  organizations,  other  public 
and  private  agencies,  or  groups  of  agencies. 

Financial  Data: 


Contact:    Regional  Office,  Bureau  of  Work  Programs,  Dept.  of 
Labor    (See  Card  X^^) 
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MANPOWER    Youth  Opportunity  Centers 


Labor/USES/States 


Counseling,  guidance,  placement  for  youth  16-21  years  of  age. 
Referral  where  appropriate  to  Job  Corps,  Neighborhood  Youth 
Corps,  training. 

Administered  by  local  office  of  public  employment  service. 

Contact:    Local  employment  service  or 

RegionaJ.  Office,  Bureau  of  Work  Programs,  Dept. 
of  Labor      (See  Card  X-8) 


Coordinates  local,  State,  and  Federal  manpower  efforts  to  provide 
personalized  training  or  schooling  and  job  placement  to  the  most 
disadvantaged  in  target  areas.     Provides  recruitment,  counseling  and 
testing,  job  orientation,  educational  and  vocational  training  or  work 
experience,  job  development  and  placement,  and  post-placement  follow- 
up.    Also  provides,  where  necessary,  medical,  dental  care,  legal  and 
day-care  for  children  of  working  mothers,  transportation  to  and  from 
work  sites. 

Target  areas  selected  on  degree  of  unemployment  and  under-employment 
potential  for  improving  economic  circumstances  of  area  residents. 

Eligibility:  Individuals  served  must  be  residents  of  target  areas 
and  meet  GEO  poverty  criteria.  Administering  agencies  are  usually 
community  action  agencies  cooperating  with  State  Employment  Service. 

Financial  data:     $93.8  million  was  available  for  FY  1968.  $109 
million  will  be  available  for  FY  1969.     64  Cities  and  14  rural  areas 
have  received  grants. 

Contact:     Regional  Office,  Bureau  of  Work -Training  Programs, 
Department  of  Labor    or    local  Community  Action  Agency. 


H-5 


MANPOWER  -  Concentrated  Employment  Program 


Labor/OEO/DHEW 
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MANPOWER  SPECIAL  IMPACT  PROGRAM 

Grants  or  contracts  for  projects  designed  to  provide  employment 
opportiinities,  to  solve  critical  manpower  probleias;  assistance 
authorized  to  rural  areas,  especially  those  having  substantiatl 
out-migration  to  urban  areas,  because  of  rural  unemployment. 

Eligible ;    Public  and  private  organizations,  including  private 
profit-making  organizations. 

Financial  data;    In  I968  $11.5  million  was  allocated  to  Concen- 
trated Employment  Program.    Federal  contributions  vary  from  15 
to  50  percent  of  cost  of  projects.    Matching  may  be  in  cash  or 
in  kind. 

Contact ;    National  Office,  Bureau  of  Work  Programs,  Manpower 
Administration,  U.  S.  Department  of  Labor, 
Washington,  D.  C.  20210 


H-7 

MANPOWER     Operation  Mainstream  Labor 

To  provide  permanent  jobs  at  decent  wages  for  adults  over  22  years  of 
age,  in  rural  areas  and  small  towns,  concentrating  on  work  experience 
to  improve  communities:     to  decrease  air  and  water  pollution,  improve 
parks,  protect  wildlife,  rehabilitate  slum  housing  or  extend  educa- 
tion, health  and  social  services. 

Eligible  sponsors:     Only  public  or  private  nonprofit  organizations; 
must  give  reasonable  assurance  that  can  offer  future  full  employment 
of  enrollees. 

Financial  data:     During  FY  1968,  $34  million  was  available  for  this 
program.     Federal  funds  may  support  up  to  90%  of  cost  of  project. 
Matching  balance  may  be  in  cash  or  in  kind. 

Contact:     Regional  Office,  Bureau  of  Work -Training  Programs,  Dept. 
oL  Labor       (See  Card  X-8 ) 
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H-8 

MANPOWER      New  Careers  Program  Labor 
To  extract  from  professional  jobs  those  tasks  requiring  less  than 
professional  training,  and  establish  new  jobs  to  open  up  new  and 
more  responsible  jobs  for  unemployed,  and  result  in  easing  workload 
of  professionals,  making  them  more  effective  in  areas  of  shortages 
in  such  fields  as  health,  education  and  public  safety.  Individuals 
selected  for  the  New  Careers  must  be  at  least  22  years  of  age,  be 
unemployed,  or  from  family  having  income  below  poverty  line. 

Eligible  sponsors:     Community  Action  Agencies  are  preferred,  but  any 
group  (other  than  a  political  party)  meeting  certain  standards  may 
apply. 

Financial  data:     During  FY  1968,  $21  million  was  available  for  this 
program. 

Federal  funds  may  support  up  to  90%,  the  balance  being  matched  in 
cash  or  in  kind. 

Contact:     Regional  Office,  Bureau  of  Work -Training  Programs, 
Dept.  of  Labor     (See  Card  No.  X-8) 


H-9 

MANPOWER      Neighborhood  Youth  Corps  Labor 

To  make  it  possible  for  rural  and  urban  young  people  under  age  22  to 
remain  in  or  return  to  school;  to  gain  .useful  work  experience;  earn 
an  income;  develop  maximum  occupational  potential  through  training 
and  career-related  services:     (a)  in-school  (b)  surnner  projects,  and 
(c)  out-of -school  projects.     Health  occupations  in  Dictionary  of 
Occupational  Titles  may  be  included. 

Sponsors:     Projects  may  be  sponsored  by  State,  county,  and  local 
governmental  agencies;  local  community  action  agencies;  public 
institutions  such  as  schools  and  hospitals,  and  private,  nonprofit, 
organizations  which  are  not  political  or  exclusively  sectarian.  All 
health  care  institutions  registered  by  American  Hospital  Association, 
excepting  only  federal  installations. 

Financial  data:     Federal  funding  up  to  907o  of  cost  of  projects;  local 
sponsor's  share  may  be  in  cash  or  in  kind.     In  private  on-the-job 
training  projects,  employer  pays  trainee's  wages;  Federal  government 
pays  legitimate  training  costs. 

Current  information:     $197  million  was  allocated  to  NYC  for  fiscal 
year  1969. 

Contact:     Regional  Office,  Bureau  of  Work -Training  Programs,  Dept. 
of  Labor       (See  Card  X-8) 
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H-10 

MANPOWER   Manpower  Development  and  Training  Act  Labor/HEW(OE) 

To  train  and  retrain  unemployed  and  underemployed,  dealing  with 
problems  of  obsolete  skills,  jobless  youth,  need  for  basic  ed- 
ucation; to  reclaim  hard-core  unemployed;  to  focus  on  need  for 
trained  personnel  in  skill  shortage  categories,  funds  provided 
for  occupational  training  (institutional,  on-the-job,  basic  ed- 
ucation, spe  cial  programs  for  disadvantaged  ages  16-21;  workers 
45  or  more,  full  Federal  financing  in  specific  redevelopment  areas 
research,  experimental  and  demonstration  projects;  placement. 

Eligible:    Public  or  private  agencies,  community  organizations, 
governments,  trade  or  industrial  associations.  Labor  organizations 
Individual  employers  may  receive  contracts  for  training  programs. 

Financial  Data:    Training  institutions  are  paid  90%  of  training 
costs;  State  pays  10%.    Matching  may  be  in  kind  or  in  cash. 
Employers  or  other  sponsors  provide  training  facilities  and  pay 
trainee  wages  for  hours  spent  in  prodection  of  goods  and  services 
entering  inter-State  commerce. 

Contact:    Local  State  employment  service  or  Regional  Office. 
Bureau  of  Work  Training  Programs  (See  Card  X-«j 


H-11 

AGING     Manpower  Development  and  Training  Act  Labor/HEW(OE) 
To  train  and  retrain  unemployed  and  underemployed,  dealing  with 
problems  of  obsolete  skills,  jobless,  need  for  basic  education; 
to  reclaim  hard-core  unemployed;  to  focus  on  need  for  trained 
personnel  in  skill  shortage  categories.    Funds  provided  for 
occupational  training  (institutional,  on-the-job,  basic  education 
special  programs  for  disadvantaged  ages  l6-21;  workers       or  morej 
full  Federal  financing  in  specific  redevelopment  areas;  research, 
experimental  and  demonstration  projects;  placement. 

Eligible:     Public  or  private  agencies,  community  organizations, 
governments,  trade  or  industrial  associations,  labor  organizations. 
Individual  employers  may  receive  contracts  for  training  programs. 

Financial  data:    Training  institutions  are  paid  90^  of  training 
costs;  State  pays  lOj^.    Matching  may  be  in  kind  or  in  cash. 
Ecployers  or  other  sponsors  provide  training  facilities  and  pay 
trainee  wages  for  hoiars  spent  in  production  of  goods  and  services 
entering  inter-State  commerce. 

Contact:    Local  state  employment  service  or  Regional  Office, 
Bureau  of  Work  Training  Programs     (See  Card  X-8) 
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H-12 

NURSE  REFRESHER  COURSES  ''^^^ 
in  FY  1968,  $1  million  provided  nurse  refresher  training  for  2,695 
trainees  in  30  States  at  an  average  cost  per  trainee  of  $372> 

in  FY  1969,  development  and  support  of  this  type  of  program  was  in 
cludid  und;r  the  Cooperative  Area  Manpower  ^l^^-S/^  *^^o^f3 

See  Card  INFO-1 )  in  each  State.    A  national  goal  of  40,000  slots 
„!s  established  for  MDTA  training  in  health  occupations,  with  25% 
of eac^  Staters  trainees  with  skill  shortage  occupations  to  be  in 
hLtth  occupations.    Of  the  40,000  national  total.  10.000  were 
aUocated  to  refresher  training  for  professional  personnel, 

including  inactive  nurses. 


r„nt»rt •  Chairman  of  Regional  Manpower  Coordinating  Committees 
^srf-i0)"orM^    Orief  a  S^.-,  --^.^^^^^^^^^ 

Education,  DHEW,  Washington,  D.  C.  20202  iei. 


H-13 

MANPOWER      Work  Incentive  Program  (WIN)  Labor/HEW 

WIN  is  designed  to  accommodate  individuals  in  (1)  On- Job -Training  or 
immediate  job  placement;  (2)  Training,  or  (3)  Special  work  projects. 
Services  offered  include  orientation,  interviewing,  counseling,  test- 
ing, day-care,  work  experience,  training,  education,  placement, 
health  and  social  services.     Sponsoring  agency  is  State  Employment 
Service  or  local  manpower  agency,  determined  by  Bureau  of  Work 
Training  Program  Administrator. 

Eligibility:    Appropriate  individuals  in  households  receiving  AFDC, 
16  years  and  over,  not  attending  school  full-time,  are  referred  by 
welfare  caseworker. 

Financial  data:    Federal  financing  up  to  80%.    State  Welfare  Agency 
arranges  20%  matching  either  in  cash  or  in  kind.     Enrollees  may 
receive  incentive  payments  of  $30  a  month  while  in  training  or  assis- 
tance grant  plus  the  first  $30  and  1/3  of  remainder  of  wages.  Amount 
of  money  and  assistance  determined  by  priority  in  which  person  is 
placed.    Benefits  include  money  or  payment  for  child  care,  medical 
exams,  and  transportation. 

Contact:     Regional  Office,  Bureau  of  Work  Training  Programs, 
Manpower  Administration,  U.S.  Dept.  of  Labor      (See  Card  X-8) 
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I-l 

SCIENTIFIC  EDUCATION  AND  RESEARCH  -  National  Science 

Foundation 

Numerous  specialized  programs  are  designed  for  improvement 
of  pre-college,  college  and  university,  and  post-graduate 
study  and  research  training  in  science,  mathematics  and 
engineering.    Programs  are  designed  both  for  the  improve- 
ment of  science  courses  and  curricula  in  schools  and 
institutions  of  higher  education  and  improving  the  subject 
matter  competence  of  students  and  teachers  of  science  at 
all  levels. 

1)  Division  of  Pre-College  Education  in  Science 

2)  Division  of  Undergraduate  Education  in  Science 

3)  Division  of  Graduate  Education  in  Science 
or 

Office  of  the  Associate  Director  (Education) 
National  Science  Foundation 
1800  G  Street,  N.W.,  Rm.  620 
Washington,  D.C.  20550 
Tel.  202-3^3-796^4 


Contact: 


OEO  P.  550 


J-1 

CHILDREN  AUD  YOUTH         Upward  Bound  OEO 

A  national  pre-college  program  to  motivate  secondary  school  stud- 
ents handicapped    in  studies  by  economic,  cultural,  educational 
deficiencies.    Program  designed  in  two  phases:    6  to  8  week  in- 
tensive summer  program,  and  "follow-up"  phase  during  academic 
year.    The  full-time  summer  residential  program  offers  medical 
and  dental  care.    Small  weekly  stipend  available. 

Eligible:    Any  accredited  college,  university,  secondary  school 
with  residential  capacity,  or  a  Community  Action  Agency  with  one 
or  more  accredited  academic  institutions.    Students  referred  by 
teachers,  school  principals,  counselors,  welfare,  etc.  selection 
and  program  content. 

Financial  data:    Federal  assistance  not  to  exceed  80^  of  costs, 
except  in  communities  where  resources  are  exceptionally  limited. 

Contact:    Upward  Bound,  Office  of  Economic  Opportunity, 
Washington,  D.  C.  20506 

Mr.  Thomas  Billings,  Project  Manager  -  202-382-6025 

(Upward  Bound  Program  will  be  transferred  to  the  U.  S.  Department 
of  Health,  Education  and  Welfare,  Office  of  Education,  effective 
July  1,  1969) 
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J-2 

NUTRITION     Emergency  Food  and  Medical  Services  Program  OEO/HEW/ 

AGRIC . 

To  provide  the  hungry  and  malno-urished  with  food  and  medicaJL  atten- 
tion, three  departments  of  the  Federal  government  axe  joining 
forces.    Authorized  under  the  196?  amendments  to  the  Economic 
Opportunity  Act,  the  program  administered  locally  by  OEO  Community 
Action  Agencies  where  such  exist.     If  not,  welfare  departments 
handle  the  program. 

Eligible:    Those  with  limited  resources  placing  them  in  danger  of 
starva.cion  or  malnutrition;  or  child  coming  to  school  hungry;  or 
those  certified  by  local  CAA,  School,  health  or  service  agency  or 
doctor  to  be  eligible,  or  upon  self-certification  of  need  without 
"means"  tests. 

Financial  data;    Overall  funding  for  FY  I968  was  $10  million.  $5 
million  was  earmarked  for  256  counties  in  21  States.    $1  million 
additional  was  set  for  other  areas.    Program  does  not  permit  com- 
mitment of  funds  beyond  December  30,  I968. 

Contact:     OEO  Regional  Office      (See  Card  X-9) 

or  local  community  action  agency  or  local  welfare  department. 


J-3 

MIGEIANT  WORKERS    Assistance  for  Migrant  and  OEO 
Seasonal  Farm  Workers 

To  provide  Federal  assistance  to  establish  programs  meeting  special 
needs  of  migratory  and  seasonal  workers,  including  housing, 
sanitation,  health,  day-care  centers,  and  education. 

Eligible:  State  and  local  public  and  private  non-  profit  agencies 
or  organizations  concerned  with  problems  of  migrants. 

Financial  data: 

Contact:    Local  Community  Action  Program  where  appropriate  or 
Ruth  Graves,  Chief,  Migrant  Branch,  Special  Field 
Programs,  Community  Action  Program,  Office  of 
Economic  Opportunity,  Washington,  D.  C.  20506 
Tel.  202-382-5827 
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CHILDREN  AND  YOUTH       Head  Start  OEO 

Grants  to  establish  a    child  development  program  which  offers 
the  economically  and  socially  disadvantaged  pre-school  child 
improved  health,  opportunity  to  develop  confidence  and  ability 
to  relate  to  others,  help  with  verbal  and  conceptual  skills,  and 
relate  involvement  of  parents  in  program  so  benefits  may  extend 
into  home. 

Eligible:    Community  Action  Agencies  where  they  exist;  other 
local  organizations  may  be  delegate  agencies.    Where  no  CAA  ex- 
ists, public  bodies,  non-profit  organizations  or  institutions 
of  higher  education  may  apply. 

Financial  data:    Usually  Qofo  Federal  funding. 

Contact:    Local  Community  Action  Agency  or 

Dr.  Julius  B.  Richmond,  Assoc.  Director,  Head  Start, 
Community  Action  Prograin,  Office  of  Economic 
Opportunity,  Washington,  D.  C.        20506  202-382-61^+7 


J-5 

COMMUNITY  ACTION  PROGEIAMS  OEO 

Grants  for  program  development,  project  administration,  and 
technical  assistance  in  mobilizing  community  resources  to  combat 
problems  of  poverty  including  poor  health,  inadequate  education, 
unemployment,  and  dilapidated  housing.    Participation  of  poor 
encouraged  in  planning,  policy-making  and  operation.  Typical 
projects  include  Upward  Bound,  Head  Start,  Comprehensive  Health 
Center,  Foster  Grandparents,  Aid  to  Migrant  Workers,  etc. 

Eligible:     Private  non-profit  and  public  agencies.    Agencies  may 
represent  an  entire  community,  or  single-purpose  agencies  may 
qualify.    A  community  may  be  any  urban  or  rural  geographic  area, 
including  a  state,  metropolitan  area,  county,  city,  town,  neighor- 
hood. 

Financial  data:    QCffo  funding,  or  more  if  needed. 

Contact:    REGIONAL  Office  of  OEO  (See  Card  X-9)  or 

Dr.  Theodore  M.  Berry,  Director,  Community  Action 
Program,  Office  of  Economic  Opportunity 
Washington,  D.  C.         20506       Tel.  202-382-^+876 
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COMPREHENSIVE  HEALTH  CENTERS  OEO 
In  poverty  areas  where  health  services  are  seriously  lacking 
grants  provide  for  establishment  of  Comprehensive  Health  Centers 
offering  treatment,  preventive  health  services,  screeninq  and 
diagnostic  services,  home  care,  casefinding,  referral  services 
rehabilitation,  dental  care,  family  planning,  and  mental  health 
lllVf^^^A     r-^'  ^""^  appliances  offered,  personal  and  community 
health  education,  social  services,  other  health  and  follow-up 
services.    To  be  integrated  or  coordinated  with  existing  public- 
ly supported  health  services  in  area:  RMP,MCH,  M&I,  MH&MR,  VR. 

Eligible:    Public  and  private  non-profit  organizations  such  as 
medical  schools,  medical  societies,  hospitals,  clinics,  group 
Tenci^^  ^""^  '^^^^^'^  ^^^^^^  departments  may  be  operating 

^    Financial  data:    $90  million  budgeted  for  FY  1969. 

o    Contact:    Local  Community  Action  Agency  or 

o  Regional  Office  of  OEO    (See  Card  X-9)  or 

Heal?h"servfcf/'r*  ^^If' /^og'^m  0  e^a'ttms  Branch 
Health  Services,  Community  Action  Program,  OEO 
Washington,  D.  C.    20506    Tel.  202-382-3984 


K-l 

VETERANS      Health  Care  Programs  of  the  Veterans  Admin.  VA 

The  Veterans  Administration  offers  several  programs  of  assistance 
to  veterans  needing  health  care:     Hospitalization,  with  first 
priority  to  disabilities  or  diseases  incurred  or  aggravated  in 
military  service;  skilled  nursing  home  care  following  hospitaliza- 
tion or  for  domiciliary  residents;  domiciliary  care  for  disabled 
veterans;  nursing  home  care  in  veteran's  community;  assistance  to 
eligible  blind  veterans  for  rehabilitation;  prostheses  for  service- 
connected  disabilities. 

Eligible:    May  be  determined  in  individual  cases.     States  furnishing 
such  care  and  assistance  are  also  eligible  to  apply  for  financial 
assistance. 

Contact:    A  veterans*  service  organization  representative  or  a 
Veterans  Administration  Hospital  or  a  VA  Regional  Office  or: 
Mr.  Hugh  G.  Minton,  VA  Contact  Division,        Rm.  132, 
810  Vermont  Avenue,  N.  W.    Washington,  D.  C.  20420 
Tel.  202-DU-8-2931 


OEO    PP.     590,  596,  599,  601,  603,  606 


38-767  O  -  70  - 
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SUPPLEMENTAL  GRANTS-IN-AID  -  Appalachian  Regional  Development  Act  - 
Section  214 

Provides  supplementary  grants  to  bring  total  Federal  participation 
up  to  80  percent  of  total  project  cost  to  enable  Appalachian  commu- 
nities to  raise  their  share  of  matching  funds.    May  apply  to  all 
Federal  grant-in-aid  programs  in  existence  in  1965;  vocational  educa- 
tion schools,  hospitals,  educational  television  facilities.  Health- 
related  grant  applications  must  be  approved  by  appropriate  local 
regional  health  planning  council. 

Eligible:  Appalachian  communities  apply  to  State  member  of  Commissior. 
who  in  turn  submits  application  to  Appalachian  Regional  Commission. 

Contact:    State  member  of  Appalachian  Regional  Commission  or 
Richard  C.  Dynes,  Dir.,  Tech,  Assistance  Div. 
Appalachian  Regional  Commission 
1666  Connecticut  Avenue,  N,  W. 

Washington,  D.  C.     20235  Tel.     202-967-47  21 
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EXHIBIT  2 


INVENTORY  OF  HEALTH  MANPOWER  TRAIMIMG  PROGRAMS  IN  THE  DEPARTMENT  OF  HEALTH,'  EDUCATION,  AND  WELFARE  AND  OTHER  FEDERAL  AGENCIES 

iSee  P.  29  lor  exclusions  and  footnotesl 


Organizalion 
Legislation 


DEPARTMENT  OF 
Public  Health  Servic 
Environamental  Con 

Public  Health  Servic 


EALTH.  EDUCATION,  AND  WELFARE 
;,  Consumer  Protection  and  Environmental  Health  Service 
roi  Administration 

;  Act,  as  amended  P.L.  78-410,  42  USC  241 


Partnership  for  Health  Amendments  of  1967  (P.L.  90-174),  Section  314(e)  ol 
the  Public  Health  Service  Act:  Radiation  Control  lor  Health  and  Safety  Act  ol 
1968  (P.L.  90-fi02),  Section  356  (a)  (2)  and  (b)  (2)  of  the  Public  Health  Service 


Program 
Type  of  aid 


Level  of  education - 


Project  grants  to  schools  for  support 
ot  graduate  or  specialized  research 
training  in  environmental  health 
(water  supply,  injury  control, 
occupational  health,  community 
sanitation,  housing  hygiene)  to 
increase  manpower  supply.  Also, 
grants  to  students  thru  schools  for 
graduate  training  of  research  and 
teaching  personnel. 


Project  grants  to  30  schools,  244 
students  (biology,  chemistry, 
engineering,  food  science,  industrial 
hygiene,  medicine,  psychology, 
social  science,  urban  planning). 


Direct  grants  lo  doctoral  and  post- 
doctorai  students  for  specialized 
research  training  in  environmental 
health,  to  increase  national  com- 
petence in  the  field. 


Grants  to  12  students  (engineer! 
psychology,  social  science, 
toxicology,  urban  planning). 


Project  grants  to  schools  with  pro- 
grams at  the  junior  college  and 
graduate  level  of  1  academic  year 
or  more  offering  specialized 
courses  in  radiological  health  and 
public  health,  to  help  meet  current 
and  future  health  manpower  needs 
for  specialists  and  technicians. 
Also  grants  to  students  thru  schools. 


PD,  0,  M,  AA 

Project  grants  to  40  institutions,  411 
students,  all  in  health  occupations 
(including  administration,  biology, 
chemistry,  engineerig,  health 
education,  industrial  hygiene, 
medical  technology,  medicine, 
pharmacy,  physics,  public  health 
ladiological  health,  sanitary 
engineerin?,  veterinary  medicine). 


Ihort-term  training  for  persons  work- 
ing with  radiation  or  responsible 
for  radiation  control,  to  increpse 
their  competence  in  radiological 
health  practice  in  Federal,  State, 
local— public  and  private— agencies 
(in  U.S.  and  foreign  countries). 


1,932  persons  trained 

Occupation 
Administrator  


Dentist  

Engineer  

Health  PhysicisL 
Physician  


FY  68  funds  obligated 


All  lor  health  $2,069,000 


All  for  health  J73,GOO 


All  loi  health  $2,767,000 


All  lor  Health  $725,000 


Organization 

Legislation 
Program 
Type  of  aid 


Level  ot  education 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Public  Health  Service,  Consumer  Protection  and  Environmental  Health  Service 

:.nvrron,..enial  Control  Administration  Food  and  Drug  Administration 


National  Air  Pollution  Control  Administration 


Project  grants  to  schools  for 
support  of  graduate  or 
specialized  research  training 
for  professional  health 
personnel  in  solid  waste 
treatment,  disposal,  or 
managemenL  Also  grants  to 
students  thru  schools,  for 
training  of  research  and 
leaching  personnel. 


Institutions  or  individuais  Project  grants  to  10  schools, 
supported  FY  68.  49  students  (chemistry, 

engineering  urban  planning). 


Public  Health  Service  Act   Food,  Drug,  &  Cosmetic  Act,       Air  Quality  Act  of  1967  (P.L.  90-147),  Sec.  103(bX3X5). 


Short-term  training,  up  to  10 
days,  for  persons  concerned 
with  urban  and  industrial 
health  (solid  waste, 
environmental  sanitation, 
etc.),  in  Federal,  State, 
local-public  and  private- 
agencies,  through  workshops, 
seminars,  etc. 


Short-term  training  for  persons 
in  health  agencies  at 
Federal,  State,  and  local 
levels,  to  provide 
comprehensive  inspectional 
techniques  (medicated  feed 
mill  inspection,  food 
inspection,  etc.)  through 
seminars,  eta 


Administrator...   106  Food  and  Drug  inspector..  440 

Chemist   141 

Engineer   433 

Industrial  Hygienist   88  — 

Microbiologist   54 


Pollution  Training  Grants 


training  opportunities  for 
persons  interested  in 
careers  in  air  pollution 
control  and  related  fields. 


Occupation         Students  Occupation 

Biological  science   71  Biology  

Engineering..   69  Chemistry  

  ~  Engineering. 

Meteorology   '■■ 

Physical  science  

Social  science  

Teclinology  

Other  


17  Meteorology. 

19  Social  sciences  and 

30  administration... 
54 


FY  68  funds  obligated 


I  for  health  H43,307 


All  for  health  $584,900 


All  for  heaitli  »3,276,00O 


All  for  health  $468,000. 


Footnotes  at  end  of  table. 
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izalion  DEPARTMENT  OF  HEALTH,  EDUCATION.  AND  WELFARE 

Public  Health  Service 
Consumer  Protection  and 
Environmental  Health  Service  Health  Services  and  Mental  Health  Administration 

Community  Health  Service         Federal  Health  Programs  Service 


Public  Health  Service  Act,  as 
amended  by  P.L.  89  749, 
Section  314(c). 

Air  Pollution  In-House  Training  Training,  studies,  and  demon- 
Program,  strations  in  health  planning. 


Public  Health  Service  Act. 


n-house  training  (or  employees 
and  others  who  are  trained 
in  PHS  facilities. 


Short-term  training  (or  persons    General  support  o(  education       Training  provided  (or 


Federal,  State,  and  local 
agencies,  and  in  private 
organizations,  to  increase 
their  competence  in  specific 
areas  of  air  pollution 
prevention  and  control. 


and  training  in  graduate 
schools,  health  lacihiies, 
and  professional  societies  to 
meet  the  need  (or  compre- 
hensive health  planning 
Includes  consumer  training 
to  increase  their  knowledge 


physicians,  dentists,  nurses, 
and  allied  health  personnel 
(or  career  development. 


workers  (rom  governmental 
and  private  agencies,  and 
the  general  public. 

Training  for  health  profes-         Short-term  training  (or  prac- 


sionals.  health  workers,  and 
the  public  (or  health  needs 
resulting  Irom  emergencies 
and  disasters. 


ticing  health  protessionals 
to  strengthen  communicable 
disease  prevention  and  con- 
trol in  health  agencies  at 
the  Federal,  State,  and  local 
levels  in  the  U.S.,  and  in 
health  agencies  o(  (oreign 
countries. 


Level  of  education. 


FY  68  (unds  obligated. 


C,  all  levels. 

Occupations  Students 

Administrator   70 

Chemist     216 

Engineer.. _    481 

Health  Educator   6 

industrial  Hygienist   61 

Meteorologist    64 

Physicial  Scientist   0 

Sanitarian    171 

Statistician   13 

Technician    64 

Other   118 

1.264 

Five  orientation  courses  were 
presented  with  a  total 
enrollment  o(  148. 

All  for  health  $650,000. 


All  levels. 

Occupational  Area 

Dentistry   

Dietitics   

Hospital  Administration. 
Medical  Records  librariai 

Medicine.  

iing 


Students  Occupational  Area 

  52  Dentists  

12   Health  and  Medical 


11  paredness  

194  Medical  self  help 
2      general  public  . 


Pharmacy...               .     25  Physician  and 

Professional  Assistant         369  Nurse  (CBW 

Purser-pharmacist  Defense).  

mates   27  Physicians..   

  Professional  schools 

693  Staff  training..  


Students   12,434  persons  trained  at  242 
1. 350     courses;  included  were  3,013 
physicians,  2,471  vector 


88 
3.100 
1.450 
6.600 


All  for  health  $1,492,494. 


All  for  health  $2,959,004. 


All  (or  health  $562,839. 


Legislation 
Program 


-DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Public  Health  Service,  Health  Services  and  Mental  Health  Administration 

Indian  Health  Service  National  Center  for  Health  Statistics 


Public  Health  Service  Act 

Training  in  Public  Health  Serv- 
ice Indian  Health  Service 
facilities  and  other  institu- 
tions for  the  educational 
advancement  of  members  of 
Indian  groups,  PHS  Indian 
Health  Service  Personnel, 


and  ( 


n-service  training,  per  diem 
and  travel  allowance,  sala- 
ries, and  other  forms  of  aid 


Public  Health  Service  Act,  as  amended  P.L.  78-410,  42  U.S.C.  241.  Section  301 


Long-term  training  in  institu- 
tions of  higher  learning  and 
other  research  oriented 
institutions. 


Level  ol  education 


and  University  program) 


,  or  research 
foundations  in  countries 
where  statistics  are  insuffi- 
cient to  meet  needs;  pro- 
vides a  thorough  foundation 
in  birth-  and  death-regislra- 
lion  methods,  sample  survey! 
or  evaluation  of  (amily  plan- 
ning programs  in  the  NCHS 
and  the  University  o(  North 


C,  PB  with  graduate  credit 


Applied  Statistics  Training  Cause-of-Death  Coding  Work- 
Institute  (In-house  Program)      shops  and  comparability 

seminars  (In-house  Program) 


Training  in  practical  applica- 
tions of  registration,  manage- 
ment, and  statistical  meth- 
ods, primarily  for  adminis- 
trators, vital  records  person- 
nel, health  statisticians,  and 
allied  members  o(  public 
health  tear^is  in  Federal, 
Slate,  and  local  health  de- 
partments. 


ification  olthe  cause-ol-( 
according  to  the  In'ernational 
Classification  o(  Diseases; 
Adapted  tor  use  in  the  U  S. 
primarily  lor  employees  o( 
State  and  local  health  depart- 
ments, to  develop  or  improve 
competencies  o(  nosologists. 
medical  record  librarians,  or 
vital  statistics  clerks.  Funds 
for  student  travel  and  per 
diem. 


Occupational  Area      Students  42  individuals  supported. 

In-service  short- 
term  training   4,000 

Social  work  aide   4 

Practical  nurse   87 

Advanced  LPN   2 

Alaskan  community 

health  aide   66 

Medical  record  tech- 

cosTEP'.'.;.".!;".;;.'."  43 

Dental  internship   3 

Medical  residency...  25 
Other  protessional 

residencies   5 


AID  PASA  provided  a  budget  o(  The  (Irst  ASTI  course  was  pre- 


FY  68  (unds  obligated         All  for  health  $1,760,000 


4.245 


$49,862  lor  sala 
travel  ol  (he  training  un 
consultants.  Seven  statisti- 
cians supported  by  AID  par 
ticipated  in  the  program.. 


and 


sented  luly  1968,  or  in  FY 
1968.  At  that  time  58  stu- 
dents funded  by  employing 
agencies  were  enrolled.  In 
FY  1968  about  $1,300  was 
spent  lor  course  develop- 


All  lor  hea  th  $1,300 


100  students  from  35  states— 34 

students  funded  by  NCHS;  66 

students  funded  by  employing 
agency. 

Occupation  Students 

Clinical  sup::visors  .  3 
Clerks  (statistical) 

and  aides.   42 

Coders   4 

Nosologists.          ..  22 

State  registrars   7 

Statisticians  and 

analyst   9 

Vital  statistics  su- 
pervisors           .  13 


100 
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Level  of  education 


DEPARTMENT  OF  HEALTH,  EDUCATION.  AND  WELFARE 
Public  Health  Service,  Health  Services  and  Mental  Health  Administration 
National  Institute  of  Mental  Health  Regional  Medical  Programs 

Public  Health  Service  Act, 
Title  IX,  Sec.  900  as  author- 
ized by  DepL  of  Labor  and 
HEW  Appropriations  Act 
(P.L  90-557) 


Menial  Health  Training  Grants 
Program  lor  Institutional  and 
student  support  of  education 
and  training  of  physicians, 
psychologists,  nurses,  social 
worlters,  nursing  aides,  and 
other  types  of  mental  health 
workers. 


Grants  to  institutions,  including 
graduate  and  professional 
schools,  senior  colleges, 
junior  colleges,  hospitals, 
other  health  facilities  and 
health  agencies  to  help  meet 
the  nation's  need  for  pro- 
fessional personnel  in  the 
area  of  mental  health.  In- 
cludes grants  to  students 
tfini  institutions. 

C.  PD,  l&R,  D,  M,  B,  AA 

Number  of  institutions  sup- 
ported; 630;  9,614  trainee 
stipends 
Occupation 

Nurses  

Physicians  (D)   1.352 


Mental  Health  research  fellow- 
ship and  research  scientist 
development  programs  for 
institutional  and  student 
support  of  education  and 
training  of  psychologists, 
psychiatrists,  biological  and 
social  scientists,  and  other 
types  of  mental  health 
research  workers. 

Stipends  to  students  in  gradu- 
ate and  professional  schools 
to  help  meet  the  need  for 
professional  research  per- 
sonnel in  the  area  o(  mental 
health. 


,100  research  fellowships  and 
research  scientist  awards 
Occupation  Students 


Project  grants  to  institutions  t( 
improve  community  services 
by  providing  additional  trair 


Physic 


i(PD). 


Students   Biological  scientists. - 

..  1.377  Psychiatrists  

Psychologists..  


9,614 

Institutional  support: 

$49,433,000 
Student  support  J35,358,0C0 


Institutional  support: 

$2,704,079 
Student  support  $7,347,373 


FY  68  funds  obligated  All  for  health  $84,791,000  All  for  health  $10,051,452 


Regional  Medical  Progri 


Project  grants  lo  regional  med- 
ical programs  lor  continuing 
education  and  training,  to 
bring  to  patients  the  latest 
advances  of  heart  disease, 
cancer,  stroke,  and  related 
diseases. 


C,  V,  OJT  C,  PD,  D,  M,  V 

Grants  to  regional  medical  pro-    Grants  to  41  institutions, 
grams  supporting  152  Occupation  Students 

institutions  Electroencephalographic 

Occupation         Students      technician    4€ 

Nurse.    1,900  Neurological,  neuro- 

Physician   860     surgical  nurse   8 

Other  allied  health  Ophthalmic  assistant. 5 

personnel    188  Physician   14 

 Social  worker   14 

2,948  Speech  and  hearing 

pathologist.    119 

Other  trainees   1,071 

1,277 

All  (or  health  $9,000,Q00esf.        All  for  health  $1,313,171 


crease  utilization  of  proce- 
dures important  to  cancer 
controls. 


Grants  to  11  i 
physicians,  dentists,  tech- 
nologists, nurses,  and  oth 
health  workers,  trained. 


Legislatian 
Program 

Type  of  aid 
Level  of  education 


DEPARTMENT  OF  HEALTH,  EDUCATION.  AND  WELFARE 

Public  Health  Service.  Health  Services  and  Mental  Health  Administration 

Regional  Medical  Programs 

Public  Health  Service  Act,  Secfion  314<e>-P.L.  89-749  as  amended  by  P.L  90-174 

Cancer  Control  Training—  Cancer  Control  1 
Short  Term  Medical  Tech-  Cytotechnolog 
oologist  Training. 

Project  grants  to  institutions 
to  train  medical  technologists 
in  advances  in  laboratory 
procedures  and  techniques. 


Project  grants  to  institutions 
to  provide  training  in  appli- 
cation of  their  specialties  to 
clinical  oncology  for  grad- 
uates in  ottier  than  medicine. 


Project  grants  to  institutions 
to  train  cytotechnologists 
eligible  for  certification  by 
the  Registry  of  Medical 
Technologists,  ASCP. 


FY  68  funds  obligated  All  for  health  $195,804 


All  for  health  $234,991 


All  for  health  $1,396,104 


All  for  health  $996,538 


Project  grants  to  institutions  to 
provide  multi-specialty  and 
inter-disciplinary  summations 
of  status  of  research,  capa- 
bility, and  practice  in  phases 
of  clinical  oncology. 


Grants  to  5  i 
posia  and  conferences 
attended  by  approximately 
600  persons. 

All  for  health  $60,446. 


legislation 
Program 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Public  Health  Service,  Health  Services  and  Mental  Health  Administration 

Regional  Medical  Programs 

Public  Health  Service  Act.  Section  314(e)-P.L  89-749,  as  amended  by  P.L  90-174 


Level  of  education 
Institutions  or  individuals  sup- 
ported FY  68. 


FY  68  funds  obligated 


Project  grants  to  institutions  to  in 
crease  use  of  cancer  detection 
procedures  on  asymptomatic 
patients. 


Project  grants  to  institutions  for 
summer  training  of  medical  stu- 
dents, to  expose  them  to  high 
standards  of  oncologic  practice. 


students  framed. 


Project  grants  to  institutions  to  trail 
technologists  to  assist  radiation 
therapists,  and  to  test  curricula 
and  entrance  qualifications. 


Grants  to  4  institutions;  approxi- 
mately 34  radiation  therapy  tech- 
nologists trained. 


Project  grants  to  institutions  to 
strengthen  continiiing  education  in 
cancer  control  for  physicians  and 
others  associated  with  community 
general  hospitals. 


Grants  to  43  institutions;  number  of 
participants  in  hospital  clinical 
training  not  available. 


All  for  health  $122,  980   All  for  health  $9,112. 


All  for  health  $234,633  All  f 
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lizatron  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Public  Health  Service,  National  Institutes  ot  Health 
Bureau  ol  Health  Professions  Education  and  Manpower  Training 

Health  Professions  Educational  Assistance  Act  of  1963  (P.L.  88-129)  as  amended  through  FY  69  and  Health  Manpower  Act  of  1968  (P.L.  90  490). 


Legislation 
Program 


Level  ol  education 


Health  Professions  Educational  Im- 
provement Grants  (Basic  and 
Special)  in  medicine,  dentistry, 
osteopathy,  optometry  and  podiatcy 
pharmacy  and  veterinary  medicine 
in  FY  70 

Basic  grants  by  formula  to  schools 
with  enrollment  increases.  Special 
grants  by  project  to  improve  the 
quality  ot  education  in  the  health 
professions. 


Health  Professions  Educational  Facil- 
ities Grants  in  medicine,  dentistry, 
osteopathy,  optometry,  pharmacy, 
veterinary  medicine,  podiatry,  and 
public  health. 


Health  Professions  Scholarship  Grants  Health  Professions  student  loans  in 
in  medicine,  dentistry,  osteopathy,        medicine,  dentistry,  osteopathy, 
optometry,  pharmacy  and  podiatry;       optometry,  pharmacy,  podiatry,  an 
veterin?ry  medicine  in  FY  70.  veterinary  medicine. 


Scholarship  grants  to  students  of 
exceptional  hnsncial  need  through 
schools  ol  health  professions.  Up  to 
$2,500  per  12-month  period  for 
costs  reasonably  necessary  lor  full 
time  attendance. 


Basic  and  Speci 
Occupation 


Optometrist 
Osteopathic 
Physicians 
Physician  .. 


al  Giants. 

tions 
51 


Giants  to  assist  in  the  construction  or 

renovation  ol  teaching  lacilities. 
Eligible  Federal  share  is  as  follows: 

(a)  for  major  expansion,  up  to 

662.;':; ;  (b)  for  minor  expansion, 

up  to  50"; ;  and  (c)  for  a  school  of 

Public  Health,  up  lo  75";,. 

D,  M 

Const.  Grants  to  19  institutions.  Scholarships  to  8,825  students. 

Spaces      Spaces      Occupation  ' 

:redted  improved  Dentist  

201  100  Optometrist  

80  198  Osteopathic  Physician 

Pharmacist  ... 

12  106  Phvsician.   

60  229  Podiatrist.  

339  1,006 


.oans  to  students  in  financial 
who  need  such  financial  a 
to  pursue  a  course  ol  study  through 
schools  ol  health  professions.  Up 
to  $2,500  per  academic  year  for 
costs  reasonably  necessary  for  full 
time  attendance. 


ludents  Occupation 
15,169  Dentist... 

2,221  Optometrist.. 
Osteopathic 

1,876  Physician. 
35,535  Pharmacist.. 


Public  f 


55,821  Veterinarian 


100 


Loans  to  23,263  students. 
Students     Occupation  Students 

1,869   Dentist    5,944 

362   Optometrist     .    745 

316   Osteopathic  Physician.   977 

2.330   Pharmacist    .    2,105 

3,811    Physician  .    12,484 

137   Podiatrist     211 

 Veterinarian  . .  797 

8,825  

23, 263 


FY  68  funds  obligated 


All  for  health  $116,616,680 


All  for  health  $7,198,176 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Public  Health  Service.  National  Institutes  ol  Health 

Bureau  ol  Hea  th  Professions  Education  and  Manpower  Training 

Allied  Health  Professions  Personnel  Training  Ad  of  1966  (P.L.  98-751)  as  amended  by  Health  Manpower  Act  of  1968  (P  L.  90  490) 

Allied  Health  Professions  Educational  Development  Grants  for  Allied  Health  Allied  Health  Professions  Facilit  es  Allied  Health  Professions  Advanced 
Improvement  Grants  (Basic  and  Professions  Construction  Grants  Traineeship  Grants 

Special) 


Legislation 
Program 


Level  of  education 


Basic  grants  by  formula  to  schools  for 
improvement  ot  curriculums  for 
training  in  allied  health  professions. 
Spec  al  project  grants  not  yet 
awardeo,  since  lormula  grant 
entitlements  must  first  be  fulfilled 
at  1009;. 

B.  AA  (Internships  for  certain  allied 
allied  health  occupations) 


Proiect  grants  to  agencies,  institu- 
tions, and  organizations  to  develop, 
demonstrate,  and  evaluale  new 
methods  and  curriculums  for 
tra.ntng  health  technologists. 


Basic  Grants  to  230  instituti 
Occupation 

Dental  hygienist  

Dietitian  

Medical  record  librarian  

Medical  technologist  

Occupational  therapist  

Physical  therapist   

Radiologic  technologist  

Total  Baccalaureate. 

Dental  assistant   

Denlalhygienist   

Dental  lab.  technician  

Inhal. therapy  technician.. 
Medical  Lab. technician. . . 
IVIedical  record  technician.. 
Occupational  therapy  asst.. 

Ophthalmic  assistant  

X-ray  technician   


ins  Grants  to  16  institutions 
Students  Occupation 

835  Advanced  medical  technologist 

. .    1.607  Biomedical  photographer 

272  Child  health  associate 

. .   5.692  Diagnostic  microbiology  technician 

. .    1,780  Electroencephalography  technician 

..  2,409  Extracorporeal  circulation  specialist 

51  Health  adminislrator(B) 

  Health  care  administrator 

12.646  (mid-management) 

  Hospital  and  medical  systems 

478  engineer 

1,176  Nuclear  medical  technologist 

198  Occupational  therapist  (community) 

18  Orthopedic  assistant 

394  Physical  therapy  assistant 

82  Radiopharmacist 

30  Toxiologist(B) 


392 

Total  Associate  Degree.  3. 019 


Grants  to  assist  in  the  construction  or 
renovation  ol  Allied  Health  teachini 
facilities.  Eligible  Federal  share  is 
up  to  6654";  for  major  expansion 
projects  and  up  lo  50^;  for  minor 
expansion  projects. 


Grants  to  individuals  through  the  insli 
tution.to  support  training  ol  al  ied 
health' professions  personnel  to 
become  teachers,  supervisors, 
administrators,  or  specialists. 


Grant  to  1  institution 

Occupation 

Dietitian...   

Inhalation  therapist  

Medical  record  librarian. 

Medical  technologist  

Occupational  therapist.. 

Physical  therapist  

Radiologic  technologist- . 


Grants  to  257  students 

Spaces  Occupation  S 

created   Dental  assistant  

27  Denlalhygienist  

20  Dietitian..  

10  Inhalation  therapy  technician. . 

139   Medical  record  technician  

9   Medical  technologist  

106   Occupational  therapist...  

26  Occupational  therapy  assistant. 

 Optometric  technologist  

337   Physical  therapist  

X-ray  technologist  


FY  68  funds  obligated 


All  for  health  $9,750,000 


All  for  health  $799,507 


All  for  health  $1,791,920 


All  for  health  $1,203,648 


FootJiotes  at  end  of  table. 
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Organization 
Legislation 


Level  of  Education 


DEPARTMENT  OF  HEALTH.  EDUCATION,  AND  WELFARE 

Public  Health  Service.  National  institutes  of  Healtli 

Bureau  of  Health  Professions  Education  and  Manpower  Trail 


I  of  the  Allied  Health  Professions  Personnel  Training  Act  of  1966  (P.L. 


I  Health  Man- 


Payments  to  Diploma  Schools 
of  Nursing  (expires  FY  69); 
replaced  by  Institutional 
Grants  to  Schools  of  Nursing 
(HM  Act,  Title  II,  Part  B) 

Formula  grants  to  reimburse 
schools  for  partial  cost  of 
educating  students  whose 
enrollment  is  attributable  to 
the  Nurse  Training  Act. 


Formula  grants  to  382  diploma 
schools  with  an  enrollment 
ol  47,029  students. 


FY  68  funds  obligated.         All  lor  health,  $3,000,000. 


Project  Grants  for  Improve-  - 
ment  of  Nurse  Training 
(amended  by  HM  Act,  Title 
II.  Part  B) 


roject  grants  to  help  schools 
of  nursing  strengthen, 
improve,  and  expand  their 
educational  programs. 


M,  B,  0,  AA 

Proiect  grants  to  113  institu- 
tions: 

Level  Students 
Masters  and  bacca- 
laureate   11,190 

Associate  arts..-   595 

Diploma    5,065 

16,  850 

All  for  health,  $4,000,000. 


Construction  Grants  for  Schools    Nursing  Student  Loans 
of  Nursing  (amended  by  (amended  by  HM  Act,  1 

HM  Act,  Title  II,  Part  A)  II,  ParciC) 


Nursing  Education  Opportunity 
Grants  (expires  FY  69); 
replaced  by  Nursing  Scholar- 
ship Program. 


;  to  schools  for  conslruc-     Loans  up  to  $1,500  per  aca- 


I  of  teach 
facilities.  Matching  require 
ment:  Federal  share  up  to 
66?^%  'or  major 
and  new  schools  and  up  to 
50%  for  renovation. 


ion 


Construction  grants:  27  insti- 
tions;  1,235  spaces  created 
and  3.032  spaces  improved. 


I  schools  of  nursing. 
Up  to  100%  in  shortage 
hospitals  (aggregate  of  $6,000 
to  any  student  for  all  years). 
Up  to  50S^  forgiveness  of 
loan  for  full-time  service  in 
nursing. 

D,  M,  B,  0,  AA 

Loans  to  24,532  students. 


Irants  up  to  $1,500  per  12- 
month  period  for  students  of 
exceptional  financial  need 
who  require  such  financial 
assistance  to  pursue  the 
course  of  study. 


Grants  to  7,757  students. 


I  for  health,  $19,382,000.         All  for  health,  $16,389,885.         All  for  health,  $4,120,000. 


Organization 
Legislation 


Program 
Type  of  aid 


Level  ol  education 


FY  68  funds  obligated 


lureau  of  Health  Professions  Educati 

lurse  Training  Act  of  1964  (P.L. 

88-  581)  as  amended  by  Part  D  of 
the  Allied  Health  Professions  Per- 
sonnel Training  Act  of  1966  (P.L. 

89-  751)  and  by  Title  II  Health 
Manpower  Act  of  1968  (P.L.  90- 
490)  effective  FY70 


and  Manpower  Training 
Public  Health  Service  Ac 


Section  301  (c)  as  amended  (42  USC  241(c)  and  (d))  as  amended  (42  USC  241  (d)) 


All  for  lieallh  $10,000,000 


Fellowships  directly  to  individuals 
seeking  full-time  study  at  the  pre 
predoctoral  or  postdoctoral  level  t 
prepare  nurses  to  do  independent 
research,  to  collaborate  in  inter- 
disciplinary research,  and/or  to 
stimulate  and  guide  research  of 
importance  to  nursing, 

PD,  D 


All  for  Health  $520,000 


Faculty  Research  Development  Grant* 


Grants  usually  made  to  graduate 
schools  of  nursing  to  expand  doc- 
toral programs  in  university  depart- 
ments of  basic  science  and  to  pro- 
vide training  stipends  to  nurses  who 
are  studying  full  lime  towards 
doctoral  degrees  in  biological,  phy- 
sical, or  behavioral  science. 


Grants  to  7  institutions  and  65  I 
All  lor  health  $580,000 


iinees  Grants  to  9  institutions 
All  for  health  $388,210 


Organization 

Legislation 
Program 
Type  ol  aid 


Level  of  education 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Public  Health  Service,  National  Institutes  of  Health 

Bureau  of  Health  Professions  Education  and  Manpower  Training 

Public  Health  Service  Act  as  amended,  Section  422(1) 


Continuing  Dental  Education 


Dental  Auxiliary  Utilization  Program 


Project  grants  to  assist  schools  ol 
dentistry  and  other  public  and  non- 
profit institutions  to  establish,  ex- 
pand and  improve  organized 
programs  ol  continuing  education 
that  will  provide  the  widest  possible 
source  ol  courses  in  the  science  ol 
dentistry  in  as  many  decentralized 
locations  as  possible  in  order  to 
assure  availability  to  all  practicing 
dentists. 


Grants  to  5  institutions 


Project  grants  to  dental  schools  to 
assist  in  developing  a  lormal,  con^ 
linuing  program  ol  instruction  in 
methodology  of  team  dentistry. 
Intended  to  increase  dentist  pro- 
ductivity through  instruction  in 
utilization  of  dental  auxiliaries. 


Fellowships  through  graduate  schools, 
lor  predoctoral  research  relevant  to 
dental  public  health. 


ellowships  directly  to  individuals 
with  3  or  more  years  of  postdoctoral 
research,  in  institutions  with  appro- 
priate research  lacilities  and  staff. 
Fellowships  designated  to  provide 
advanced  or  specialized  training 
relevant  to  dental  health  research. 


PD 

5  fellowships  awarded 
Occupation 

Epidemiologist  

Health  Administrator  

Health  Systems  Analyst. 

Psychologist  

Sociologist   


FY  68  funds  obligated 


Footnotes  at  end  of  tables. 
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Organization 

Legislation 
Program 
Type  of  aid 


Level  ol  education 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Public  Health  Service,  National  Institutes  of  Health 
Bureau  of  Health  Professions  Education  and  Manpower  Training 
Public  Health  Service  Act,  Section  301(d)  as  amended  by  P  L  86-  798 


Biomedical  Sciences  Support  Grants 

Grants  provide  funds— complementary 
to  research  project  system— to  be 
used  flexibly  by  the  institutions  to 
advance  health  related  research  and 
research  training  programs  ol 
academic  mstitutions  (other  than 
health  professional  schools). 

PD,  D,  M 

Grants  to  102  academic  institutions 


1960 

General  Research  Support  Grants 

Grants  provide  continuing  funds  to 
advance  health  related  research 
and  research  trainmg  programs  of 
health  professional  schools,  hospi- 
tals, health  departments,  and  other 
non-academic  research  organiza- 
tions. 

PD,  D,  M 

Grants  to  311 


Public  Health  Service  Act,  Title  VII, 
Section  704 

Health  Sciences  Advancement  Awards    Health  Research  Facilities  Construc- 
tion Grants 


institutions 


Awards  assist  graduate,  academic 
institutions  engaged  in  biomedical 
research  and  research  training  to 
achieve  specified  goals  of  outstand- 
ing national  leadership. 


PD,  D,  M 
Grants  to  9 


Grants  to  universities  or  other  eligible 
institutions  for  construction  of 
facilities  for  research  and  research 
traning  in  sciences  related  to  health. 


PD,  D,  M 

Grants  to  41  i 


FY  67  awards  for  Biomedical  Sciences  Support  Grants,  General  Research  Support  Grants,  and  Health  Sciences  Advance- 
ment Awards— the  three  piogiams  combined  supported  3,457  trainees,  principally  during  the  summer  and  off-quarter 
periods. 

Students 

  48 

  Ill 


Occupation 

Anatomist  

Chemist  

Dentist  

Microbiologist  

Pathologist  

Pharmacologist  

Osteopathic  physici 
Physician  (Other). 

Physiologist  

Other  


FY  68  funds  obligated 


All  for  health  ^,500,000 


All  lor  health  {48,174,445 


426 


282 
3,457 

All  for  health  $4,000,000 


All  for  health  (39,500,000 


Level  of  education 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Public  Health  Service,  National  Institutes  of  Health 

Bureau  of  Health  Prolessions  Education  and  Manpower  Training 

Public  Health  Service  Act  (Sec.  309(c))  Public  Health  Service  Act  (Sec.  309(a))   Public  Health  Service  Act  (Sec.  306)  as 
as  amended  by  the  Partnership  for      as  amended  by  Health  Manpower      amended  by  Health  Manpower  Act 
Health  Amendments  of  1967  P.L.      Act  ol  1968  (P.L.  90-490)  lor  FY  70       of  1968  (P.L  90-490) 
90-174) 

Formula  Grants  to  Schools  of  Public  Project  Grants  f''r  Public  Health  Train-   Public  Health  Traineeships 
Health  ing 

Formula  grants  to  accredited  schools  ol   Project  grants  to  schools  of  dentistry,  Traineeships  to  support  graduate  or 
public  health  to  offset  a  portion  of  the      engineering,  medicine  osteopathy,      specialized  training  in  public  health 
differ<>nce  between  tuition  income      nursing,    and    public    health    to      for  professional  health  personnel, 
and  the  costs  ol  educating  Federally-      strengthen  or  expand  graduate  or      Grants  both  directly  to  individuals 
sponsored  students,  and  to  provide      specialized  public  health  training.         and  to  training  institutions  for  dis- 
tor  training  and  services  in  tields  of  tribjtion. 
public  health  and  in  administration 
of  State  and  local  public  health  pro- 
grams. 

C,  PD,  R,  D,  M  C,  0,  M,  B  C,  PD,  R,  D,  M,  PB,  B;  and  also  appren- 

ticeships in  public  health. 

Formula  grants  to  15  institutions  en-  Project  grants  to  91  institutions  which  Traineeships  to  1,509  long-term 
rolling  2,331  students.  Occupations     provide  training  in  environmental  trainees 

trained  include  dentists,  health  ad-  Health  and  environmental  health  en-  Long-term 
ministrators,     health     educators,      gineering,  preventive  medicine  and        Occupation  trainees 

nurses,  physicians,  sanitarians,  sta-      dentistry,  public  health  nursing,  and   Dentist   47 

tisticians,  and  others.  public  health.  Dental  hygienist    16 

Environmental  health  engineer  149 
Environmental  health,  other...  135 

Health  educator    132 

Hospital  &  MedicalcareAdm..  214 

Lab.  personnel.   24 

Nurse....    372 

■"lutrilionist..   60 

Physician    99 

Sanitarian.   19 

Statistician     18 

Veterinarian   6 

Other....   218 

Sub-total   1.509 

Physician-dentist: 

Apprenticeship   547 

Residency   60 

Misc.  Occup.-short  term   11,616 

Grand  Total   13,732 

All  for  health  (4,000,000  All  for  health  (4,498,950  All  lor  health  (7,821,000 


FY  68  funds  obligated 


Footnotes  at  end  of  tables. 
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Oreanization  DEPARTMENT  OF  HEALTH,  EDUCATION.  AND  WELFARE 

Public  Health  Service,  National  Institutes  ot  Health 
National  Library  of  Medicine 

legislation  Medical  Library  Assistance  Act  of  1965  (P.L.  89-291) 

Public  Health  Service  Act,  Title  III,       Public  Health  Service  Act,  Title  III,       Public  Health  Service  Act,  Title  III,       National  Library  of  Medicine,  Act  ol 
Section  394  Section  393  Section  394  1956  (P.L.  84-941)  Public,  Health 

Service  Act,  Title  III,  Section  371 

Program  Training  Grants  for  Biomedical  Medical  Library  Construction  Grants      Postdoctoral  Fellowships  in  Health        In-house  Classes  for  MEDLARS  (Medical 

Communications  specialists  Communications  Literature  Analysis  and  Retrieval 

System)  Analysts 

Type  ol  aid  Project  grants  to  academic  institutions   Construction  grants  to  health  science     Direct  grants  to  librarians  or  informa-    Training  course  for  NLM  librarians 

to  train  biomedical  communication        schools,  hospitals,  and  other  health       tion  specialists  for  postdoctoral  and  employees  of  NLM  grant  re- 

specialists  (including  medical  institutions  to  construct  or  renovate       fellowships  in  research  related  to         cipients  and  contractors  as  MEDLARS 

librarians).  Grants  may  be  for  pro-        medical  library  facilities.  Federal  health  communications.  analysts  (Medical  Literature  Analysis 

gram  support  and  student  stipends.       share  not  greater  than  TS^^  ol  the  and  Retrieval  System  Information 

necessary  construction  costs.  Specialists)— (our  month  duration. 

Level  of  education  C,  PD,  D,  M,  and  health  library    PD  C,  M 

internships 

Institutions  or  individuals  Grants  to  15  institutions  Grants  to  9  institutions  in  medicine       Grants  to  3  students  in  health  science    50  individuals  received  training 

supported  FY  68  and  optometry  history 

Occupation  Students 
Biomedical  communications 

specialist   12 

Biomedical  editor   3 

Medical  historian   8 

Medical  librarian   60 


FY68  funds  obligated 


DEPARTMENT  OF  HEALTH.  EDUCATION,  AND  WELFARE 
Public  Health  Service,  National  Institutes  of  Health 
National  Institute  of  Neurological         Division  of  Research  Grants 
Diseases  and  Stroke 


Leve:  of  Education 


FY  68  lunds  obligated 


Direct  Traineeships  including  Special 
Fellowships  and  Cerebrovascular 
Traineeships 

Direct  grants  to  students  in  research 
and  academic  medicine,  in  cerebro- 
vascular disease  area  in  graduate 
schools  and  hospitals. 


C,  PD 

Grants  to  202  students 


In  the  Predoctoral  Fellowship  Pro- 
gram, grants  for  students  through 
educational  Institutions,  whereas  in 
the  Postdoctoral  (excludes  Office  ot 
International  Research  Postdoctoral 
Fellowship  Programs  for  foreign 
students)  and  Special  Fellowsnip 
Programs  direct  grants  to  students 
in  schools,  hospitals,  and  other 
nonproFit  research  institutions. 
These  grants  promote  training  for 
research  in  health  and  health 
related  areas. 

C,  PD,  D,  M  (Not  first  professional) 

Awards  to  3,231  students 


irants  in  support  of  students  and  the 
training  institutions  (institutions  of 
higher  education,  hospitals,  research 
institutes,  and  health  agencies)  for 
training  (or  research,  teaching,  and 


l&R,  D,  M  (Not  first  professional) 

,,.97  i 
I  1967 


Grants  Associates  Progr; 


One  year  in-house  training  in  health 
science  administration  of  extramui; 
programs  of  the  NIH.  Consisting  of 
a  formal  series  of  seminars  on 
public  administration  and  manage- 
ment of  Federal  programs  and  a 
series  ot  informal  on-the-job  assign 
ments  to  components  of  the  NIH, 
PHS,  and  other  various  Federal 
agencies. 


C,(PD) 

10  individuals 


Occupation 


Students        Field  of  Training 


Students  Occupation 


Students 


Neurologist-.   38  Anatomy.   96  Anatomist...   492 

Neurosurgeon   7   Biochemistry   454  Biomedical  engineer    314 

Ophthalmologist   31   Biomedical  engineering   79  Chemist    1,473 

Otolaryngologist   6   Biophysics    180  Dentist  ......  342 

Pathologist   22   Cell  Biology   208  Genetecist....   556 


Pediatrician.. 
Physiologist.. 
Radiologist. 
Other  


All  for  health,  $2,303,000 


Chemistry   546  Math./Stat_  

4  Genetics     152   Microbiologist..   1,037 

17   Microbiology   309   Pharmacologist    578 

32   Pharmacology....   81    Physician....   5,484 

—   Physiology    320   Physicist    491 

202  Social  sciences...   95   Physiologist    809 

Other   711   Psychologist...   392 

  Other   2,698 

3, 231   

14, 997 


All  for  health,  J22,812,707 


All  for  health,  $134,951,000 


All  for  health,  $230,000 


Footnotes  at  end  of  tables. 
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Legislation 
Program 


Division  ol  Research  Grants 


Staff  Fellowship  Program 


Two  year  awards  (may  be  renewed 
twice  for  one  additional  year)  to 
individuals  for  in-house  research 
training  in  intramural  labs  ol  the 
NIH.  Objeclivp  is  to  strengthen 
research  in  the  biomedical  sciences 


National  Institute  of  Allergy  and 
Infectious  Diseases  (formerly 
OD/OIR) 


lirect  appointments  of  individuals  and 
Commissioned  Officers  in  U.S.  Pub- 
lic Health  Service  lor  overseas 
research  training  in  specified 
health  fields. 


Fogarly  International  Center 


The  visiting  program  of  the  NIH 
Visiting  Fellows. 
Visiting  Associates. 
Visiting  Scientists. 

Awards  to  individuals  (primarily 
ioreign)  invited  to  receive  research 
training  and  experience  in  the 
intramural  laboratories  ol  the  NIH. 


Awards  direct  and  thru  institutions,  to 
promote  advanced  training  ol  foreign 
biomedical  scientists  in  the  U  S. 
These  awards  are  made  to  schools, 
hospitals,  health  facilities  adn  U  S. 
Government  laboratories  provide 
research  training  lor  careers  in 
medical  research. 


Level  oi  education 


63  individuals. 


C,(PD) 

8  physicians. 


Awards  to  162  i 
96  new  appointments  and  66 
extensions. 


PD 

Awards  to  164  individuals 
Occupations 

Chemist  

Geneticist  

Immunologist  

Microbiologist   

Pharmacologist   .. 

Physician,  

Physicist. .  -   

Physiologist     

Veterinarian.  

Zoologist    . 

Other   .  . 


FY  68  funds  obligated 


All  lor  health  J640,000 


All  for  health  (165,000 


All  for  health  Jl. 554,000 


All  for  health  $1,380,000 


Bureau  of  Adult,  Vocational,  and  Library  Programs 


Vocational  Education  Act  ol  1%3,  P.L.  88-210;  as  amended  i 


Program 
Type  ol  aid 


Level  ol  education 


FY  68  funds  obligated 


Vocational  Education  Facilities  Grants 


Project  grants  to  institutions  to  pro-  Formula  grants  to  Slate  Boards  of 

vide  vocational  education  facilities  Education  for  use  in  developing, 

in  Appalachia  (13  States)  where  maintaining,  extending,  and  im- 

such  education  is  unavailable  or  proving  vocational  and  technical 

inadequate.  Construction  grants  lor  education  programs.  Federal  lunds 

educational  facilities  with  Federal  must  be  matched  by  at  least  50% 
share  up  to  SCX^  ol  cost  Grants  by 
Appalachian  Regional  Commission 
(Non-Federal)  thru  OE  to  applicants 
in  SUtes. 

AA  V,  HS,  0  C,  AA,  V,  HS,  OJT,  B,  M,  D.  for 
educational  personnel 

92  grants:  data  not  available  on  num-    Formula  grants  to  each  State  and 
ber  of  institutions  and  spaces  territory:  18,447  schools  received 

created  or  improved.  (In  3  years  aid,  of  which  1,115  conducted  health 

ending 6/30/68, 161  neworexpanded       occupations  training  for  143,550 
vocational  education  facilities  were  students 
built,  accommodating  98,000  more      FY68  estimates: 
students.)  Occupation  Students 

Dental  assistant.   8,500 

Dental  hygienist    2,000 

Dental  lab.  technician   2, 500 

Medical  lab.  assistant   6,  500 

Medical  office  assistant   5,  500 

Nurse.    12.000 

Nurse's  aide    35,200 

Practical  nurse    62.000 

Other   9.350 

143,550 

Total  J13,657.(K6  Health  not  available  Total  J255,377,000  (VEA)  Health 
J10,383,000  (Fed.  share) 


1  gr 

minimum  ol  5  occupational  fields 
in  vocational  education.  Grants  may 
be  used  for  basic,  specialized,  or 
library  facilities,  either  space  altera- 
tion or  new  space.  Matching  require 
ment:  Federal  share  up  to  50^^  of 
cost 


C.  AA,  V,  HS,  OJT.  0 


371  projects  funded 


Formula  grants  to  Stales:  project  grants 
to  colleges  and  universities,  to  train 
speech  pathologists/audiologists  in 
senior  colleges,  graduate  schools,  and 
Depts  oi  Education.  Also,  grants  to 
students  Ihri 


1,727  speech  pathologisb/audiologlst 
trained 

Level  Number 

Doctor's   34 

Master's.  506 

Baccalaureate   59 

Other   1.128 

1,727 


Footnotes  at  end  of  tables. 
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Organization 
Legislation 


Department  of  Health,  Education,  and  Welfare 
Office  of  Education— Continued 
Bureau  of  Higher  Education 

Higher  Education  Act  of  1965.  P  L.  89-329,  Title  IV;  Hcghei  Education  / 


Educational  Opportunity  Grants 


College  Work-Study  Prograir 


'art  B  (under  HEA  ol  1968,  combined 
with  guaranteed  Student  Loan 
Program— Higher  Education) 


Level  ol  education 
Institutions  or  individuals 
supported  FY  68. 


FY  68  funds  obligated 


Grants  to  students  with  exceptional 
financial  need  thru  institutions,  to 
meet  any  legitimate  expenses  of 
higher  education  in  any  course  of 
study. 


B.  AA,  V 

Grant  support  of  292,600  students  in 
FY  69:  health  occupations  data  not 
available. 


Grants  to  students  with  financial  need.  Student  loan  insurance  progr; 


Total  $125,608,000  Health  i 


through  reimbursement  of  educa- 
tional institituons  for  part-time 
employment  of  such  students,  at  th 
educational  institution  or  elsewheri 


established  at  qualified  lending 
institutions  such  as  banks,  insur- 
ance companies,  credit  unions,  and 
in  some  cases  States,  with  interest 
up  to  19c  paid  by  Feiferal  govern- 
ment. After  education  completed, 
student  repays  lender. 

C,  PD,  D,  M,  B,  AA,  V  D,  M,  B 

310,000  total  students  of  whom  5,332     All  occupations— 488,105  students  in 
worked  in  health  occupations  or  at        3,287  educational  institutions; 
health  facilities.  health  occupations  data  not 

available. 

Total  $133,750,000  Health  $2,600,000.     Non-Federal  loan  commitments- 

5412,320,601;  Federal  expendituies 
for  interest— $20,471,848  Health 
not  available. 


V,  AA,  Other 

All  occupations— 27,302  students  in 
2.334  vocational  and  technical 
schools;  health  occupations  data 


Non-Federal  loan  commitments  — 
$23,528,120;  Federal  expenditures 
for  interest— $517,689  Health  not 
available. 


Bureau  of  Higher  Education 


Bureau  of  Research 


Higher  Education  Act  of  1965,  P.L 
89-329,  Title  IV;  Higher  Education 
Amendments  of  1968,  P.L  90-575, 
Title  i 

National  Defense  Education  Act  of 
1958  (P.L  85-864,  Title  II,  as 
amended  by  Part  F  of  HEA  Title  IV, 


Type  ot  aid 


oan  funds  established  at  institutions 
of  higher  education,  and  at  approved 
vocational  or  technical  institutions 
offering  programs  of  at  least  one 
year  duration.  Needy  students  may 
borrow  for  long  term  at  low  interest 
Federal  share  to  institutions  up  to 
90^f.  Forgiveness  to  students  up  to 
lOO^c  for  teaching,  under  set  con- 


rants  to  local  education  agencies, 
State  education  agencies,  and  insti- 
tutions of  Higher  education  to  sup- 
port short-term  training  and  fellow- 
ship programs  for  educational  per- 
sonnel, including  some  school  health 
personnel  such  as  school  psychol- 
ogists, health  and  physical  education 
teachers. 


rants  to  local  education  agencies, 
State  education  agencies,  and  insti- 
tutions of  higher  education  to  sup- 
port research  and  short-term  tram- 


Level  ot  education 
Institutions  or  individuals  s 


FY68  funds  obligated 


All  occupations— 429,000  loans 
(210,000  new  and  219,000  conlinu 
ing)  health  occupations  data  not 
available. 


C,  M  C 

Psychology,  Health  and  Physical  Edu-  Teacher  education  institute  for  new 
cation  Fellowship  health  occupations  education  teach- 

Field  Fellowships      ers— 20 

Psychology    58  Workshop  on  program  development 

Health  and  Physical  Education...  105      for  training  homemaker-home 


health  aides— 40 


163 


Footnotes  at  end  of  tables. 
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Organisation 
Legislation 

Program 


Level  of  education 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Social  and  Rehabilitation  Service 
Adminlsiration  on  Aging 


Children's  Bureau 


Older  Americans  Act  o(  1965  (P  L. 
89-73.  Title  V)  and  amendments 
ol  1967  (P  L.  90  42.  Sec.  503 
(a)) 

Training  personnel  lor  the  field  of 
aging  including  personnel  for  some 
health  service 

Project  grants  to  educational  and 
other  appropriate  institutions  to 
support  programs  in  aging  for  the 
training  ol  personnel  in  planning, 
administration,  specialized  services 
in  aging,  teaching,  and  practice. 
Also  traineeships  thru  institutions. 


Social  Security  Act,  as  amended.  (P.L.  90-248) 


Project  grants  to  public  or  other  non- 


proht 


titufic 


learn 


to  support  instructional  programs 
lor  the  health  care  ol  mothers  and 
children.  Also  traineeships  thru 
institutions;  clinical  training  in- 
cludes support  ol  services. 


All  professional  levels 

Grants  to  39  institutions  and  to  210 
long-term  trainees;  number  of 
short-term  trainees  not  available 


Occupation  Students 

Geriatrician   411 

Health  educ; 

Milieu  therapist     20  Nurse  

Nursing  home  administrator   103  Nutritionist  

Nurising  home  social  worker   7  PedodontisI  

Occupational  therapist   0  Physical  therapist. 

Registered  nurse   69  Physician  


632 


Psychologist   

Speech  pathologist  and  audiolo- 
gist 


Sec.  511 

Training  lor  Health  Care  c 


Project  grants  to  public  or  other  non- 
prolil  institutions  ol  higher  learning 
to  train  prolessional  personnel  to 
give  health  care  and  related  serv- 
ices to  crippled  children.  Also 
traineeships  thru  institutions; 
clinical  training  includes  supprt  ol 
services. 


Grants  to  39  institutions  and  to  110 
long-term  trainees;  number  ol 
short-term  trainees  not  available 


Occupation 

Dentist  

Medical  social  worker. 


2   Psychologist   4  Physir 


Project  grants  to  public  or  other  non- 
profit institutions  of  higher  learning 
to  support  instructional  programs 
lor  the  health  care  of  mothers  and 
children,  particularly  the  mentally 
retarded  and  the  handicapped.  Also 
traineeships  thru  institutions.  The 
funds  support  operations  of  uni- 
versity affiliated  Mental  Retardation 
Centers,  including  staffing. 

All  professional  levels 

Grants  to  12  institutions  end  to  78 
long-term  trainees;  number  c! 
short-term  trainees  not  available 

Occupation  Students 
Audiologist,  speech  pathologist. 

Dentist  •  

Medical  social  worker  

Nutritionist  


tl 


34  Psychologist. 


14 


FY68iunds  obligated 


All  for  health 
$4,279,000  to 
{584,823  for  traineeships 


All  for  health 
$7,000,00010  institutions; 
$664,725  for  traineeships 


Legislation 
Program 

Type  ol  aid 


Level  ol  education 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Social  and  Rehabilitation  Service 

Medical  Services  Administration  Rehabilitation  Services  Administration 


Social  Security  Act,  Title  XIX  at 
amended,  P.L.  90-248,  Sections 
1902  and  1903 

Medical  Care  Administration  Semi- 
inars— In-service  training  of  State 
and  local  medical  assistance 
personnel 

Training  through  health  agencies  and 
weltare  departments  for  persons 
employed  in  the  administration  of 
medical  assistance. 


Grants  ioi  2  seminars  training  74 
students  (Dental  care  consultant. 
Medical  care  administrator. 
Pharmaceutical  consultant,  and 
Social  work  consultant) 


Vocational  Rehabilitation  Act  as  amended  by  P  L.  90-391,  Sections  4(aXl),  4{aX2Xc),  and  7(aX2) 


Formula  and  project  grants  to  schools 
or  other  institutions  (a)  Grant  sup- 
port to  solve  problems  in  State  VR 
agencies;  (b)  Contract  support  for 
short-term  training  relating  to  VR 
services:  (c)  General  support  to 
improve  teaching  methods,  curric- 
ulum content,  or  interdisciplinary 
functioning  of  rehabilitation 
personnel. 


Grants  to  students  through  institu- 
tions with  accredited  programs  to 
increase  supply  of  rehabilitation 
personnel. 


Occupation  Grants  Occupations 

Dentist  -    3  Dentist  

Nurse   8  Nurse    

Occupational  therapist   28  Occupational  therapis 

Physical  therapist    28  Physical  therapist... 

Physician...    98  Physician  

Rehabilitation  counselor    77  Prosthetist  


Rehabilitation  Personnel  (In-house 
training  for  State  vocational 
renabilitation  agency  personnel— 
not  Federal) 


Grants  in  support  of  rehabilitation 
counselors,  psychologists,  medical 
consultants,  and  other  disciplines; 
9,282  individuals  received  training 
in  short-term  programs 


76 


Speech  pathologist  and 

audiologist                           63  Rehabilitation  facility 

  administrator   244 

Total  health   350  Social  worker...    344 

Other                                   131  Speech  pathologist  and 

  audiologist    655 

Total  481   

Total  health  5,202 


net  rands  obligated 


Total— $13,137,207  1 
Health— $9,177,642 
>  Includes  $254,123  for  reiearch 


Footnotee  at  eod  ot  tables. 
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Level  of  education 
Institutiors  of  individuals 
supported  FY  68 


DEPARTMENT  OF  HEALTH,       DEPARTMENT  OF  AGRICULTURE 

EDUCATION,  AND  WELFARE 
Social  Security  Administration     Consumer  and  Marketing 
Service 

Federal  Meat  Inspection  Act  as 
amended  21  USC  601-624; 
641-645;  661;  671-680 
Poultry  Products  Inspection 
Act  as  amended  21  USC 
451-469 

Reimbursement  for  an  appro-      Internal  Training  for  Meat  and 
priate  part  of  approved  edu-       Poultry  Inspectors 
cation  activities  (Section  405- 
421  of  Social  Security  Regu- 
tions) 

Reimbursement  to  hospitals 
and  other  facilities  for  an 
appropriate  part  of  the  net 
cost  of  educational  activities 
(i.e.,— the  cost  applicable  to 
Medicare  beneficiaries). 
Educational  activities  include 
programs  for  interns,  resi- 
dents medical  students, 
nurses,  etc. 

PD,  D,  M,  B,  AA,  V 

Under  Medicare,  reimburse- 
ment was  made  to  some 
6.900  hospitals,  2,100  home 
health  agencies  and  4,700 
extended  care  facilities. 
There  were  approximately 
750  hospitals  with  medical 
residency  and/or  intern  pro- 
grams among  the  participat- 
ing hospitals.  The  amount  of 
reimbursement  for  educa- 
tional activities  under  Medi- 
care is  not  available. 


Cost  for  training  Federal  in- 
spectors paid  from  Federal 
funds;  cost  for  training 
State  personnel  shared  be- 
tween USDA  and  State 
government 


C,  V,  OJT 

413  Federal  employees  trained 
in  meat  and  poultry  inspec- 
tion techniques;  200  State 
and  local  employees  trained 
in  meat  and  poultry  inspec- 
tion techniques 


latch  Act?  USC (361a-361i) 
Cooperative  Forestry  Re- 
search Act  (16  USC  582- 
582a-7)  Grants  for  Research 
(42  USC  1891-1893;  7  USC 
4506) 


Grants  are  authorized  for  re- 
search aimed  at  improving 
the  broad  fields  of  agriculture 
and  forestry.  The  training  of 
graduate  students  occurs  in- 
directly through  their  partici- 
pation in  research  on  specihc 
projects  being  conducted  at 
the  various  institutions. 


Agriculture  Research  Service 


Internal  training  for  veterinar- 
ians, laboratory  technologists, 
and  laboratory  scientists. 


Training  relating  to  consumer, 
producer,  and  public  health 
protection  is  provided  to 
State  and  Federal  employed 
veterinarians,  laboratory 
technologists,  and  laboratory 
scientists. 


C,  PD,  D,  M 

Precise  information  on  current 
numbers  of  students  in 
specific  health-related  re- 
search areas  is  not  available; 
the  best  estimate  is  350 
health-related  students  under 
training  in  1968 


Training  foreign  nationals 


Tuition,  fees,  and  maintenance 
allowances  in  support  of 
participants  under  Agency  for 
International  Development 
sponsorship  for  training  in 
consumer  protection  aspects 
of  agriculture. 


CD,  M,  B.  OJT 

17  Project  Implementation 
Orders  Participants.  17  stu- 
dents (food  technology  nutri- 
tion veterinary  n 
meat  inspection) 


and 


FY  68  funds  obligated         Not  available  for  I 


DEPARTMENT  OF  COMMERCE 


DEPARTMENT  OF 


DEPARTMENT  OF 


DEPARTMENT  OF  INTERIOR 


Economic  Development  Administration 


Office  of  Territories 


Level  of  education 


Manpower  Development 
and  Training  Act  of 
1962  (P.L  87-415) 
(42  USC  2571-2620)  as 
amended. 

Manpower  Development 
and  Training  Act, 
Section  241. 

Project  grants  to  non- 
profit institutions  for 
training  unemployed 
or  underemployed 
residents  of  EDA- 
designated  redevelop- 


Public  Works  and  Eco- 
nomic Development 
Act  of  1965,  (P.L. 
89-136)  as  amended. 


Public  Works  Program 
under  Economic 
Development  Act 

Public  works  grants  to 
provide  funds  for  pub- 
lic facilities  in  eco- 
nomically depressed 
areas.  Non-Federal 
share  of  funds  re- 
quired to  be  from  20% 
to  50%  of  the  total 
project  cost,  depend- 
ing on  the  area. 


V.  JS,  PKT 

Project  grants  for  health 
Occupation  Insts.  Sfu. 
Licensed 

practical 

nurse  

Nurse  aide... 
Prof,  nurse 

(refresher). 
Surgical 


In-house  training  in 
health  occupations 
for  military  personnel. 

Training  programs  to 
provide  military  serv- 
ices with  professional 
and  nonprofessional 
medical  manpower 
necessary  to  meet  the 
medical  service  re- 
quirements of  DOD 
personnel,  dependents 
and  facilities.  Each  of 
the  services  has  an 
established  training 
program  intended  for 
military  personnel 
only  and  not  designed 
to  be  related  to  pro- 
grams outside  the 
military. 

All  levels 


Housing  Act  of  1964  Pt. 
1,  Title  VIII  (PL 
88-560,  78  Slat  802; 
20  USC  80),  amended. 


Community  Development  Trust  Territory  School 


Public  Works  grants  for 

health  facilities 
Type  of  Facility  Inst 
Vocational  school..-  15 

10  259  Hospital    6 

5  128  Other  health  facili- 
ties  1 


Training  Program. 

Matching  grants  to 
State  and  local  govern- 
ments to  help  upgrade 
skills  of  professional 
and  technical  persons 
and  those  with  the 
capacity  to  attain 
these  skills  in  com- 
munity development 
holds.  The  State  is 
required  to  provide  at 
least  50%  of  the  cost 
of  the  training  pro- 
gram. 


C,  V,  OJT 

Approximately  150  to 
200  persons  were 
trained  in  the  field  of 
environmental  health- 
air  pollution  special- 
ists, sanitary  engi- 
neers, sanitarians, 

1  technicians, 


of  Nursing. 

Operational  budget  for  a 
school  with  a  2H  year 
curriculum  leading  to 
a  certificate  as  a 
graduate  nurse. 
(Valid  only  in  the 
Trust  Territories). 


and  ! 
health  aioes. 


Scholarships  for  training 
personnel  in  all  areas 
of  health  service. 


C,  IR,  D,  B,  AA 

Scholarships  to  64 

Occupations 

Dentist..  

Hospital  adminis- 
trator  

Laboratory  per- 
sonnel  

Medical  record 

librarian  

Nurse  

Physican  

Sanitarian  

Sanitarian  engi- 


FY  6S  funds  obligated 


Footnotes  at  end  of  tables. 
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Organization 
Legislation 


Level  OS  education 


institutions  or  individuals  sup- 
ported FY  68 


vhouse  and  other  special  training 
lor  health  workers  in  the  Trust 
Territories 


Training  conducted  in  6  district 
hospitals 


Manpower  Oevelopmen'.  and  Training 
Aclol  1962,  as  amended  in  1965 
(P  L.  89  15,  Sec  203  and  231;  42 
use  2583  and  2586). 


Contracts  and  agreements  usually 
with  local  employment  services  and 
education  agencies,  (or  occupa- 
tional training  ol  unemployed  and 
underemployed  persons.  Program 
administered  jointly  by  Department 
ol  Labor  and  DeparlmenI  o(  Health. 
Education,  and  Wellare 


V,  HS 

14,875  persons  liained 
Occupations 

Home  health  aide  

Medical  lab.  assistant. 
Medical  records  clerk. . 

Nurse  aide,  orderly  

Practical  Nurse  

Prolessional  nurse  (re- 
fresher)   

Psychiatric  aide  

Surgical  technician  

Other  


Manpower  Development  and  Training  Economic  Opportunity  Act  ol  1964 
Act  ol  1962.  amended  (P  L.  87-415),      (P  L.  88-^452),  as  amended  in  19( 


Sec,  204;  42  USC  2584). 


Contracts  with  hospitals,  health 
tacilities  or  other  employers,  (or 
on-the  job  training  of  unemployed 
and  under-employed  persons  who 
cannot  secure  (ulltime  employemnt 
without  such  training. 


New  Careers  Program 


Contracts  with  non-proht  agencies  to 
develop  career  opportunities  lor 
low-income,  unemployed  persons  in 
programs  to  improve  community 
conditions  in  areas  o(  health,  educa- 
tion, weKare,  and  other  areas. 


OJT 


2,885  persons  trained 
Students        Occupation  Trainees 
326   Cottage  parent  (medical 

282      service)...   ....  216 

127   Dental  Lab.  technician   452 

4.147   Nurse  Aide,  orderly   1,476 

. .   4,901    Professional  nurse  (refresher) .  200 

Surgical  technician    146 

..   3,612   Ward  Clerk   100 

324   Other.    295 


974 


2,8 


FY  68  funds  obligated 


Organization 

Legislation 
Program 
Type  ol  aid 


Level  of  education 
Institutions  or  individuals  sup- 
ported FY  68. 
FY^ 68  (unds  obligated 


ATOMIC  ENERGY  COMMISSION 
Division  of  Nuclear  Education  and 
Training 

Atomic  Energy  Act  ol  1954,  amended 
P  L.  (86-373) 

Medical  Qualifications  Courses  (Med- 
ical Radioisotopes  Courses) 

Cost-type  contracts  made  with  Oak 
Ridge  Associated  Universities 
(ORAU)  lor  staff  and  overhead  costs 
lor  providing  physicians  with  knowl- 


Special  Fellowships  in  Health  Physics. 

Fellowships  to  students  to  help  meet 
need  for  health  physicists  in  gov- 
ernment, industry,  and  higher  edu- 


Special  Fellowships  in  Industrial  Med- 
icine. 

Fellowships  to  students  to  help  satisfy 
demand  lor  physicians  with  train- 
ing in  industrial  hazards  o(  atomic 
energy.  Institutional  allowances  to 
cover  tuition  and  tees. 


ORAU  trained  57  physicians.. 
All  (or  health  $74,945  (costs)   All  for  health  $488,699  All  for 


NATIONAL  SCIENCE  FOUNDATION..  OFFICE  OF  ECONOMIC  OPPORTUNITY. 


Job  Corps  Health  0((ice. 


Legislation 

Program 
Type  of  aid 

Level  o(  education 


The  National  Science  Foundation 
Act  of  1950,  as  amended  (42  USC 
1861-1875). 


NSF  Programs  Contributing  to 
Support  o(  Education  and 
Training. 

Grants  to  institutions  for  support  ol 
science  education  and  research 
training,  and  tor  the  construction 
of  facilities.  Grants  (or  students 
thru  institutions  and  direct 
fellowships  support  to  students. 

PD,  0,  M,  PB 


Economic  Opportunity  Act  of  1964, 


Project  grants  to  establish  health 
centers  offering  care  to  low- 
income  persons.  Training  and 
employment  opportunities  to  be 
offered  these  persons. 


42  USC  2711.  Economic  Opportunity 
Act  ol  1964,  as  amended.  Title  I 
section  101,  P.L  90-222,  81  Stat. 
672.  Dec.  23,  1967,  42  USC  2711. 


Project  grants  to  vocational  training 
centers  lor  disadvantaged  youth 
ages  16-21.  Training  in  health 


vocational  training  program. 


FY  68  (unds  obligated 


be  related  to  health;  continuing 
education  programs  lor  secondary 
school  and  college  teachers  o( 
science. 


Occupation  Students 

Clerical'Other   411  Occupation 

Dental  aide.   52  Dental  lab.  assistant.. 

Family  health  worker   324   Medical  lab.  assistant. 

Lab./X-ray/Pharm.  aide   31   Nurse  aide 

Medical  records  aide    30 

Nurse  aide   131 

Social  Service  aide   82 


Students 


All  (or  health  $1,200,000 


71 
1,611 

Physical  therapist  assistant   22 

Practical  nufse   222 

Ward  clerk   82 

Other   922 

2,970 


Footnotee  at  end  ot  tables. 
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Organization 

Legislation 

Prograin 
Type  of  aid 


Level  of  education 


VETERANS  ADMINISTRATION 
Department  ol  Medicine  and 
Surgery 

Veterans  Hospitalization  and  Medical 
Services  Modernization  Amend- 
ments of  1966  (P.L.  89-785) 


Clinical  training  is  provided  in  VA 
hospitals  and  clinics  to  physicians 
and  dentists  (residents  and  interns), 
medical  and  dental  students,  gradu- 
ate students  in  health  fields,  stu- 
dents of  nursing  schools  and  other 
professional  health  schools,  students 
in  nealth  fields  at  community  and 
junior  colleges,  and  to  health  service 
trainees  in  accredited  health  serv- 
ices programs  where  college  training 
is  not  required.  Students  in  some 
programs  receive  payments  for  on- 
duty  training  hours 

All  levels 


Department  of  Veterans  Benefits 


I  38  use,  chapter  31 


Grants  for  students,  directly  or  thru 
institutions,  to  restore  employability 
lost  by  a  service-connected  dis- 
ability 


Occupation 

Dental  intern.  

Dental  resident   

Dental  student  

Medical  intern.  

Medical  resident  

Medical  rehabilitation  thera- 

Medical  student  

Nursing  student  

Nurse,  professional  

Pharmacy  student  

Practical  nurse  

Psychologist  

Social  worker  

Other  


Students  13,200  students 


FY  68  funds  obligated 


All  lor  health,  $60,872,000 


80 

Occupation 

Students 

Occupation 

Students 

421 

.Medical  and  dental  technician. 

97 

Dentist    

1.442 

353 

Nurse...  

27 

Hospital  and  medical  services 

.  3,265 

3,754 

Pharmacist...-   

16 

Medical  and  related  tech- 

Physician.    

14 

26,  816 

906 

Veterinarian.  ..  

3 

Medical  technologists.   

963 

10,  300 

Other   

19 

Nurse   

1,076 

10.453 

Pharmacist..   

797 

763 

176 

Physician  

8,  681 

150 
1.026 

Other  

1.039 

726 

44,  079 

670 

2,091 

31,759 

Total,  $22,350,000 

Total,  $409,000,000 

Health— not  available 

Health— not  abvailable 

)irect  grants  to  students  to  provide  Direct  grants  to  students  to  provide 
educational  benefits  to  qualified  per-  educational  opportunities  for  familiet 
sons  of  deceased  or  disabled  veterans 


All  levels 

all  fields,  includes  36,900  students  in  all  fields,  include' 
2,088  in  health 
Occupation  Student.- 

Dentist   71 

Hospital  and  medical  services  10! 
Medical  and  related  tech- 
nician  Sf 


27< 


16; 
2,08E 


■  This  inventory  of  Federal  health  Manpower  Programs  is  complete  in  respectto  the  Department 
of  Health,  Education,  and  Welfare  and  its  programs.  Not  all  Federal  health  manpower  training 
programs  are  included  from  other  agenices.  Those  programs  not  included  constitute  a  small 
percentage  of  the  total  allocation  of  training  dollars  and  numbers  of  individuals  In  training.  The 
data  listed  under  the  category  "Institutions  or  Individuals  Supported  in  FY68"  refers  only  to 
health  occupations,  unless  otherwise  specified. 


Key  to  level  of  training.  The  following  table  lists  all  abbreviations  used  in  the  "Level  of  Educa- 
n"  section  of  this  inventory; 

C  Continuing  education  at  all  levels 

PD  Post  doctoral 

I  &  R..  Internships  and  residencies 

D  Doctoral 

M  Master's 

PB  Post  baccalaureate 

B   Baccalaureate 

AA  Associate  ol  Arts  degree/Associate  of  Science  degree 

V  Vocational  education 

0          Other,  diploma  RN 

HS  High  school 

OJT  On-the-job  training 

GC  General  consumer/general  public 
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EXHIBIT  3 

(Prepared  by  the  Department  of  Health,  Education,  and  Welfare) 

List  of  Health  Facilities  Construction  Programs 

Department  of  Health,  Editcation,  and  Welfare 
Public  Health  Service : 

Allied  health  professions,  construction  grants. 
Appalachian  regional  development  health  facilities  construction 
and  operation. 

Biomedical  communications,  construction  grants. 
Community  mental  health  center  construction. 
Health  professions  educational  facilities  construction. 
Health  research  facilities  construction. 
Hospital  and  medical  facilities  construction. 
Mental  retardation  facilities  construction. 
Nursing  schools,  construction. 
Indian  health  facilities  construction. 
Medical  library  construction  grants. 

Department  of  Housing  and  Urban  Development 
Housing  Assistance  Administration : 
College  housing. 

Housing  for  the  elderly  and  handicapped  program  (direct 
loan) ,  senior  citizen  housing. 
Federal  Housing  Administration : 
Nonprofit  hospital  program. 
Nursing  home  program. 
Group  practice  facilities  program. 

Housing  for  the  elderly  and  handicapped  program  (mortgage 
insurance) . 

Community  Resources  Development  Administration :  Public  facili- 
ties loans  program. 

Department  of  Commerce 

Economic  Development  Administration:  Economically  distressed 
areas  program. 

Small  Business  Administration 

Small  business  loans  to  privately  owned  health  facilities. 
Office  of  Economic  Opportunity 

Neighborhood  health  centers. 


Department  of  Health,  Education,  and  Welfare 

allied  health  professions  constructton  grants 

Purpose. — The  Surgeon  General  is  authorized  to  make  construction 
grants  in  order  to  assist  in  construction  of  teaching  facilities  for  allied 
health  professions  personnel,  and  so  help  overcome  shortages  of  health 
manpower.  The  objectives  of  the  program  are  threefold : 
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1.  Construction  of  new  facilities. 

2.  Replacement  of  existing"  facilities. 

3.  Rehabilitation  of  existing  facilities  for  such  training  centers. 
Financing. — 

Fiscal  year  1967 : 

Authorization   $3,000,000 

Appropriaition  ^  

Expenditures : 

Federal  

Matching  

1  No  funds,  have  been  appropriated  (as  of  July  SI,  Il9i67). 

Basis  for  allocation. — In  considering  applications  for  grants  the 
Surgeon  General  must  take  into  account : 

1.  The  extent  to  which  the  proposed  grant  project  will  aid  in 
increasing  the  number  of  training  centers  providing  training  in 
three  or  more  of  the  allied  health  professions  curriculums. 

2.  Effectiveness  of  the  proposed  facilities  (in  the  case  of  a  new 
or  expanded  training  center  project)  in  extending  the  capacity 
for  (a)  the  training  of  students  and  (b)  m  promoting  an  equitable 
geographical  distribution  of  training  opportunities. 

3.  The  relative  need,  in  the  case  of  a  replacement  or  rehabilita- 
tion project,  of  the  project  to  prevent  curtailment  of  the  school's 
enrollment  or  deterioration  of  the  quality  of  the  training. 

4.  The  relationship  of  the  proposed  project  to  the  program  of 
2inj  local  area.  State  or  regional  agency  involved  in  planning  for 
facilities  for  the  allied  health  professions. 

5.  Also  due  consideration  will  be  given  to:  (a)  population;  (h) 
relative  unavailability  of  allied  health  professions  personnel  of 
the  kinds  to  be  trained  by  the  center;  and  (c)  available  resources 
in  various  areas  of  the  Nation  for  training  such  personnel. 

Matching  requirements. —  (1)  New  training  centers  and  projects 
for  new  facilities  which  provide  for  major  expansion  of  an  existing 
center:  Federal  share  not  to  exceed  66%  percent  of  the  cost.  (2) 
Other  construction:  Federal  share  not  to  exceed  50  percent  of  the 
cost. 

Who  may  receive  Federal  funds. — Training  centers  for  the  allied 
health  professions  (public  or  nonprofit  junior  college,  college  or  uni- 
versity offering  training  in  the  allied  health  professions)  and  affiliated 
hospitals. 

Application  procedure. — Details  on  the  application  requirements 
have  not  yet  been  established. 

Recent  developments. — The  division  that  is  to  process  claims  under 
the  construction  grant  provisions — Division  of  Physician  Manpower 
of  the  Bureau  of  Health  Manpower — was  recently  organized  (Janu- 
ary 1967). 

Legal  basis. — Sections  791  and  795  of  the  Public  Health  Service  Act, 
as  added  by  section  2  of  the  Allied  Health  Professions  Personnel 
Training  Act  of  1966  (Public  Law  89-751,  approved  November  3, 
1966). 

Additional  information  may  be  obtained  from  the  Division  of  Phy- 
sician Manpower,  Bureau  of  Health  Manpower,  Public  Health  Serv- 
ice, Department  of  Health,  Education,  and  Welfare,  800  North  Quincy 
Street,  Arlington,  Va.  22203.  Telephone:  (703)  521-5600. 

38-767  O— 70  10 
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APPALACHIAN  REGIONAL  DEVELOPMENT  HEALTH  FACILITIES  CONSTRUCTION 

AND  OPERATION 

Purpose. — The  Appalachian  Regional  Development  Act  of  1965, 
Public  Law  89^,  authorized  grants  for  special  Appalachian  regional 
development  programs,  including:  (1)  construction  of  multicounty 
demonstration  health  facilities;  that  is,  hospitals,  regional  diagnostic 
and  treatment  centers,  and  other  health  facilities;  (2)  operation  of 
multicounty  demonstration  health  facilities  constructed  under  the 
Appalachian  Regional  Development  Act ;  and  (3)  supplemental  grants 
increasing  the  Federal  contribution  to  projects  constructed  under  any 
grant-in-aid  programs  existing  as  of  March  1965  when  the  act  was 
enacted.  These  Appalachian  construction  grant  funds  will  not  affect 
the  State  allocations  in  the  12-State  region  under  other  programs  of 
grants  to  aid  health  facilities.  The  supplemental  grants  can  be  made 
only  if  the  project  sponsor  is  unable  to  supply  the  required  matching 
funds. 

Financing. — 

SEC.  202— DEMONSTRATION  CONSTRUCTION  AND  OPERATION  GRANTS 


Federal 

Fiscal  year  Authorization        Appropriation        expenditures  > 


}     2$69.000.000  {      ^520,875.000  .    

  4  2;  500^000 6"$6,'375,"000 


1965 
1966. 
1967. 


1  Obligations. 

2  Available  until  expended— $41,000,000  for  construction  and  $28,000,000  for  operation. 

3  Construction  only. 
<  Operation  only. 

Estimated. 

SEC.  214.— SUPPLEMENTAL  CONSTRUCTION  GRANTS  i 


Fiscal  year 

Authorization 

Appropriation 

Federal  expenditures  2 
All  facilities       Health  facilities 

1965    

$45, 000, 000 

1966    

 --}       $90,  000, 000  { 

$27, 867, 185 

1967    

30, 000, 000 

3  47,133, 000 

4  $7, 508, 143 

1  Authorizations  and  appropriations  are  for  all  eligible  facilities. 

2  Obligations. 

3  Estimated. 

<  Obligations  as  of  Feb.  28,  1967. 


Bmis  for  allocation. — Federal  funds  are  allocated  to  individual 
projects  on  the  basis  of  applications  made  through  the  State  repre- 
sentative to  the  Appalachian  Regional  Commission.  Consultation  is 
also  necessary  with  the  appropriate  State  health  facility  f)lanning 
agency — in  most  cases,  the  department  of  health.  Applications  for 
demonstration  health  facilities  must  be  approved  by  the  Commission 
and  the  Public  Health  Service.  Applications  for  supplemental  grants 
must  be  approved  by  the  Commission  and  by  the  Economic  Develop- 
ment Administration  of  the  Department  of  Commerce.  Supplemental 
funds  for  health  facility  construction  are  then  released  to  the  Public 
Health  Service  for  obligation  in  coordination  with  the  basic  Federal 
grant,  usually  from  the  Hill-Burton  program. 
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Matching  requirements. — ^The  rates  of  Federal  participation  in 
grants  for  construction  of  multicounty  demonstration  health  facilities, 
grants  for  operation  of  these  demonstration  facilities  and  in  supple- 
mental grants  to  projects  under  other  Federal  grant-in-aid  programs 
are  as  follows: 

{a)  Grants  for  construction  of  multicounty  demonstration 
-  health  facilities  cannot  exceed  80  percent  of  project  costs. 

{h)  Grants  for  operation  of  the  multicounty  demonstration 
health  facilities  constructed  under  the  Appalachian  Regional  De- 
velopment Act  may  be  made  up  to  100  percent  of  such  operation 
costs  for  the  first  2  years  of  operation  and  up  to  50  percent  for 
the  next  3  years. 

{g)  Supplemental  grants  for  the  purpose  of  increasing  the  Fed- 
eral contribution  to  projects  constructed  under  Federal  grant-in- 
aid  programs  can  increase  the  Federal  portion  of  project  costs  up 
to  80  percent. 

Who  may  receive  Federal  funds. — Private  nonprofit  organizations, 
State  and  other  public  agencies  sponsoring  health  facility  construc- 
tion in  West  Virginia,  and  in  the  Appalachian  counties  of  the  follow- 
ing States :  New  York,  Pennsylvania,  Ohio,  Maryland,  Kentucky,  Vir- 
ginia, Tennessee,  North  Carolina,  South  Carolina,  Alabama,  and 
Georgia. 

Application  procedure. — Application  should  be  made  to  the  Appa- 
lachian Regional  Commission  through  the  State's  representative.  Ap- 
plication for  Hill-Burton  or  other  Federal  funds  should  be  made  to 
the  appropriate  State  agency  at  the  same  time  that  supplemental 
Appalachian  funds  are  requested. 

Recent  developments. — Supplemental  grant  funds  amounting  to  over 
$6  million  have  been  approved  for  41  Hill-Burton  projects. 

Legal  ha^sis. — The  Appalachian  Regional  Development  Act  of  1965, 
Public  Law  89-4-40  U.S.C.  App.  A202, 214. 

Additional  information  may  be  obtained  from  the  Appalachian  Re- 
gional Commission,  1666  Connecticut  Avenue  NW.,  Washington,  D.C. 
20025,  or  the  Division  of  Hospital  and  Medical  Facilities,  Bureau  of 
Health  Services,  Public  Health  Service,  Department  of  Health,  Edu- 
cation, and  Welfare,  7915  Eastern  Avenue,  Silver  Spring,  Md.  20910. 
Telephone:  (301)  495-0400. 


BIOMEDICAL.  COMMUNICATIONS  CONSTRUCTION  GRANTS 


Purpose. — The  Medical  Library  Assistance  Act  of  1965,  Public  Law 
89-291,  authorized  a  program  of  grants  to  assist  in  the  construction  of 
new  or  the  rehabilitation  of  existing  medical  library  facilities. 

Financing. — 

Fiscal  year  1967: 

Authorization   $10,000,000 

Appropriation    7,500,000 

Obligations   '  0 

1  The  enltire  amount  appropriated  for  fiscal  year  19(67  has  been  t>rograined  for  obligation 
during  fiscal  year  1968. 

Basis  for  allocation. — The  Surgeon  General  may  make  awards  for 
those  applications  recommended  for  approval  by  the  National  Medical 
Libraries  Assistance  Advisory  Board.  The  Board  of  Regents  of  the 
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National  Library  of  Medicine  constitutes  and  serves  as  the  National 
Medical  Libraries  Assistance  Advisory  Board. 

Matching  requirements. — Grants  made  under  this  program  may  not 
exceed  75  percent  of  the  necessary  cost  of  construction  of  the  facility. 

Who  may  receive  Federal  funds. — Grants  may  be  made  to  public 
or  private  nonprofit  agencies  or  institutions. 

Application  procedure. — Applications  for  construction  grants  are 
made  on  form  PHS^687,  which  is  available  from  the  National  Li- 
brary of  Medicine. 

Recent  developments. — Planning  activities  have  been  carried  out  to 
develop  the  program.  Grant  applications  are  being  accepted  and  re- 
viewed. 

Legal  hasis.-^^V.^.C.^^Oh-Z. 

Additional  information  may  be  obtained  from  the  Facilities  and  Re- 
sources Division,  Extramural  Programs,  National  Library  of  Medi- 
cine, Public  Health  Service,  Department  of  Health,  Education,  and 
Welfare, Bethesda,Md. 20014. Telephone:  (301)  496-3588. 

COMMUNITY  MENTAL  HEALTH  CENTER  CONSTRUCTION 

Purpose. — In  1961  only  29  percent  of  public  mental  institutions  were 
approved  by  the  Joint  Commission  on  Accreditation  of  Hospitals.  Over 
one-third  of  these  institutions  were  more  than  75  years  old ;  18  percent 
of  their  beds  were  rated  as  nonacceptable  by  the  States  on  the  basis  of 
fire  and  health  hazards.  It  was  generally  seen  necessary  to  upgrade  the 
level  of  public  hospital  care  while  at  the  same  time  making  an  all-out 
effort  to  reduce  the  number  of  first  admissions  and  readmissions  to 
these  hospitals  by  significantly  expanding  the  provision  of  mental 
health  services  and  facilities  within  local  communities. 

In  the  past,  additional  needs  for  mental  facilities  have  been  met  by 
expanding  existing  State  and  local  government  institutions  for  the 
mentally  ill  or  mentally  retarded.  Current  planning  concepts,  how- 
ever, discourage  further  construction  or  expansion  of  large  mental 
institutions  and  emphasize  the  need  for  providing  smaller,  flexible, 
comprehensive  community-based  facilities. 

To  fill  this  gap  in  mental  facility  construction  assistance.  Congress 
enacted  into  law  on  October  31,  1963,  the  Community  Mental  Health 
Centers  Act  (Public  Law  88-164,  title  II).  This  act  authorizes  for- 
mula grants  for  construction  of  public  and  other  nonprofit  commu- 
nity health  centers.  Projects  may  consist  of  the  construction  of  com- 
pletely new  facilities  or  the  acquisition,  remodeling  or  expansion  of 
existing  facilities.  The  program  is  based  on  the  conviction  that  the 
nationwide  development  of  a  broad  array  of  preventive,  diagnostic, 
outpatient  and  inpatient  treatment  facilities,  rehabilitation,  education, 
and  consultant  services  in  the  community  will  be  the  means  for  a  major 
breakthrough  in  the  efforts  to  combat  mental  illness.  The  Division  of 
Hospital  and  Medical  Facilities  is  jointly  responsible  with  the  Na- 
tional Institute  of  Mental  Health  for  the  administration  of  this 
program. 

Financing. — Funds  unobligated  in  the  fiscal  year  for  which  appro- 
priated remain  available  for  the  next  fiscal  year. 
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Fiscal  year 


Authorization 


Appropriation 


Obligations 


1965. 
1966. 
1967. 


$35, 000, 000 
50, 000, 000 
65, 000, 000 


I  $35, 000, 000 
50, 000, 000 
50, 000, 000 


$32, 653, 000 
6,908, 000 
(2) 


1  $1,596,000  transferred  to  "Hospital  construction  activities"  appropriations  category  for  construction  of  facilities  for  the 
mentally  retarded. 

2  Not  available. 

Ba^s  for  allocation. — Allotments  to  the  States  from  the  annual 
appropriation  for  community  mental  health  center  construction  were 
made  as  follows :  two-thirds  on  the  basis  of  the  population  of  each 
State  weighted  by  State  financial  need  (as  defined  hereafter)  ;  and 
one-third  on  the  basis  of  the  extent  of  the  need  for  community  mental 
health  centers,  for  which  State  population  is  used. 

The  financial  need  of  a  State  is  the  ratio  of  the  United  States  per 
capita  income  to  the  per  capita  income  of  that  State. 

The  act  provides  for  a  minimum  allotment  of  $100,000  to  any  State 
or  territory,  other  than  the  Virgin  Islands,  American  Samoa,  and 
Guam. 

Matching  recjuirements. — The  rate  of  Federal  participation  is  estab- 
lished by  the  State  administering  agency  each  fiscal  year  and  applies 
to  all  projects  approved  during  such  fiscal  year.  In  adopting  the  rate 
of  Federal  participation  the  f  oUowing  alternatives  are  available  to  the 
State  agency: 

{a)  A  uniform  rate  for  all  projects  which  may  be  an  amount 
not  less  than  33%  percent  nor  more  than  either  66%  percent  or  the 
State's  Federal  percentage,  ^vhichever  is  the  lower. 

( J )  A  variable  rate  between  areas  of  the  State  within  the  range 
of  33%  percent  and  66%  percent  based  upon  economic  status  of 
areas,  and  other  relevant  factors  as  established  in  the  approved 
State  plan. 

Who  may  receixe  Federal  funds. — Private  nonprofit  organizations. 
State  and  other  public  agencies  are  eligible  to  receive  a  grant  for  the 
construction  of  community  mental  health  centers,  pro^dding  that  the 
proposed  project  meets  a  community  need  as  determined  by  the  admin- 
istering State  agency  and  is  included  in  the  State  plan. 

Application  procedure. — The  sponsor  (or  owner)  at  the  local  level 
should  consult  with  the  State  agency  responsible  for  administering  tihe 
community  mental  health  center  program  within  his  State. 

The  State  agency  will  ad\dse  the  applicant  of  the  eligibility  of  the 
proposed  project  and  the  possibility  of  receiving  a  grant  under  this 
program.  If  the  project  is  of  sufficiently  high  priority  and  in  line  for 
consideration,  the  State  agency  will  make  available  the  application 
forms  that  must  be  filed  and  other  material  pertinent  to  the  proposed 
project.  All  application  documents  including  plans  and  specifications 
must  be  reviewed  and  approved  by  the  State  agency.  The  agency,  in 
turn,  transmits  the  documents,  along  with  its  approval  and  recom- 
mendations, to  the  regional  office  of  the  Public  Health  Ser^dce  for  final 
approval. 

Recent  developments. — The  Congress  enacted  related  legislation 
authorizing  Federal  assistance  for  the  costs  of  professional  and  tech- 
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nical  staff  serving  in  community  mental  health  centers  (Public  Law 

89-  105). 

Legal  bcusis.—Part  A  of  title  II,  Mental  Retardation  Facilities  and 
Community  Mental  Health  Centers  Constmction  Act  of  1963  (Public 
Law  88-164)  and  Mentcal  Health  Amendments  of  1967  (Public  Law 

90-  31)  42  U.S.C.  2681-2687. 

Additional  information  may  be  obtained  from  either  the  Division  of 
Mental  Health  Service  Programs,  National  Institute  of  Mental  Health, 
Public  Health  Sendee,  Department  of  Health,  Education,  and  Wel- 
fare, 5454  Wisconsin  Avenue,  Chevy  Chase,  Md.  20203.  Telephone: 
(301)  496-1141;  or  the  Division  of  Hospital  and  Medical  Facilities, 
Bureau  of  Health  Services,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare,  7915  Eastern  Avenue,  Silver  Spring, 
Md.  20910.  Telephone:  (301)  496-0400. 

HEALTH  PROFESSIONS  EDUCATIONAL  FACILITIES  CONSTRUCTION 

Purpose. — The  Health  Professions  Educational  Assistance  Act  of 
1963,  as  amended,  authorizes  a  program  of  grants  for  the  construction 
of  teaching  facilities  for  the  training  of  physicians,  osteopaths,  den- 
tists, professional  public  health  personnel,  pharmacists,  optometrists, 
podiatrists,  and  veterinarians.  The  construction  of  new  schools  and  the 
expansion,  renovation,  and  replacement  of  existing  schools  is 
authorized. 

Since  1950,  there  has  been  a  decline  in  the  ratio  of  physicians  in  pri- 
vate practice  to  the  civilian  population.  To  maintain  the  1959  ratio  of 
physicians  to  population  ^vill  require  an  increase  of  50  percent  in  the 
number  of  new  physicians  graduated  annually  by  1975.  To  maintain 
the  1959  ratio  of  dentists  to  population  the  number  must  be  doubled 
by  1975. 

It  was  recognized  that  existing  schools  could  not  reverse  the  tide  or 
even  maintain  existing  ratios  and  that  additional  facilities  of  training 
physicians,  dentists,  and  other  health  personnel  were  needed.  There 
was  also  an  e\ddent  need  to  modernize  and  replace  some  existing 
schools  that  were  obsolete,  overcrowded,  or  deficient  in  teaching 
facilities. 

The  act  establishes  a  National  Advisory  Council  on  Education  for 
Health  Professions,  The  Council  consists  of  the  Surgeon  General  of  the 
Public  Health  Service,  Chairman  ex-ofRcio,  the  Commissioner  of  Edu- 
cation, ex-officio,  and  17  appointed  members. 

Financing. — 


Federa 

Fiscal  year!  Authorization        Appropriation  expenditures 


1964     $25,000,000  None  None 

1965....    75,000,000  $100,000,000  $79,156,167 

1966.    75,000,000  75,000,000  68,800,397 

1967....      160,  000,000  135,000,000  (3) 


1  Fiscal  years  1964  and  1965  include  nurse  training  facilities  construction.  In  fiscal  year  1966  and  fiscal  year  1967  such 
construction  is  included  in  "Nursing-construction  grants  to  schools"  (see  page  207). 

2  Obligations  as  of  Dec.  31,  1966. 

3  Not  available. 

Basis  for  allocation. — Funds  are  granted  upon  approval  of  a  grant 
application  by  the  Surgeon  General,  and  after  review  and  evaluation 
by  review  committees  composed  of  outside  consultants  in  the  various 
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disciplines  and  recommendation  by  the  National  Advisory  Council  on 
Education  for  Health  Professions. 

The  criteria  used  in  considering  applications  for  construction  grants 
are: 

(1)  In  the  case  of  a  project  for  a  new  school  or  expansion  of 
an  existing  school,  the  relative  effectiveness  of  the  project  in  ex- 
panding capacity  for  the  training  of  professional  public  health 
personnel  or  first-year  students  of  medicine,  dentistry,  pharmacy, 
optometry,  podiatry,  osteopathy,  and  veterinary  medicine.  In 
the  case  of  a  2 -year  school  expanding  to  a  4-year  school  the  cri- 
terion is  the  expansion  of  capacity  for  4-year  training  of  students 
in  the  field.  Consideration  is  also  given  to  the  promotion  of  equita- 
ble geographical  distribution  of  opportunities  for  such  training. 

(2)  In  the  case  of  a  project  for  replacement  or  renovation  of 
existing  training  facilities,  the  relative  need  to  prevent  curtail- 
ment of  the  school's  enrollment  or  deterioration  of  the  quality  of 
the  training  provided  by  the  school,  and  the  relative  size  of  any 
such  curtailment  and  its  effect  on  the  geographical  distribution  of 
opportunities  for  training. 

(3)  The  relationship  of  the  application,  in  a  State  which  has  in 
existence  a  State  planning  agency,  or  which  partitcipates  in  a 
regional  or  other  interstate  planning  agency,  to  the  construction 
or  training  program  which  is  being  developed  by  such  agency  with 
respect  to  such  State. 

(4)  Grants  may  be  made  only  for  that  portion  of  any  health 
facility  which  the  Surgeon  General  determines  to  be  attributable 
to  the  need  of  a  new  school  for  teaching  purposes,  or  of  an  ex- 
isting school  for  the  construction  of  facilities  to  expand  its  train- 
ing capacity,  or  for  the  modernization  of  facilities  to  prevent  cur- 
tailment of  enrollment  or  deterioration  of  the  quality  of  training. 

Matching  requirements. — Grants  for  new  schools,  or  for  new  facili- 
ties for  an  existing  school  providing  a  major  expansion  of  training  ca- 
pacity, may  not  exceed  66.67  percent  of  the  necessary  cost  of  con- 
struction. Other  grants  may  not  exceed  50  percent  of  such  cost,  except 
that  grants  to  schools  of  public  health  may  cover  up  to  75  percent  of 
such  cost.  Any  other  Federal  grants,  and  the  non-Federal  matching 
funds  for  them,  made  with  respect  to  the  construction  are  excluded 
from  the  cost  of  construction  in  determining  the  amount  of  the  grant 
under  this  program. 

Who  rrmy  receive  Federal  funds. — An  applicant  for  a  construction 
grant  under  this  program  must  be  either  a  public  or  nonprofit  school 
of  medicine,  dentistry,  osteopathy,  pharmacy,  optometry,  podiatry, 
public  health,  or  veterinary  medicine  accredited  by  a  recognized  body 
approved  by  the  Commissioner  of  Education.  A  new  school  may  be 
deemed  accredited  if  the  Commissioner  finds,  after  consultation  with 
the  appropriate  accreditation  body,  that  there  is  reasonable  assurance 
that  the  school  will  meet  accreditation  standards  upon  completion  of 
the  facility.  A  public  or  other  nonprofit  agency  may  file  an  application 
on  behalf  of  an  affiliated  hospital,  if  the  application  is  approved  by  the 
school  of  medicine  or  osteopathy  with  which  the  hospital  is  affiliated. 

Application  procedure. — ^Applications  should  be  mailed  to  the  Divi- 
sion of  Research  Grants,  National  Institutes  of  Health,  U.S.  Public 
Health  Service,  Bethesda,  Md.  20O14. 
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If  the  application  requests  aid  in  construction  of  a  hospital  or  diag- 
nostic or  treatment  center,  the  applicant  must  submit  a  statement  from 
the  State  Hill-Burton  agency  that  the  project  cannot  be  aided  under 
that  program  due  to  insufficient  priority  or  funds. 

Recent  developments. — The  initial  legislation  provided  for  aid  to 
collegiate  schools  of  nursing.  Public  Law  88-581  replaced  this  provi- 
,sion  with  a  separate  nursing  school  construction  program  as  of 
July  30, 1965. 

The  Veterinary  Medical  Education  Act  of  1966  (Public  Law  89-709, 
Nov.  2, 1966)  adds  schools  of  veterinary  medicine  to  those  institutions 
eligible  for  assistance  from  the  health  professions  educational  facilities 
construction  program. 

Ze^a?  Z>a6i9.— 42  U.S.C.  298-293  (h) . 

Additional  information  may  be  obtained  from  the  Division  of  Phy- 
sician Manpower,  Bureau  of  Health  Manpower,  Public  Health  Ser\^- 
ice.  Department  of  Health,  Education,  and  Welfare,  800  North  Quincv 
Street,  Arlington,  Va.  22203.  Telephone  (703)  521-5600;  or  in  the  case 
of  dental  schools,  from  the  Division  of  Dental  Health,  Public  Health 
Service,  Department  of  Health,  Education,  and  Welfare,  Woodmont 
Building,  8120  Woodmont  Avenue,  Bethesda,  Md.  20014.  Telephone 
(301)  495-0400. 

HEALTH  RESEARCH  FACILITIES  CONSTRUCTION 

Puryose. — The  health  research  facilities  construction  program  pro- 
vides matching  funds  to  nonprofit  institutions  to  construct  facilities 
for  health-related  research.  The  program,  enacted  by  the  Congress  in 
1956,  was  designed  to  meet  the  Nation's  acute  need  for  adequate  and 
well-equipped  research  space  and  to  replace  insufficient  and  obsolete 
facilities.  The  initial  authorization  provided  $30  million  a  year  for  3 
years.  The  program  was  extended  in  subsequent  years  and  the  appro- 
priation increased.  Tlie  legislation  establishing  the  construction  pro- 
gram also  authorized  establishment  of  the  National  Advisory  Council 
of  Health  Research  Facilities.  The  Coimcil  recommended  and  the  Sur- 
geon General  and  the  Secretary  approved  regulations  (42  CFR,  pt.  57 
subpart  A)  which  stated  that  particular  consideration  in  the  use  of 
available  funds  be  given  to:  (1)  research  facilities  contributing  to 
research  disciplines  or  diseases  which  have  the  most  urgent  need;  (2) 
institutions  or  localities  with  broad  research  programs  and  potentials ; 
and  (3)  various  geographical  areas  of  the  Nation  having  at  present 
relatively  few  such  research  facilities. 

F  inane  ing. — 


Expenditures 


Fiscal  year  Authorization        Appropriation  Federal  >  Matching 


1957.    $30,000,000  $30,000,000  $28,062,026  $39,931,385 

1958      30,000,000  30,000,000  29,125,575  48,054,216 

1962   30.000,000  30,000,000  30,691,599  48,535,238 

1963   50,000,000  50,000,000  46,980,035  62,048,515 

1964   50,000,000  50,000,000  52,780,821  70,182,528 

1965   50,000,000  50,000,000  49,653,631  62,691,755 

1966   50,000,000  50,000,000  50,031,179  58,303,564 

1967    2  280,000,000  50,000,000  s  35, 000, 000  (<) 


1  Obligations. 

2  For  fiscal  year  1967,  1968,  and  1969. 

3  Bureau  of  Budget  apportionment  $35,000,000. 
*  Not  available. 
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Ba-sis  for  allocation. — Funds  for  construction  of  health  research  fa- 
cilities are  distributed  in  response  to  grant  applications  from  eligible 
applicants  which  are  recommended  for  approval  by  the  National  Ad- 
visory Council  on  Health  Research  Facilities  and  approved  by  the 
Surgeon  General.  Evidence  that  the  purposes  and  intent  of  the  Health 
Research  Facilities  Act  will  be  served  is  provided  in  each  case. 

Matching  requirements. — The  Surgeon  General,  at  his  discretion, 
awards  support  to  an  applicant  institution  in  the  amount  recommended 
by  the  Coimcil,  or  in  a  lesser  amount.  In  no  case  is  the  amount  to  exceed 
50  percent  of  the  total  necessar;^  construction  costs  of  the  research 
portion  of  the  facility ;  the  remaining  sum  is  provided  by  the  institution 
through  funds  available  to  it  and  from  non-Federal  sources. 

The  sum  awarded  to  the  grantee  institution  is  paid  in  installments 
consistent  with  construction  progress. 

The  law  (sec.  709)  provides  that  the  Surgeon  General,  after  consul- 
tation with  the  Council  and  with  the  approval  of  the  Secretary,  shall 
prescribe  general  regulations  covering  the  eligibility  of  institutions 
and  the  terms  and  conditions  for  approving  applications.  Regula- 
tions, published  in  the  Federal  Register  (21  Fed.  Reg.  9867,  Dec.  12, 
1956,  27  Fed.  Reg.  6328,  July  4,  1962,  29  Fed.  Reg.  12649,  Sept.  5, 
1964),  cover  the  period  of  authorization  of  funds  for  this  program, 
fiscal  year  1957  through  fiscal  year  1969. 

Who  may  receive  Federal  funds. — ^Universities  and  other  private 
nonprofit  and  non-Federal  public  institutions  authorized  and  com- 
petent to  engage  in  the  type  of  research  for  which  the  facility  is  to  be 
constructed  may  apply  for  funds  under  this  program. 

Application  procedure. — The  application  must  be  executed  by  an 
official  or  officials  legally  authorized  by  the  applying  agencies,  cor- 
porations, or  associations  to  mal^e  on  their  behalf  such  application  and 
to  provide  the  required  assurances  outlined  in  the  program  rules  and 
regulations. 

The  application  includes  detailed  information  on  the  administration, 
research  program,  and  construction  plans  for  the  facility.  The  admin- 
istration information  includes  details  on  plans  for  budgeting,  staffing, 
and  managing  the  facility.  The  information  on  the  research  program 
includes  a  description  of  the  need  for  the  research,  the  nature  of  the 
planned  research,  and  the  capability  of  the  scientific  staff.  The  infor- 
mation for  construction  plans  includes  a  program  of  requirements  for 
the  facility,  schematic  drawings,  outline  specifications,  and  a  cost  es- 
timate. 

Applications  are  evaluated  by  the  National  Advisory  Council  on 
Health  Research  Facilities  with  respect  to  their  potential  value  in 
expanding  health  research  in  the  Nation  and  recommendations  are 
made  to  the  Surgeon  General. 

Recent  developments. — Eighty  awards  were  made  in  fiscal  year 
1966,  totaling  $51,942,715. 

Legal  hasis. — Part  A  of  title  VII  of  the  Public  Health  Service  Act, 
42  U.S.C.  292-292(1),  as  amended  by  the  Health  Research  Facilities 
Amendnients  of  1965,  Public  Law  89-115. 

Additional  information  may  be  obtained  from  the  Division  of  Re- 
search Facilities  and  Resources,  National  Institutes  of  Health,  Pub- 
lic Health  Service,  Department  of  Health,  Education,  and  Welfare, 
Bethesda,  Md.  20014.  Telephone  (301)  496-7574. 
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HOSPITAL  AND  MEDICAL  FACILITIES  CONSTRUCTION 

Purpose. — During  the  depression  years  and  for  the  duration  of 
World  War  II,  few  hospitals  were  constructed  in  the  United  States. 
For  this  reason,  many  hospitals  became  obsolete  and  there  were  mani- 
fest shortages  in  the  number  of  hospital  beds  and  other  related  health 
facilities  and  services.  To  identify  and  meet  these  needs.  Congress 
enacted  into  law  on  August  13,  1946,  the  Hospital  Survey  and  Con- 
struction (Hill-Burton)  Act,  Public  Law  725,  79th  Congress.  The 
purjDOse  of  the  act  was  to  survey  needs  and  to  assist  the  local  spon- 
sors in  the  several  States  in  the  construction  of  public  and  other 
nonprofit  hospitals.  As  a  result,  the  United  States  undertook,  for  the 
first  time,  an  orderly  appraisal  of  its  existing  hospital  and  public 
health  center  resources  and  developed  comprehensive  State  plans  for 
furnishing  "adequate  hospital,  clinic,  and  similar  services  to  all  their 
people."  Annual  revisions  of  these  plans  by  each  State  became  manda- 
tory by  regulation. 

Since  the  original  Hill-Burton  legislation  was  passed  several  major 
amendments  have  been  enacted.  In  1954,  the  act  was  amended  to 
assist  the  several  States  in  the  construction  of  diagnostic  or  treatment 
centers,  hospitals  for  the  chronically  ill,  rehabilitation  facilities,  and 
nursing  homes.  In  1958,  Congress  gave  an  eligible  sponsor  the  option 
to  take  a  loan  in  lieu  of  a  grant.  The  Community  Health  Services  and 
Facilities  Act  of  1961  increased  the  annual  appropriation  authoriza- 
tion for  nursing  homes  from  $10  million  to  $20  million  and  liberalized 
the  definition  of  rehabilitation  facilities. 

On  August  18,  1954,  the  President  signed  into  law  the  hospital  and 
medical  facilities  amendments  of  1964  (Public  Law  88-443) ,  extending 
and  revising  the  Hill-Burton  program  to  keep  pace  with  changing 
concepts  of  health  facility  construction  and  operation. 

The  most  far-reaching  change  in  the  program  was  the  establishment 
of  a  new  grant  program,  beginning  with  fiscal  year  1966,  for  modern- 
ization or  replacement  of  public  and  nonprofit  hospital  and  other 
health  facilities. 

In  addition  to  the  modernization  program,  the  Hill-Harris  amend- 
ments also  provided : 

(1)  A  single  category  of  long-term  care  facilities,  which  com- 
bined the  previously  separate  grant  programs  for  chronic  disease 
hospitals  and  nursing  homes,  and  lifted  the  annual  ceiling  from 
$40  to  $70  million. 

(2)  The  use  by  the  States  of  2  percent  of  their  allotments  (up 
to  $50,000  a  year)  to  assist  in  the  efficient  and  proper  administra- 
tion of  the  State  plan. 

Fimancing. — Funds  unobligated  in  the  fiscal  year  for  which  appro- 
priated remain  available  for  the  next  fiscal  year. 


Federal 

Fiscal  year  Authorization        Appropriation  expenditures 


1948     $75,000,000  $75,000,000  $4,009,380 

1950      150,000,000  150,000,000  117,869,156 

1962     220,000,000  209,728,000  187,271,800 

1963     220,000,000  220.000.000  211,862,406 

1964       220,000,000  220,000.000  213.351,249 

1965       250,000,000  220.000,000  204,098,509 

1966.    260,000,000  258,500,000  210,026,133 

1967     270,000,000  270,000,000  (2) 


1  Obligations. 

2  Not  available. 
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FUNDS  APPROPRIATED  FOR  THE  VARIOUS  CATEGORICAL  GRANTS  SINCE  1956 

[Dollars  in  millions] 

Author-  Appropriation 
ization 


1967  1957  1958  1959-61  1962  1963-65  1966  1967 
Hospitals  and  public  health 

centers   $135.0  $102.8  $99.0  $150.0  $150.0  $150.0  $140.0  $135.0 

Modernization   35.0    20.0  35.0 

Diagnostic  or  treatment 

centers   20.0  6.5  6.5  7.5  14.2  20.0  18.5  20.0 

Long-term  care  facilities   70.0  10.5  10.5  17.5  38.5  40.0  70.0  70.0 

Rehabilitation  facilities   10.0  4.0  4.0  10.0  7.0  10.0  10.0  10.0 

Total   270.0       123.8       120.0       185.0       209.7       220.0       258.5  270.0 

Basis  for  allocation. — Annual  appropriations  for  hospital  and  medi- 
cal facilities  construction  are  allotted  to  the  States  in  the  ratio  which 
the  population  of  each  State,  weighted  by  the  square  of  its  allotment 
percentage  (as  defined  hereafter) ,  bears  to  the  sum  of  the  correspond- 
mg  products  of  weighted  populations  for  all  of  the  States. 

The  "allotment  percentage'"  of  a  State  is  defined  as:  100  percent 
minus  50  percent  multiplied  by  the  ratio  of  the  per  capita  income  of 
that  State  to  the  U.S.  per  capita  income.  Upper  and  lower  limits 
are  fixed  for  the  allotment  percentage,  at  75  percent  and  33^^ 
percent.  Arbitrary  allotment  percentages  are  defined  for  Puerto  Rico, 
Guam,  American  Samoa,  and  the  Virgin  IslEinds  (75  percent). 

In  this  formula  for  allotting  appropriations,  the  allotment  percent- 
age is  applied  twice  (or  squared)  as  a  weighting  factor  for  population. 
Its  first  use  is  as  a  measure  of  State  financial  ability.  Its  second  use  is 
as  an  indirect  measure  of  relative  need  among  the  States. 

Appropriation  for  modernization  of  health  facilities  will  be  allotted 
to  States  according  to  a  formula  based  on  population,  the  extent  of 
the  need  for  modernization,  and  the  financial  need  for  the  respective 
States. 

The  act  provides  for  minimum  allotments  to  any  State  as  follows : 

For  hospitals  and  public  health  centers   $200,  000 

For  modernization   200,000 

For  dia^ostic  or  treatment  centers   lOO,  000 

For  long-term  care  facilities   200,  000 

For  rehabilitation  facilities   50,000 

American  Samoa,  Guam,  and  the  Virgin  Islands  are  eligible  for 
minimum  allotments  of  one-half  of  the  above  State  minimums  if  the 
Surgeon  General  is  satisfied  as  to  their  need  for  the  increased  allot- 
ment. 

^  Matching  reqwirements. — The  rate  of  Federal  participation  is  estab- 
lished by  the  State  administering  agency  each  fiscal  year  and  applies 
to  all  projects  approved  during  such  fiscal  year.  In  adopting  the  rate 
of  Federal  participation  the  following  alternatives  are  available  to 
the  State  agency : 

(a)  A  uniform  rate  for  all  projects  which  may  be  an  amount  not 
less  than  33%  percent  nor  more  than  either  66%  percent  or  the 
State's  allotment  percentage  whichever  is  the  lower;  except  that 
in  case  of  long-term  care,  diagnostic  or  treatment,  or  rehabilita- 
tion projects  the  State  a^gency  may  establish  a  rate  of  50  percent 
regardless  of  the  allotment  percentage. 

( &  )  A  variable  rate  between  areas  of  the  State  within  the  range 
of  33%  percent  and  66%  percent  based  upon  economic  status  of 
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areas,  and  other  appropriate  factors  permitted  by  regulations,  in 
the  approv^ed  State  plan. 

'Who  may  receive  Federal  funds. — Private  nonprofit  organizations, 
States,  and  other  public  agencies  are  eligible  to  receive  a  Federal  grant 
or  loan  for  the  construction  or  modernization  of  hospitals  and  other 
related  health  facilities  providing  that  the  proposed  project  meets  a 
comimunity  need  as  determined  by  the  Hill- Burton  State  agency  and 
is  included  in  the  State  plan.  Projects  may  consist  of  the  construction 
of  completely  new  facilities  or  the  replacement,  remodeling,  or  expan- 
sion of  existing  facilities. 

Ajrplication  procedure. — The  sponsor  (or  owner)  at  the  local  level 
should  consult  with  the  State  agency  responsible  for  administering 
the  Hill-Burton  program  within  his  State. 

The  State  agency  will  advise  the  applicant  of  the  eligibility  of  the 
proposed  project  and  the  possibility  of  receiving  Hill-Burton  assist- 
ance. If  the  project  is  of  sufficiently  high  priority  and  in  line  for  con- 
sideration, the  State  agency  will  make  available  the  application  forms 
that  must  be  filed  and  other  material  pertinent  to  the  proposed  project. 
All  application  documents  including  plans  and  specifications  must  be 
reviewed  and  approved  by  the  State  agency.  The  agency  in  turn,  trans- 
mits the  documents,  along  with  approval  and  recommendations,  to 
the  regional  office  of  the  Public  Health  Service  for  final  approval. 

Recent  developments. — New  procedures  for  determining  hospital 
bed  capacity  and  modernization  needs  were  used  in  1966  in  the  prepa- 
ration of  State  plans.  The  need  for  modernization  is  now  based  on  the 
number  of  nonconforming  beds  according  to  a  plant  evaluation  usin^ 
uniform  minimum  standards.  Existing  beds  are  comited  on  the  basis 
of  minimum  square  footage  requirements.  State  agencies  will  now  use 
three  basic  factors  in  calculating  total  hospital  bed  needs — population 
projected  5  years,  utilization  data,  and  a  desirable  occupancy  rate. 

Ze^a^&as^5.— 42  U.S.C.  291-291(0).  ^ 

Additional  information  may  be  obtained  from  the  Division  of  Hos- 
pital and  Medical  Facilities,  Bureau  of  Health  Planning,  Public 
Health  Service,  Department  of  Health,  Education,  and  Welfare,  7915 
Eastern  Avenue,  Silver  Spring,  Md.  20910.  Telephone :  (301)  495-0400. 

MENTAL  RETARDATION  FACILITIES  CONSTRUCTION 

In  October  1961,  a  presidential  panel  of  outstanding  consultants 
was  appointed  for  the  purpose  of  developing  a  national  plan  to  com- 
bat mental  retardation.  The  report  of  the  panel,  "A  Proposed  Pro- 
gram for  National  Action  To  Combat  Mental  Retardation,"  was  sub- 
mitted to  the  President  in  October  1962.  The  report  outlined  the  size 
and  scope  of  the  problem  in  this  country  and  provided  a  blueprint 
for  a  comprehensive  program  for  action  in  this  area.  Particular  at- 
tention was  given  to  the  inadequate  facilities,  the  absence  of  a  coordi- 
nated program  of  services  for  the  retarded,  and  the  limited  research 
resources  being  devoted  to  mental  retardation. 

To  assist  the  States  and  communities  in  providing  adequate  facili- 
ties and  services,  including  research  facilities,  for  the  mentally  re- 
tarded, Congress  enacted  the  Mental  Retardation  Facilities  Construc- 
tion Act  (Public  Law  88-164)  on  October  31,  1963.  This  act,  among 
other  things,  authorized  (1)  project  grants  for  the  construction  of 
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mental  retardation  research  centers;  (2)  project  grants  to  assist  in  the 
construction  of  clinical  facilities  for  the  mentally  retarded,  associated 
with  a  college  or  university;  and  (3)  formula  grants  for  the  construc- 
tion of  community  facilities  for  the  care  of  the  mentally  retarded. 

The  three  mental  retardation  programs  authorized  by  Public  Law 
88-164  are  described  in  the  succeeding  pages. 

A.  MENTAL  RETARDATION  RESEARCH  CENTER  CONSTRUCTION 

Pwppose. — Project  grants  are  authorized  to  assist  in  the  construc- 
tion of  centers  for  research  or  mental  retardation  and  related  aspects 
of  human  development,  whether  biological,  medical,  social  or  be- 
havioral. 

Financing, — 


Expenditures 


Fiscal  year  Authorization        Appropriation  Federal  i  Matching 


1964.,..   $6,000,000  $6,000,000  None  

1965    8,000,000  8,000,000  $13,740,000  $5,957,651 

1966     6,000,000  6,000,000  6,234,000  2,080,065 

1967  2      6,000,000  6,000,000  3  5,233,475  1,762,430 


1  Obligations. 

2  Last  year  of  present  authorization. 

3  Through  February  1967. 

Bcms  for  allocation. — Funds  for  construction  of  Mental  Retardation 
Research  Centers  are  distributed  in  response  to  grant  applications  from 
eligible  public  and  private  nonprofit  institutions  which  the  Surgeon 
General  determines  are  competent  to  engage  in  the  type  of  research  for 
which  the  facility  is  to  be  constructed  and  can  provide  the  assurances 
outlined  in  the  act,  as  follows :  ( 1 )  use  of  the  facility  for  the  purposes 
for  which  it  was  constructed  for  not  less  than  20  years  after  comple- 
tion and  (2)  that  sufficient  funds  will  be  available  to  meet  the  non- 
Federal  share  of  the  cost  of  construction  and  for  the  effective  use  of 
the  facility.  The  review  of  applications  and  the  administration  of  this 
program  are  shared  by  the  National  Institute  of  Child  Health  and 
Human  Development  and  the  Division  of  Research  Facilities  and  Re  - 
sources. Grants  are  awarded  by  the  Surgeon  General. 

Matching  requirements. — The  total  amount  of  the  grants  with  re- 
spect to  any  project  for  the  construction  of  a  facility  under  this  pro- 
gram may  not  exceed  75  percent  of  the  necessary  cost  of  construction 
of  the  center  as  determined  by  the  Surgeon  General. 

Who  may  receive  Federal  funds. — ^Universities  and  other  public  and 
private  nonprofit  institutions  which  the  Surgeon  General  determines 
to  be  competent  to  engage  in  the  type  of  research  for  which  the  facility 
is  to  be  constructed  may  apply  for  funds  under  this  program. 

Application  procedure. — The  application  must  be  executed  by  an 
official  or  officials  legally  authorized  by  the  applying  agencies,  corpora- 
tions or  associations  to  make  on  their  behalf  such  application  and  to 
provide  the  required  assurances  outlined  in  the  program  regulations. 

The  application  includes  detailed  informaton  on  the  proposed  re- 
search program  and  construction  plans  for  the  facility,  in  addition  to 
plans  for  budgeting,  staffing  and  managing  the  center.  Information  on 
the  research  program  includes  a  description  of  the  need  for  such  re- 
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search,  and  the  effectiveness  of  the  proposed  facilities  in  expanding 
the  Nation's  capacity  for  research  and  related  purposes  in  the  field  of 
mental  retardation  and  related  aspects  of  human  development  and  ad- 
vancing scientific  knowledge  pertaining  to  mental  retardation  and  re- 
lated aspects  of  human  development. 

The  application  is  received  by  the  Division  of  Research  Grants,  as- 
signed an  official  number,  entered  into  the  electronic  computer  data 
system,  duplicated  and  forwarded  to  the  Division  of  Research  Facili- 
ties and  Resources  and  the  National  Institute  of  Child  Health  and 
Human  Development.  It  is  then  evaluated  and  reviewed  jointly  by 
the  National  Advisory  Child  Health  and  Human  Development  Council 
and  the  National  Advisory  Council  for  Health  Research  Facilities  and 
Resources. 

Recent  develop?nents. — Awards  have  been  made  to  four  additional 
scientific  institutions  for  the  construction  of  Mental  Retardation  Re- 
search Centers.  The  total  amount  of  Federal  support  was  $6,234,200 
in  fiscal  year  1966. 

Legal  basis. — 42  U.S.C.  295-295e.  (Present  authorization  terminates 
June  30, 1967.) 

Additional  information  may  be  obtained  from  the  Division  of  Re- 
search Facilities  and  Resources,  or  the  National  Institute  of  Child 
Health  and  Human  Development,  National  Institutes  of  Health,  Pub- 
lic Health  Service,  Department  of  Health,  Education,  and  Welfare, 
Bethesda,Md.  20014.  Telephone :  (301)  496-7574. 

B.  UNIVERSITY-AFFILIATED  CLINICAL  FACILITY  CONSTRUCTION 

Purpose. — Project  grants  are  authorized  for  the  construction  of 
facilities  which  will  include,  as  nearly  as  practicable,  a  full  range  of 
clinical  services,  both  impatient  and  outpatient,  for  the  mentally  re- 
tarded, and  which  wall  (1)  aid  in  demonstrating  the  provison  of  spe- 
cialized services  for  diagnosis  and  treatment,  education,  training,  or 
care  of  the  mentally  retarded;  and  (2)  aid  in  the  clinical  training  of 
physicians  and  other  specialized  personnel  needed  for  such  work  or  for 
research  in  mental  retardation. 

Financing. — 


Federal 

Fiscal  year  Authorization       Appropriation!        expenditures 2 


1964   $5,000,000  $5,000,000  None 

1965     7,500,000  7,500,000  $7,223,310 

1966      10,000,000  10,000,000  7,020,481 

1967      10,000,000  10,000,000  (3) 


1  Available  until  expended. 

2  Obligations. 

3  Not  available. 

Basis  for  allocation. — Funds  for  construction  of  college  or  univer- 
sity-affiliated clinical  facilities  for  the  mentally  retarded  are  granted 
on  the  basis  of  applications  approved  by  the  Secretary  of  Health,  Edu- 
cation, and  Welfare. 

Matching  requirements. — The  amount  granted  to  an  applicant  insti- 
tution may  not  exceed  75  percent  of  the  necessary  cost  of  construction 
of  the  proposed  project. 
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Who  may  receive  Federal  funds. — Public  and  nonprofit  agencies 
sponsoring  facilities  which  are  owned  by  or  affiliated  with  a  university 
or  college  may  apply  for  grants  under  this  program. 

Ap'pliGation  procedure, — Applications  should  be  submitted  to  the 
Division  of  Research  Grants,  National  Institutes  of  Health,  U.S.  Pub- 
lic Health  Service,  Bethesda,  Md.  20014.  Application  forms  and  other 
pertinent  material  may  be  obtained  from  the  Division  of  Hospital  and 
Medical  Facilities,  or  the  Division  of  Mental  Retardation,  Bureau  of 
Health  Services,  Public  Health  Service,  at  the  addresses  shown  below. 

Recent  development. — A  total  of  14  projects  have  been  approved, 
for  which  over  $30  million  have  been  funded. 

Ze^aZ  42  U.S.C.  2661-2665. 

Additional  information  may  be  obtained  from  the  Division  of  Men- 
tal Retardation,  Bureau  of  Health  Services,  Public  Health  Service, 
Department  of  Health,  Education,  and  Welfare,  4040  North  Fairfax 
Drive,  Arlington,  Va.  22203,  telephone:  (703)  521-5600,  or  the  Divi- 
sion of  Hospital  and  Medical  Facilities,  Bureau  of  Health  Services, 
Public  Health  Service,  Department  of  Health,  Education,  and  Wel- 
fare, 7915  Eastern  Avenue,  Silver  Spring,  Md.  20910.  Telephone: 
(301)  495-0400. 

C.  CONSTRUCTION  OF  FACILITIES  FOR  MENTALLY  RETARDED 

Purpose. — The  purpose  of  this  formula  grant  program  is  to  assist 
in  the  construction  of  public  and  other  nonprofit  facilities  for  the 
mentally  retarded.  These  facilities  may  provide  diagnostic,  treatment, 
education,  training,  or  custodial  care  services,  as  well  as  facilities  for 
training  specialists. 

Financing. — Funds  unobligated  in  the  fiscal  year  for  which  appro- 
priated remain  available  for  the  next  fiscal  year. 


Federal 

Fiscal  year 

Authorization 

Appropriation 

expenditures 

1965..    

   $10,000,000 

$10, 000, 000 

0 

1966   

  12,  500, 000 

12, 500, 000 

$13, 541, 056 

1967   

   15,000,000 

15, 000, 000 

(0 

1  Not  available. 


Basis  for  allocation. — Allotment  to  the  States  from  the  annual 
appropriation  for  mental  retardation  facility  construction  are  made 
as  follows :  two-thirds  on  the  basis  of  the  population  of  each  State 
weighted  by  State  financial  need  and  one-third  on  the  basis  of  the 
extent  of  the  need  for  mental  retardation  facilities,  for  which  State 
population  under  age  21  is  used.  The  act  provides  for  a  minimum  allot- 
ment of  $100,000  to  any  State  or  territory,  other  than  the  Virgin 
Islands,  American  Samoa,  and  Guam. 

Matching  requirements. — The  rate  of  Federal  participation  is  estab- 
lished by  the  State  administering  agency  each  fiscal  year  and  applies 
to  all  projects  approved  during  such  fiscal  year.  In  adopting  the  rate 
of  Federal  participation  the  following  alternatives  are  available  to  the 
State  agency : 

(a)  A  uniform  rate  for  all  projects  which  may  be  an  amount 
not  less  than  33%  nor  more  than  either  66%  percent  or  the  State's 
Federal  percentage,  whichever  is  the  lower. 
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(5)  A  variable  rate  between  areas  of  the  State  within  the  range 
of  33%  percent  and  66%  percent  based  upon  economic  status  of 
areas,  and  other  relevant  factors  as  established  in  the  approved 
State  plan. 

Who  may  receive  Federal  funds. — Private  nonprofit  organiza- 
tions, State  and  other  public  agencies  are  eligible  to  receive  a  grant  for 
the  construction  of  mental  retardation  facilities,  providing  that  the 
proposed  project  meets  a  community  need  as  determined  by  the  ad- 
ministering State  agency  and  is  included  in  the  State  plan.  Projects 
may  consist  of  the  construction  of  completely  new  facilities  or  the  re- 
modeling or  expansion  of  existing  facilites. 

Application  procedure. — The  sponsor  (or  owner)  at  the  local  level 
should  consult  with  the  State  agency  responsible  for  administering  the 
mental  retardation  f  acility  program  within  his  State. 

The  State  agency  will  advise  the  applicant  of  the  eligibility  of  the 
proposed  project  and  the  possibility  of  receiving  a  grant  under  this 
program.  If  the  project  is  of  sufficiently  high  priority  and  in  line  for 
consideration,  the  State  agency  will  make  available  the  application 
forms  that  must  be  filed  and  other  material  pertinent  to  the  proposed 
project.  All  application  documents  including  plans  and  specifications 
must  be  reviewed  and  approved  by  the  State  agency.  The  agency,  in 
turn,  transmits  the  documents,  along  with  its  approval  and  recom- 
mendations, to  the  regional  office  of  the  Public  Health  Service  for  final 
approval. 

Recent  developments. — All  of  the  50  plans  submitted  for  the  initial 
fiscal  year  have  been  approved.  A  total  of  106  projects  have  been  ap- 
proved, obligating  $17  million  in  Federal  funds. 

Ze^^  6^^is.-42  U.S.C.  2671-2677. 

Additional  information  may  be  obtained  from  the  Division  of 
Mental  Retardation,  Bureau  of  Health  Services,  Public  Health  Serv- 
ice, Department  of  Health,  Education,  and  Welfare,  4040  North  Fair- 
fax Drive,  Arlington,  Va.  22203,  telephone:  (703)  521-5600,  or  the 
Division  of  Hospital  and  Medical  Facilities,  Bureau  of  Health  Serv- 
ices, Public  Health  Service,  Department  of  Health,  Education,  and 
Welfare,  7915  Eastern  Avenue,  Silver  Spring,  Md.  20910.  Telephone : 
(301)  495-0400. 

NURSING  SCHOOLS  GONSTRUOTION 

Purpose. — Construction  grants  to  schools  of  nursing  are  available 
for  new  facilities  to  expand  the  training  capacity  of  existing  schools, 
for  the  construction  of  new  schools  and  for  the  replacement  or  re- 
habilitation of  existing  facilities  which  are  so  obsolete  as  to  require 
curtailment  of  enrollment  or  quality  of  training. 

Financing. — 


Authorization 

Appropriation 

Expenditures  • 

Fiscal  year: 

1966  

 Collegiate  schools  of  nursing  ] 

1967  

Associate  degree  and  diploma  schools  of 
nursing,  ] 
  Colleciate  schools  of  nursing  1 

j-    $15, 000, 000 

$7, 4i0, 716 

Associate  degree  and  diploma  schools  of 
nursing.  ] 

1      25,  000,  000 

0) 

1  Obligations, 

2  Not  available. 
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Bcisis  for  allocation. — The  National  Advisory  Council  on  Nurse 
Training  will  consider  applications  and  make  recommendations  to 
the  Surgeon  General  who  will  grant  awards  on  the  basis  of : 

(1)  The  relative  effectiveness  of  the  proposed  facilities  in  ex- 
panding first  year  enrollments. 

(2)  Equitable  geographical  distribution  of  training  opportuni- 
ties. 

(3)  The  relative  unavailability  of  nurses  in  the  area  as  com- 
pared with  other  areas  of  the  Nation. 

(4)  The  relative  need  for  replacement  or  rehabilitation  of  facili- 
ties to  prevent  curtailment  of  enrollment  or  deterioration  of  the 
quality  of  training. 

(5)  The  relative  size  of  such  curtailment  and  its  effect  on  the 
geographical  distribution  of  training  opportunities. 

(6)  The  relative  quality  of  the  training  programs  the  schools 
can  provide  in  the  new  or  altered  facilities. 

(7)  The  relationship  to  existing  local,  State  or  regional  plans 
for  nurse  training  facilities. 

Matching  requirements. — The  applicant  institution  must  contribute 
an  amount  equal  to  at  least  33%  percent  of  the  total  construction  costs 
of  new  facilities  and  of  existing  facilities,  which  provide  a  substantial 
increase  in  enrollment,  and  at  least  50  percent  of  the  total  costs  or  other 
new  construction  and  of  replacement  or  rehabilitation  of  existing 
facilities. 

Who  may  receive  Federal  fwids. — To  participate  in  the  program  a 
diploma,  collegiate,  or  associate  degree  program  in  a  public  or  non- 
profit private  institution  must  be  accredited.  New  schools  must  have 
received  reasonable  assurance  that  their  programs  will  be  accredited 
upon  the  graduation  of  the  first  class. 

Application  procedure. —  (1)  Schools  wishing  to  participate  should 
submit  a  letter  of  intent  to  the  Division  of  Nursing,  Bureau  of  Health 
Manpower,  PHS,  Department  of  Health,  Education,  and  Welfare,  800 
North  Quincy  Street,  Arlington,  Va.  22203;  (2)  Applications  are  for- 
warded following  receipt  of  letter  of  intent;  and  (3)  Preapplication 
consultation  by  the  staff  of  the  Division  of  Nursing  is  encouraged. 

Recent  developments. — Sec.  8  (a),  Public  Law  80-751  authorizes  the 
transferability  of  construction  grants  from  one  to  another  category  of 
schools  if  it  appears  unlikely  that  funds  will  be  utilized  to  carry  out 
the  purposes  of  either  paragraph  (1)  or  paragraph  (2)  of  subsection 
(a),  section  801,  title  YIII,  Public  Health  Service  Act. 

Legal  basis:  42  U.S.C.  296,  296 (a) -296(c),  298. 

Additional  information  may  be  obtained  from  Division  of  Nursing, 
Bureau  of  Health  Manpower,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare,  800  North  Quincy  Street,  Arlington, 
Va.  22203.  Telephone:  (703)  521-5600. 

INDIAN  HEALTH  FACILITIES  CONSTRUCTION    (INDIAN  HEALTH) 

Nature  amd  purpose  of  program. — This  program  provides  for  the 
construction  of  hospitals,  sanitation  facilities  and  health  centers  in- 
cluding school  health  centers,  and  health  stations  for  provision  of 
health  care  for  more  than  403,000  Indians,  Eskimos,  and  Aleuts  who 
apply  directly  to  the  facilities  for  services.  In  certain  locations  the 
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Service  constructs  personnel  quarters,  and  it  performs  alterations  to 
upgrade  and  modernize  its  facilities. 

W/u?  can  apply. — Communities  may  request  financial  assistance  for 
construction  of  community  hospitals  from  the  Indian  Health  Service. 
The  Service  can  provide  such  assistance  when  it  is  deemed  the  most 
effective  way  of  providing  health  care. 

How  to  apply. — Applications  for  assistance  may  be  directed  to  the 
address  shown  below. 

For  information  contact. — Indian  Health  Service,  7915  Eastern 
Avenue,  Silver  Spring,  Md.  20910. 

Printed  information  available. — The  Indian  Health  Program  of 
the  U.S.  Public  Health  Service;  the  Second  Annual  Report  to  the 
Indian  People. 

Authorizing  legislation. — 12  U.S.C.  2001-2004a. 

Administering  agency. — Public  Health  Service,  Health  Services  and 
Mental  Health  Administration,  Department  of  Health,  Education, 
and  Welfare. 

MEDICAL  LIBRARY  ASSISTANCE 

Nature  and  purpose  of  program. — This  program  provides  seven 
support  activities  in  health  communications.  These  benefit  medical 
students  and  personnel  by  aiding  the  development  of  medical  library 
facilities,  resources,  and  services  through  grants:  To  construct  new 
library  facilities  (the  Federal  share  may  not  exceed  75  percent  of 
necessary  costs)  ;  to  support  the  expansion  and  improvement  of  a 
medical  library's  basic  resources  (the  grant  cannot  exceed  50  percent 
of  the  library's  average  annual  operating  budget)  ;  and  to  develop 
regional  medical  library  services  through  support  of  major  existing 
health  libraries  in  key  geographical  locations. 

Grant  programs  also  encourage  the  development  of  health  informa- 
tion personnel  and  technology  through  the  support  of  training  grants 
and  fellowships  for  health  communications  service  and  research; 
grants  for  special  scientific  projects  related  to  health  information; 
grants  for  research  and  development  in  communications  related  to 
health;  and  grants  for  biomedical  communications  publications 
projects. 

Who  can  apply  and  how  to  apply. — Public  or  private  nonprofit 
institutions  of  higher  education,  public  or  private  nonprofit  medical 
libraries  and  related  scientific  communication  instrumentalities  are 
eligible  for  aid  under  this  program.  Individuals  may  apply  for  fel- 
lowships support  under  the  grants.  Information  on  application  proce- 
dures is  available  from  the  address  shown  below. 

For  information  contact. — Associate  Director  for  Extramural  Pro- 
grams, National  Library  of  Medicine,  National  Institutes  of  Health, 
8600  Rockville  Pike,  Bethesda,  Md.  20014. 

Printed  information  available. — Opportunities  for  Health  Science 
Ijibraries 

Authorizing  legislation.— 42  U.S.C.  280a-l,  280b-3  to  280b^9,  Public 
Health  Service  Act,  title  III,  part  I,  sections  390-3^9  as  amended  by 
Public  Law  89-291. 

Administering  agency. — Public  Health  Service,  National  Institutes 
of  Health,  Department  of  Health,  Education,  and  Welfare. 
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Depaetment  of  Housing  and  Urban  Development 
college  housing 

Nature  and  purpose  of  program. — This  program  provides  loans  or 
annual  debt  service  grants  to  help  colleges  and  hospitals  finance  con- 
struction or  purchase  of  housing  and  related  f  acilities.  Loans  may  be 
made  for  periods  up  to  50  years.  The  current  interest  rate  is  3  percent 
per  annum.  Grants  may  be  made  for  periods  not  to  exceed  40  years  in 
an  amount  equal  to  the  difference  in  the  average  annual  debt  service 
required  to  amortize  a  private  market  loan  at  market  interest  rates  and 
that  which  would  be  required  to  amortize  a  direct  Federal  loan  (cur- 
rently 3  percent  interest)  of  like  term. 

Facilities  eligible  for  construction  or  purchase  include  college  resi- 
dence halls,  faculty  and  married  student  housing,  dining  facilities, 
college  unions,  and  housing  for  student  nurses  and  interns. 

Who  can  apply  and  how  to  apply, — Public  or  private  nonprofit  col- 
leges and  universities  offering  at  least  a  2-year  program  acceptable  for 
full  credit  toward  a  bachelor's  degree  and  public  or  private  nonprofit 
hospitals  operating  nursing  schools  or  internship  and  resident  pro- 
grams are  eligible.  Each  institution  must  develop  its  own  plans,  subject 
to  local  zoning  and  building  codes.  Competitive  bidding  is  required. 

For  information  contact, — Housing  Assistance  Administration,  De- 
partment of  Housing  and  Urban  Development,  Washington,  D.C.  or 
HUD  Eegional  Office. 

Printed  information  available. — Guide  to  the  college  housing  pro- 
gram, HUD  PG-3. 

Authorizing  legislation. — 12  U.S.C.  1749,  Housing  Act  of  1950,  as 
amended,  title  IV,  Public  Law  81--475, 64  Stat.  48, 77. 

Administering  agency. — Housing  Assistance  Administration,  De- 
partment of  Housing  and  Urban  Development. 

SENIOR  citizens  HOUSING  (202) 

Nature  and  purpose  of  program. — This  program  provides  low- 
interest,  long-term  loans  for  new  and  rehabilitated  rental  housing, 
dining  facilities,  community  rooms,  and  workshops  for  the  elderly 
(62  years  and  older)  and  the  handicapped. 

Loans  may  cover  100  percent  of  the  total  eligible  development  costs 
of  a  major  project  (including  costs  of  land  and  site  improvements, 
construction,  built-in  equipment,  and  architectural,  legal,  advisory, 
and  other  fees) .  Loans  can  be  repaid  over  a  period  of  up  to  50  years. 
The  current  interest  rate  is  3  percent  per  annum.  Temporary  financing 
during  construction  may  be  obtained  from  the  Federal  Government 
if  needed. 

In  general,  the  projects  are  for  those  over  62  or  the  handicapped 
whose  incomes  are  within  official  income  limits  established  for  the  area 
by  HUD.  A  member  of  the  family  under  age  62  may  reside  with  the 
elderly  or  handicapped  persons  if  it  is  necessary  to  provide  physical 
care  or  economic  support. 

Who  cam>  apply  and  how  to  apply. — Private  nonprofit  and  limited 
dividend  corporations,  consumer  cooperatives,  and  public  agencies 
(except  local  housing  authorities  receiving  financial  assistance  from 
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the  U.S.  Government  exclusively  under  the  U.S.  Housing  Act  of  1937) 
are  eligible.  Applicants  must  show  that  they  cannot  obtain  the  neces- 
sary funds  from  sources  on  terms  and  conditions  e{jually  as  favorable 
as  those  under  this  program.  Project  occupancy  criteria  of  applicant 
groups  must  be  approved  by  HUD. 

For  infovnmtion  contact. — Housing  Assistance  Administration,  De- 
partment of  Housing  and  Urban  Development,  Washington,  D.C. 
20410  or  HUD  Regional  Office. 

Printed  information  available. — Financing  Senior  Citizens  Hous- 
ing, IP-8,  Guides  for  Project  Design,  HUD-4900B. 

Authorizing  legislation.. — 12  U.S.C.  iTOlq,  Housing  Act  of  1959,  as 
amended,  title  II,  Public  Law  86-372,  73  Stat.  546,  667. 

Administering  agency. — Housing  Assistance  Administration,  De- 
partment of  Housing  and  Urban  r)evelopment. 

MORTGAGE  INSURANCE  FOR  NONPROFIT  HOSPITALS  (242) 

Nature  and  jmrpose  of  program. — This  program  provides  for  mort- 
gage insurance  covering  new  and  rehabilitated  hospitals,  including 
equipment,  to  help  provide  urgently  needed  hospitals.  The  mortgage 
amount  may  not  exceed  the  lesser  of  90  percent  of  the  FHA  estimate 
of  the  replacement  cost  of  the  hospital,  including  equipment,  or  $25 
million. 

Who  can  apply  and  hoio  to  apply. — The  program  will  require  that 
the  applicant  be  one  or  more  corporations  or  associations  organized 
on  a  nonprofit  basis.  An  applicant  will  be  required  to  furnish  detailed 
information  about  the  proposed  hospital  including  State  certification 
to  a  regional  office  of  the  Public  Health  Service,  which  will  be  re- 
sponsible for  determining  the  feasibility  of  all  proposals. 

For  information  contaxit. — Federal  Housing  Administration,  De- 
partment of  Housing  and  Urban  Development,  Washington,  D.C. 
20410  or  Local  FHA  Insuring  Office,  or  Public  Health  Service,  De- 
partment of  Health,  Education,  and  Welfare,  Washington,  D.C. 

Printed  information  available. — A  handbook  for  use  of  applicants 
will  be  available  at  local  FHA  insuring  offices  and  PHS  regional 
offices  throughout  the  country. 

Authorizing  legislation. — 12  U.S.C.  l7l5z-7,  National  Housing  Act, 
section  242,  as  added  by  the  Housing  and  Urban  Development  Act  of 
1968,  section  1501,  Public  Law  90-448,  82  Stat.  476,  599. 

Administering  agency. — Federal  Housing  Administration,  De- 
partment of  Housing  and  Urban  Development. 

MORTGAGE  INSURANCE  FOR  NURSING  HOMES  (232) 

Nature  and  purpose  of  program. — This  program  provides  mortgage 
insurance  for  nursing  homes.  The  homes  must  have  at  least  a  20-bed 
capacity,  and  must  be  adequate  to  house  the  occupants  properly  and 
safely. 

The  cost  of  equipping  the  facility  may  be  included  in  the  mortgage 
amount,  which  cannot  exceed  $12.5  million  or  90  percent  of  the  esti- 
mated value  of  the  property  when  the  proposed  improvements  are 
completed. 

Mortgage  insurance  can  be  provided  on  loans  to  nursing  homes  that 
are  privately  owned,  both  profit  and  nonprofit  and  that  are  needed  for 
the  care  and  treatment  of  convalescents  and  others  not  acutely  ill. 
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FHA  cannot  insure  a  nursing  home  mortgage  unless  it  has  received 
from  the  appropriate  State  agency  certification  that  the  nursing  home 
is  needed  and  that  reasonable  minimum  standards  for  licensing  and 
operating  nursing  homes  are  in  force. 

Who  can  apply  and  how  to  apply. — Individuals  or  entities  accept- 
able to  FHA  and  capable  of  operating  a  nursing  home  are  eligible. 
Application  is  made  through  an  FHA- approved  commercial  lending 
institution. 

For  information  contact. — Federal  Housing  Administration,  De- 
partment of  Housing  and  Urban  Development,  Washington,  D.C. 
20410  or  Local  FHA  Insuring  Office. 

Printed  information  available. — FHA  Nursing  Home  Mortgage  In- 
surance, IP-35  Study  of  FHA  Assisted  Nursing  Homes,  HUD  TS-4 
Minimum  Property  Standards  for  Nursing  Homes,  HUD  PG-28. 

Authorizing  legislation. — 12  U.S.C.  1715w,  National  Housing  Act, 
Sec.  232,  as  added  bv  Housing  Act  of  1959,  sec.  115,  Public  Law  86- 
372, 73  Stat.  654, 663.*^ 

Administering  agency. — Federal  Housing  Administration,  Depart- 
ment of  Housing  and  Urban  Development. 

MORTGAGE  INSIIEIANCE  FOR  GROUP  PRACTICE  FACILITIES    (TITLE  XI) 

Nature  and  purpose  of  program. — This  program  provides  mort- 
gage insurance  to  finance  the  construction  of  facilities  for  the  provi- 
sion of  preventive,  diagnostic,  and  treatment  services  to  ambulatory 
patients  primarily  by  a  medical  or  dental  group.  The  major  equip- 
ment to  be  used  in  the  operation  of  the  facility  may  be  included  m 
the  mortgage.  The  maximum  insurable  mortgage  amount  for  a  group 
practice  facility  is  90  percent  of  value  not  to  exceed  $5  million. 

Who  can  apply. — Private  nonprofit  or  profit-motivated  organiza- 
tions (1)  undertaking  to  provide  comprehensive  health  care  to  mem- 
bers or  subscribers  on  a  group  practice  prepayments  basis,  or  (2) 
established  for  the  purpose  of  improving  the  availability  of  health 
care  in  the  community,  which  will  make  the  group  practice  facility 
available  to  a  medical  or  dental  group  for  use  by  it  are  eligible.  The 
owner  (mortgager)  of  the  facility  must  be  organized  on  a  nonprofit 
basis,  but  may  make  it  available  to  the  practicing  group  through  a 
lease. 

How  to  apply. — Application  is  made  through  a  commercial  lending 
institution  approved  by  FHA  as  an  eligible  mortgagee. 

For  information  contact. — Federal  Housing  Administration,  De- 
partment of  Housing  and  Urban  Development,  Washington,  D.C. 
20401  or  Local  FHA  Insuring  Office. 

Printed  information  available. — HUD  Aids  for  Financing  Group 
Medical  Practice  Facilities,  FT/IP-70. 

Authorizing  legislation. — 12  U.S.C.  1749aaa,  et  seq..  National 
Housing  Act,  title  XI,  as  added  by  Demonstration  Cities  and  Metro- 
politan Development  Act  of  1966,  sec.  502,  Public  Law  89-754,  80 
Stat.  1255,  1274. 

Administering  agency. — Federal  Housing  Administration,  Depart- 
ment of  Housing  and  Urban  Development. 
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MORTGAGE  INSURANCE  FOR  SENIOR  CITIZENS  HOUSING  (231) 

N ature  and  purpose  of  program. — This  program  provides  mortgage 
insurance  to  profit  and  nonprofit  sponsors  of  new  or  rehabilitated 
rental  housing  projects  specifically  designed  for  occupancy  by  the 
elderly  (62  years  or  over)  or  the  handicapped.  The  mortgages  may  be 
repaid  over  a  period  not  exceeding  40  years  and  may  either  finance  up 
to  100  percent  of  the  replacement  cost  or  rehabilitated  value  in  the 
case  of  nonprofit  projects,  or  finance  up  to  90  percent  in  the  case  of 
profit-motivated  projects.  A  project  must  have  at  least  eight  dwelling 
units. 

Who  can  apply. — Nonprofit  or  profit-motivated  sponsors  are  eligible. 

Hoio  to  apply. — Application  is  made  through  a  lending  institution 
approved  by  FHA  as  an  eligible  mortgagee. 

For  information  contact. — Federal  Housing  Administration,  De- 
partment of  Housing  and  Urban  Development,  Washington,  D.C. 
20410  or  Local  FHA  Insuring  Office. 

Printed  information  available. — FHA  Mortgage  Insurance  on 
Housing  for  the  Elderly,  IP-34. 

Authorizing  legislation. — 12  U.S.C.  1715  v.  National  Housing  Act, 
sec.  23,  as  added  by  the  Housing  Act  of  1959,  sec.  201(a),  Public  Law 
86^372,  73  Stat.  654,  665. 

Administering  agency. — Federal  Housing  Administration,  Depart- 
ment of  Housing  and  Urban  Development. 

PUBLIC  FACILITY  LOANS 

Nature  and  purpose  of  program. — This  program  provides  long-term 
loans  to  finance  the  construction  of  needed  public  works.  Loans  for  up 
to  40  years  and  covering  up  to  100  jDercent  of  project  cost  are  made  for 
use  in  financing  a  variety  of  public  works  projects:  construction  of 
water  and  sewage  facilities,  gas  distribution  systems,  street  improve- 
ments, public  buildings  (excluding  schools) ,  recreation  facilities,  jails, 
or  other  public  works.  Loan  aid  is  available  only  for  those  parts  of  a 
project  not  covered  by  aid  provided  under  other  Federal  agency  pro- 
grams. Priority  is  ^iven  to  applications  of  smaller  communities  re- 
questing assistance  in  constructing  basic  public  works. 

Who  can  apply  and  hotv  to  apply  . — Those  eligible  are  local  units  of 
government  or  State  instrumentalities  (cities,  towns,  villages,  town- 
ships, counties,  public  corporations  or  boards,  sanitary  or  water  dis- 
tricts, or  Indian  tribes)  having  the  legal  authority  to  build  public 
works  and  issue  bonds  to  pay  for  them.  The  applicant  community  must 
have  a  population  of  under  50,000.  In  designated  development  areas 
the  population  may  be  up  to  150,000.  Areas  near  research  and  develop- 
ment installations  of  the  National  Aeronautics  and  Space  Administra- 
tion are  not  subject  to  a  population  limit.  A  nonprofit  private  corpora- 
tion serving  a  community  under  10,000  population  also  is  eligible  for 
assistance,  but  for  water  and  sewer  facilities  only. 

For  information  contact. — Assistant  Secretary  for  Metropolitan 
Development,  Department  of  Housing  and  Urban  Development,  Wash- 
ington, D.C.  20410  or  Assistant  Regional  Administrator  for  Metro- 
politan Development,  HUD  Regional  Office. 
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Printed  information  available. — Public  Facility  Loans  Fact  Sheet. 

Authorizing  legislation. — 12  U.S.C.  1491-14:97,  Housing  Amend- 
ments of  1955,  title  II,  as  amended.  Public  Law  84-345,  69  Stat.  635, 
642. 

Administering  agency. — Community  Resources  Development  Ad- 
ministration, Department  of  Housing  and  L^rban  Development. 


Department  of  CoM]yiERCE 

ECONOMIC  DEVELOPMENT  ^ASSISTANCE  FOR  DISTRESSED  AREAS 

Nature  and  purpose  of  program. — The  Public  Works  and  Economic 
Development  Act  of  1965  is  designed  to  provide  new  industry  and 
permanent  jobs  in  distressed,  areas  through  such  aids  as  grants  or  loans 
for  public  works  and  development  facilities  for  businesses  and  develop- 
ment companies,  and  grants  for  technical  assistanc-e,  research,  and  in- 
formation. EmjDhasis  is  placed  on  long-range  economic  development 
and  programing  for  areas  or  communities  with  persistent  unemploy- 
ment and  low  family  incomes.  Economic  development  of  distressed 
areas,  districts,  and  regions  is  a  complex  process  requiring  the  full 
cooperation  of  public  officials  and  private  enterprise.  It  requires 
partnership  among  officials  at  every  level  of  government.  The  single 
primary  objective  of  the  act  is  to  create  a  climate  conducive  to  the 
development  of  private  enterprise  in  economically  distressed  commu- 
nities. It  insists  upon  local  initiative  to  design  and  implement  com- 
munity redevelopment  in  partnership  with  government,  in  order  to 
harness  the  economic  potential  of  distressed  areas.  An  overall  economic 
development  program  must  be  submitted  and  approved  before  desig- 
nation and  qualification  for  benefits. 

Who  can  apply  and  hmc  to  apply. — Eligible  communities  may  qual- 
ify for  assistance  in  three  types  of  geographic  groupings : 

Redevelopment  Areas. — Counties,  labor  areas,  or  larger  cities 
characterized  by  high  tmemployment  or  low  family  income. 

Economic  Development  Districts. — Groupings  of  counties  con- 
taining two  or  more  redevelopment  areas,  or  nonredevelopment 
areas,  organized  to  seek  common  solutions  to  common  economic 
problems. 

Multistate  Development  Regions. — Groupings  of  States  or  parts 
of  States  with  economic  problems  too  complex  to  be  solved  locally. 

Fo^r  information  contact. — Economic  Development  Administration, 
U.S.  Department  of  Commerce,  T\''ashington,  D.C.  20230  or  Economic 
Development  Administration  area  offices. 

Printed  infoimiation  avaUahle. — Publications  Division,  Room  6814- 
B,  Economic  Development  Administration,  U.S.  Department  of  Com- 
merce, Washington,  D.C.  20230. 

Authorizing  legislation. — 12  U.S.C.  3121  Public  Works  and  Eco- 
nomic Development  Act  of  1965:  Public  Law  89-136;  79  Stat.  552; 
as  amended. 

Administering  agency. — Economic  Development  Administration, 
Department  of  Commerce. 
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Smalx.  Business  Administration 
small  business  loans 

Nature  amd  purpose  of  program. — This  program  provides  funds 
that  ma}^  be  used  to  construct,  expand,  or  convert  facilities;  to  pur- 
chase building,  equipment,  or  materials;  for  working  capital.  When 
the  financing  is  not  otherwise  available  on  reasonable  terms.  Small 
Business  Administration  (SBA)  may  guarantee  up  to  90  percent  or 
$350,000,  whichever  is  less,  of  a  bank  loan  to  a  small  firm.  If  tfhe  entire 
loan  is  not  obtainable  from  a  private  lender  and  if  an  SBA  guaranteed 
loan  is  not  available,  SBA  will  then  consider  advancing  funds  on  an 
immediate  participation  basis  with  a  bank.  SBA  will  consider  making 
a  direct  loan  only  when  these  other  forms  of  financing  are  not  obtain- 
able. The  agency's  share  of  a  participation  loan  may  not  at  the  present 
time  exceed  75  percent  or  $150,000,  whichever  is  less.  Direct  loans  may 
not  exceed  $100,000. 

SBA  business  loans  may  be  for  as  long  as  10  years,  except  those 
portions  of  loans  for  construction  purposes  which  may  have  a  matur- 
ity of  15  years.  However,  working  capital  loans  are  usually  limited  to 
6  years.  Maximum  interest  rate  for  the  SBA's  portion  of  a  loan  is  set 
by  legislation  at  5.5  percent  and  all  the  agency's  direct  loans  to  busi- 
nesses are  at  this  rate. 

Who  can  apply  and  hoio  to  apply. — A  small  business  is  one  inde- 
pendently owned  and  operated  which  is  not  dominant  in  its  field. 
Generally,  a  manufacturing  concern  is  considered  small  if  its  average 
employment  does  not  exceed  250,  wholesale  concerns  if  yearly  sales  are 
not  over  $5  million;  and  retail  and  service  concerns  including  pri- 
vately owned  health  facilities  if  annual  sales  or  receipts  are  not  over 
$1  million.  More  specific  criteria  may  be  obtained  from  any  SBA  field 
office.  Businesses  that  are  excluded  are:  gambling  establishments, 
newspapers,  radio  and  television  broadcasting  companies,  nonprofit 
enterprises,  speculators  in  property,  those  engaged  in  lending  or  in- 
vestments, or  in  fiancing  real  property  held  for  sale  or  investment, 
or  recreational  or  amusement  facilities  which  do  not  contribute  to  the 
health  or  general  well-being  of  the  public. 

For  information  contact. —  Small  Business  Administration,  Wash- 
ington, D.C.  20416  or  Small  Business  Administration  field  offices. 

Printed  information  available. — What  It  Is — What  It  Does,  OPI-6, 
SBA  Business  Loans,  OPI-18,  Simplified  Blanket  Loan  Guaranty 
Plan,  OPI-38,  Loan  Sources  in  the  Federal  Government,  Manage- 
ment Aid  No.  52. 

Authorizing  legislation^. — 15  U.S.C.  636(a) ;  Small  Business  Act,  as 
amended,  sec.  7(a);  Public  Law  536,  85th  Cong.,  second  sess.,  as 
amended ;  72  Stat.  387. 

Administering  agency. — Small  Business  Administration. 
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Office  of  Economic  Opportunity 

comprehensive  health  services  (neighboring  health  centers) 

Nature  and  purpose  of  program. — This  program  provides  grants 
for  the  establishment  of  health  centers  which  offer  comprehensive 
health  care  to  low-income  persons  and  are  located  in  areas  having  high 
concentrations  or  proportions  of  poverty  with  inadequate  health 
services. 

The  health  care  may  include  treatment,  screening,  and  diagnostic 
services,  home  care,  outreach  rehabilitation,  dental  care,  family  plan- 
ning, mental  health  care,  and  other  health  related  services.  In  addi- 
tion, the  grants  may  help  to  obtain  equipment  and  supplies,  training 
for  personnel,  planning  activities,  evaluation  of  projects,  and  trans- 
portation for  patients.  Special  technical  assistance  is  available  for 
rural  areas. 

Provisions  must  be  made  to  assure  that  all  health  services  are  under 
competent  professional  supervision  and  meet  high  standards  of  quality. 

All  appropriate  elements  of  the  community,  including  those  served, 
must  be  involved  in  the  projects'  planning  and  development.  OEO 
funds  are  a  "last  dollar"  resource  and  cannot  be  used  to  support  serv- 
ices, facilities,  equipment,  or  supplies  for  which  support  is  already 
available. 

Who  can  apply. — ^Any  public  or  private  nonprofit  agency,  such  as  a 
medical  society,  medical  school,  hospital,  public  health  department, 
group  practice  plan,  or  health  corporation  may  apply.  The  projects 
are  usually  operated  as  independent,  delegate  agencies  of  local  com- 
munity action  agencies. 

How  to  apply. — Instructions,  application  forms,  and  related  mate- 
rials are  available  from :  Address  below. 

For  information  contact. — Director,  Health  Services  Office,  Com- 
munity Action  Program,  Office  of  Economic  Opportunity,  1111  18th 
Street,  NW.,  Washington,  D.C.  20506  or  OEO  Regional  Office  or  the 
local  Community  Action  Agency. 

Printed  information  available. — The  Neighborhood  Health  Center 
Instructions  and  Guidelines:  The  Comprehensive  Neighborhood 
Health  Services  Program  Bibliography  on  OEO  Comprehensive 
Health  Services  Programs. 

Authorizing  legislation. — 42  U.S.C.  2809,  Economic  Opportunity 
Act  of  1964,  as  amended;  title  II,  sec.  222(a)  (4)  (A),  Public  Law  90- 
222, 81  Stat.  672. 

Administering  agency. — Office  of  Economic  Opportunity. 
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EXHIBIT  4 


REPORT  TO 
THE  CONGRESS  OF  THE  UNITED  STATES 


UNNECESSARY  COSTS  TO  BE  INCURRED 
UNDER  THE  MILITARY  DEPARTMENTS'  PROPOSALS 
FOR  CONTINUED  OPERATION  OF 
SEPARATE  ARMY  AND  NAVY  HOSPITALS 
IN  THE 

SAN  FRANCISCO  BAY  AREA,  CALIFORNIA 


BY 

THE  COMPTROLLER  GENERAL 
OF  THE  UNITED  STATES 

JUNE  1963 
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COMPTROLLER  GENERAL  OF  THE  UNITED  STATES 


WASHINGTON  25 


0UN28  1963 


B -133226 


To  the  President  of  the  Senate  and  the 
Speaker  of  the  House  of  Representatives 

Enclosed  is  our  report  on  unnecessary  costs  to  be  in- 
curred under  the  military  departments'  proposals  for  contin- 
ued operation  of  separate  Army  and  Navy  hospitals  in  the  San 
Francisco  Bay  area,  California. 

Our  review  disclosed  that  the  Department  of  Defense  will 
incur  unnecessary  annual  costs  of  about  $8.2  million  under  a 
plan  for  the  continued  separate  operation  of  Letterman  Army 
and  Oakland  Naval  Hospitals  in  the  San  Francisco  Bay  area. 
In  addition,  the  plans  being  considered  by  the  Department  of 
Defense  for  construction  of  separate  new  hospitals  at  these 
locations  will  result  in  costs  of  about  $10  million  more 
than  necessary  to  provide  adequate  hospital  facilities  for 
joint  service  use.    These  unnecessary  expenditures  can  be 
avoided  by  constructing  a  single  modern  hospital  in  the 
Oakland -Alameda  area  and  an  addition  to  the  Travis  Air  Force 
Hospital,  and  by  effective  Joint  use  of  these  facilities. 
Effective  Joint  use  can  be  achieved  by  improved  management 
of  the  patient  workload  through  (1)  eliminating  the  unneces- 
sary transfers  of  patients  to  the  San  Francisco  Bay  area, 
(2)  making  greater  use  of  available  civilian  hospitals  for 
the  care  of  dependents,  and  (3)  eliminating  the  requirement 
for  construction  of  facilities  to  care  for  retired  personnel, 
their  dependents,  and  others,  entitled  to  treatment  only  if 
space  is  available. 

We  proposed  to  the  Secretary  of  Defense  that  necessary 
replacement  of  military  hospital  facilities  in  the  San  Fran- 
cisco Bay  area  be  accomplished  by  a  single  replacement  hos- 
pital of  1,000  beds  and  a  200-bed  addition  to  the  modern 
hospital  at  Travis  Air  Force  Base  in  lieu  of  the  services' 
proposals  for  replacement  and  separate  operation  of  the 
present  Letterman  and  Oakland  Hospitals.    We  proposed,  also, 
that  the  Secretary  of  Defense  require  the  military  depart- 
ments to  provide  more  adequate  data  on  the  operation  of  mil- 
itary hospitals  so  that  the  real  needs  for  military  hospital 
facilities  could  be  more  accurately  and  consistently  deter- 
mined . 
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In  its  reply,  the  Department  of  Defense  stated  that  a 
thorough  analysis  of  the  total  requirements  for  hospital 
services  and  the  best  methods  of  satisfying  them  in  the  most 
economical  manner  was  needed  before  authorization  for  either 
the  Army  or  the  Navy  project  would  be  requested  from  the 
Congress.     The  Department  of  Defense  also  agreed  that  bed 
space  for  retired  personnel  should  not  be  included  in  com- 
puting hospital  construction  requirements  and  that  more  ade- 
quate data  on  the  use  of  hospital  facilities  should  be  used 
in  determining  requirements. 

Our  discussions  with  the  principal  medical  officials  of 
the  three  services  disclosed  considerable  reluctance  on  the 
part  of  the  Army  and  Navy  medical  officers  to  make  joint  use 
of  facilities,  either  presently  available  or  planned  for  con- 
struction, although  each  of  the  services  expressed  full  confi- 
dence in  the  quality  of  medical  care  provided  by  the  other. 
Because  of  this  attitude,  the  Department  of  Defense  is  likely 
to  encounter  the  same  lack  of  cooperative  effort  on  the  part 
of  the  individual  services  toward  the  more  effective  and  eco- 
nomical Joint  use  of  medical  activities  as  we  disclosed  in 
our  reports  on  the  duplication  of  development  effort  (B-lH^713 
and  B-1^67ll+,  May  I962) ,  on  failure  to  standardize  on  certain 
common  items  (B-133177>  October  I96I),  and  on  the  interserv- 
ice  utilization  of  excess  supplies  of  various  items  (B-I33313, 
May  i960,  and  B- 133336,  November  I96O) . 

In  view  of  the  magnitude  of  the  possible  savings,  we 
are  recommending  that  the  Secretary  of  Defense  take  the  nec- 
essary actions  to  consolidate  military  hospital  services  in 
the  San  Francisco  Bay  area  into  one  modern  replacement  hos- 
pital of  1,000  beds  in  the  Oakland-Alameda  area  and  the  mod- 
ern facility  at  Travis  Hospital  with  an  addition  of  200  beds. 
Further,  we  are  recommending  that  the  Secretary  of  Defense 
require  the  military  departments  to  improve  the  management 
of  the  patient  workload  to  accomplish  more  effective  joint 
utilization  of  existing  hospital  facilities  and  to  assure 
realistic  planning  of  military  hospital  construction  on  the 
basis  of  full  joint  use  of  all  available  military  hospital 
facilities. 
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Copies  of  this  report  are  being  sent  to  the  President 
of  the  United  States,  the  Secretary  of  Defense,  and  the  Sec- 
retaries of  the  Army,  Navy,  and  Air  Force. 

comptroller  General 
of  the  United  States 
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REPORT  ON 
UNNECESSARY  COSTS  TO  BE  INCURRED 
UNDER  THE  MILITARY  DEPARTMENTS'  PROPOSALS 
FOR  CONTINUED  OPERATION  OF 
SEPARATE  ARMY  AND  NAVY  HOSPITALS 
IN  THE 

SAN  FRANCISCO  BAY  AREA.  CALIFORNIA 
INTRODUCTION 

The  General  Accounting  Office  has  made  a  review  of  the  utili- 
zation and  costs  of  operating  the  Letterman  General  Hospital  (Army) 
and  the  United  States  Naval  Hospital,  Oakland,  both  located  in  the 
San  Francisco  Bay  area  of  California.  Our  review  was  made  pursuant 
to  the  Budget  and  Accounting  Act,  1921  (31  U.S.C.  53),  and  the  Ac- 
counting and  Auditing  Act  of  1950  (31  U.S.C.  67).  A  more  detailed 
discussion  of  the  scope  of  our  review  is  presented  on  page  26. 

BACKGROUND 

PERSONS  ENTITLED  TO  USE  MILITARY  HOSPITALS 
UNDER  DEPARTMENT  OF  DEFENSE  MEDICAL  PROGRAM 

The  military  departments  provide  medical  services  and  hospital 

care  (1)  to  military  personnel  on  active  duty,  (2)  to  dependents  of 

active  duty  personnel,  and  (3)  to  retired  military  personnel  and 

their  dependents  when  space  and  staff  are  available.    A  limited 

number  of  civilian  employees  of  the  Government  are  authorized  to 

use  military  hospitals  when  space  and  staff  are  available,  and  the 

military  departments  are  reimbursed  for  these  services. 
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The  Secretary  of  Defense  is  authorized  under  the  Medicare  pro- 
gram (10  U.S.C.  1071  et.  seq.)  to  contract  for  civilian  medical 
services  connected  with  hospitalization  of  dependents  of  active 
duty  military  personnel,  including  complete  obstetrical  and  mater- 
nity care.    The  Medicare  program  is  not  available  to  retired  per- 
sonnel or  their  dependents.    Dependents  not  residing  with  military 
personnel  on  active  duty  may  choose  between  the  use  of  available 
military  medical  facilities  or  civilian  medical  facilities  partic- 
ipating in  the  Medicare  program.     Except  in  an  emergency,  depend- 
ents residing  with  military  personnel  on  active  duty  may  use  civil- 
ian medical  facilities  at  Government  expense  only  when  the  neces- 
sary care  cannot  be  obtained  from  military  facilities  within  a  rea- 
sonable distance  from  the  patient's  residence  and  a  statement  of 
nonavailability  is  issued  by  the  appropriate  military  hospital  com- 
mander. 
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MOVEMENT  OF  PATIENTS  TO 
MILITARY  HOSPITAL  ACTIVITIES 

Patients  normally  are  treated  in  the  first  instance  at  the 
military  dispensary  or  hospital  facility  located  at  the  installa- 
tion where  the  patient  is  assigned  to  duty  or,  in  the  case  of  de- 
pendents and  retired  persons,  near  the  patient's  residence.  When 
the  hospital  at  the  installation  lacks  the  capability  to  provide 
the  necessary  medical  service  or  care,  the  patient  is  referred  to  a 
designated  "regional"  hospital  in  the  general  area  of  the  station 
hospital  or  to  a  large  "specialty  treatment  center."    Patients  re- 
quiring medical  services  or  care  beyond  the  capability  of  the  sta- 
tion and  regional  hospitals  are  referred  directly  to  the  large  spe- 
cialty treatment  centers.    These  specialty  treatment  centers  pro- 
vide a  full  range  of  medical,  surgical,  and  neuropsychiatric  cover- 
age and  serve  as  the  principal  activities  for  medical,  profes- 
sional, and  technical  training. 

Transfers  between  military  hospitals  within  the  limits  of  the 
same  major  Army  or  Navy  command,  and  in  certain  cases  between  Air 
Force  hospitals,  may  be  arranged  by  the  commands  concerned.  Other 
transfers  between  hospitals  in  the  United  States,  and  from  overseas 
hospitals  to  hospitals  in  the  United  States,  are  scheduled  through 
the  Armed  Services  Medical  Regulating  Office  (ASMRO) ,  a  joint  mili- 
tary agency  located  in  Washington,  D.C.     Patients  scheduled  through 
ASMRO  are  normally  assigned  on  the  basis  of  the  availability  of 
hospital  space  in  the  specialty  required  at  the  specialty  treatment 
hospital  nearest  the  patient's  duty  station  or  residence.    When  it 
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is  expected  that  the  patient  will  be  retired  following  treatment, 
assignment  Is  made  to  the  available  hospital  nearest  the  patient's 
residence.    When  the  patient  is  expected  to  return  to  duty,  assign- 
ment is  made  to  the  available  hospital  nearest  his  duty  station. 
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THREE  MILITARY  SPECIALTY  CENTER  HOSPITALS 
IN  THE  SAN  FRANCISCO  BAY  AREA 

Military  hospital  services  in  the  San  Francisco  Bay  area  are 
provided  by  three  specialty  treatment  center  hospitals:  Letterman 
General  Hospital,  United  States  Naval  Hospital,  Oakland,  and  Travis 
Air  Force  Base  Hospital.    In  addition,  medical  services  are  pro- 
vided by  the  hospital  at  Hamilton  Air  Force  Base,  San  Rafael,  Cali- 
fornia, and  by  numerous  dispensaries  located  throughout  the  Bay 
area. 

Letterman  General  Hospital — San  Francisco ^  California 
The  Letterman  Hospital  provides  medical  and  dental  services  to 
United  States  Army  activities  in  the  San  Francisco  Bay  area  and  is 
designated  as  a  regional  hospital  to  receive  referral  patients  from 
Hamilton  Air  Force  Base.     The  Letterman  Hospital  is  a  specialty 
treatment  center  providing  a  full  range  of  general  medical,  surgi- 
cal, and  neuropsychiatric  care  and  treatment  and  is  a  major  Army 
teaching  hospital.    In  I960,  Letterman  provided  professional  medical 
training  in  19  specialties  for  70  residents  and  2h  interns. 

Letterman  Hospital  consists  of  130  buildings  occupying  about 
^8  acres  of  the  Presidio  of  San  Francisco.    The  hospital,  along 
with  Headquarters,  Sixth  United  States  Army,  and  several  other  ac- 
tivities located  at  the  Presidio,  receives  maintenance  and  other 
supporting  services  from  the  Presidio  Garrison.    The  hospital  fa- 
cilities had  a  normal  capacity  of  1,029  beds  in  I960,  and  the  hos- 
pital was  operating  825  of  the  total  bed  capacity.    Facilities  in 
the  main  hospital  area  were  constructed  between  I898  and  1930,  with 
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additions  of  temporary- type  construction  during  World  War  II.  Many 
of  the  existing  facilities  have  been  in  operation  from  kO  to 
60  years  and  the  latest  addition  has  been  in  use  18  years. 
United  States  Naval  Hospital— Oakland ^  California 
The  Oakland  Hospital  provides  medical  and  dental  services  to 
Navy  activities  located  in  the  San  Francisco  Bay  area,  including 
personnel  of  the  fleet  stationed  in  San  Francisco,  and  is  a  re- 
gional hospital  to  receive  referral  patients  from  naval  stations  at 
Lemoore,  California,  and  Fallon  and  Hawthorne,  Nevada.    The  Oakland 
Hospital  is  a  specialty  treatment  center  providing  a  full  range  of 
general  medical,  surgical,  and  neuropsychiatric  care  and  treatment 
and  is  a  major  Navy  teaching  hospital.     In  July  1961,  the  Oakland 
Hospital  was  accredited  in  13  specialties  and  had  55  residents  and 
21  interns  receiving  professional  training. 

The  Oakland  Hospital  consists  of  137  buildings  located  on 
about  213  acres  of  land.     The  hospital  is  a  single-purpose  instal- 
lation and  operates  all  necessary  administrative  and  supporting 
services.    The  facilities  had  a  total  capacity  of  2,369  beds  in 
I960  and  the  hospital  was  operating  1,100  of  the  total  bed  capac- 
ity.   The  Oakland  Hospital  was  constructed  during  World  War  II  and 
is  of  temporary  frame  construction. 

Travis  Air  Force  Base  Hospital— Fairfield ^  California 
The  Travis  Hospital  provides  medical  and  dental  services  for 
Travis  Air  Force  Base,  the  west  coast  aerial  terminal  of  the  Mili- 
tary Air  Transport  Service,  and  for  nearby  small  Army  and  Navy  ac- 
tivities.    It  is  designated  as  a  regional  hospital  to  receive 
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referral  patients  from  Beale  Air  Force  Base,  California,  and  Stead 
Air  Force  Base,  Nevada.     Travis  Hospital  Is  the  only  Air  Force  hos- 
pital on  the  west  coast  designated  as  a  specialty  treatment  center 
and  provides  a  wide  range  of  general  medical,  surgical,  and  neuro- 
psychlatrlc  care  and  treatment.    A  professional  teaching  program 
is  authorized  to  begin  at  Travis  Hospital  In  fiscal  year  I963  with 
six  Interns. 

Travis  Hospital  Is  a  ^0-bed  facility  of  modern  design,  con- 
structed since  World  War  II.     The  hospital  has  385  operating  beds. 
In  addition,  a  separate  facility  of  135  beds,  of  temporary  con- 
struction, is  operated  for  transient  patients,  usually  received  by 
air,  enroute  to  other  hospitals. 
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DEPARTMENT  OF  DEFENSE  POLICY  FOR  JOINT  UTILIZATION 
OF  MEDICAL  SERVICES  AND  FACILITIES 
OF  THE  MILITARY  DEPARTMENTS 

The  Department  of  Defense  (DOD)  in  1955  adopted  a  policy  of 
greater  Joint  utilization  of  existing  military  medical  services  and 
facilities.    The  Secretaries  of  the  three  military  departments  were 
made  responsible  for  maximum  coordination  to  place  the  policy  in 
operation  and  for  continued  action  to  improve  the  efficiency  and 
economy  of  the  health  and  medical  service  operations  through  joint 
utilization.     The  military  departments  were  directed  to  make  every 
effort  to  reduce,  consolidate,  and  eliminate  facilities,  in  spe- 
cific areas  where  another  facility  is  available,  that  can  economi-  ' 
cally  and  efficiently  provide  necessary  medical  support  for  all 
Armed  Forces  personnel,  including  their  dependents,  and  other  au- 
thorized personnel.     Also,  the  military  departments  were  directed 
to  apply  the  same  efforts  to  accomplish  greater  joint  use  in 
planning  for  new  construction  and  major  alterations  of  medical  fa- 
cilities. 

In  furtherance  of  the  policy  of  joint  utilization  of  existing 
facilities,  DOD  in  I960  designated  a  number  of  regional  hospitals 
to  receive  patients  referred  from  station  hospitals  in  the  same 
general  area,  regardless  of  service  affiliation. 
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FINDINGS,  CONCLUSIONS.  AND  RECOMMENDATIONS 

UNNECESSARY  COSTS  TO  BE  INCURRED  UNDER  THE 
MILITARY  DEPARTMENTS'  PROPOSALS  FOR  CONTINUED 
OPERATION  OF  SEPARATE  ARMY  AND  NAVY  HOSPITALS 
IN  THE  SAN  FRANCISCO  BAY  AREA 

The  Department  of  Defense  will  incur  unnecessary  annual  costs 
of  about  $8.2  million  under  a  plan  for  the  continued  separate  opera- 
tion of  Letterman  Army  and  Oakland  Naval  Hospitals  in  the  San  Fran- 
cisco Bay  area.     In  addition,  the  plans  being  considered  by  the  De- 
partment of  Defense  for  construction  of  separate  new  hospitals  at 
these  locations  will  result  in  costs  of  about  $10  million  more  than 
necessary  to  provide  adequate  hospital  facilities  for  joint  service 
use.    These  unnecessary  expenditures  can  be  avoided  by  constructing 
a  single  modern  hospital  in  the  Oakland -Alameda  area  and  an  addi- 
tion to  the  Travis  Air  Force  Hospital  and  by  effective  joint  use  of 
these  facilities.    Effective  joint  use  can  be  achieved  by  improved 
management  of  the  patient  workload  through  (1)  eliminating  the  un- 
necessary transfers  of  patients  to  the  San  Francisco  Bay  area, 
(2)  making  greater  use  of  available  civilian  hospitals  for  the  care 
of  dependents,  and  (3)  eliminating  the  requirement  for  construction 
of  facilities  to  care  for  retired  personnel,  their  dependents,  and 
others,  entitled  to  treatment  only  if  space  is  available. 

Estimated  $8.2  million  unnecessary 
annual  operating  costs 

We  estimate  that  a  reduction  of  $8.2  million  in  annual  operat- 
ing costs  would  result  from  effective  joint  use  of  a  single  replace- 
ment hospital  in  the  Oakland -Alameda  area  and  an  addition  at  Travis 
Hospital.     Improved  management  of  the  patient  workload  would 


9 


180 


FEDERAL  ROLE  IN  HEALTH 


require  1,200  beds  Instead  of  the  1,925  beds  In  operation  in  fiscal 
year  I960.    Our  computation  of  unnecessary  annual  operating  costs 
follows: 

Recorded  operating  costs  of  Letterman  and 
Oakland  Hospitals,  fiscal  year  I960: 
Letterman  (825  beds  and  related  serv- 
ices) $11,818,000 
Oakland  (1,100  beds  and  related  serv- 
ices) 9.^^9.000  $21,267,000 

Estimated  annual  operating  costs  after 
consolidation  of  area  hospital  services 
and  improvement  in  the  management  of 
the  patient  workload: 

Operation  of  military  hospitals: 
Single  replacement  hospital 
(1,000  beds  and  related  serv- 
ices) 9,500,000 
Travis  Hospital  addition  (200 

beds  and  related  services)  1 . 0^1 , 000 

Total  10,5^1,000 

Care  of  active  duty  members  to  be 
treated  in  military  hospital  near 
duty  station  or  residence  1,061,000 

Care  of  active  duty  dependents  in 
available  civilian  hospitals  (Medi- 
care) 1,^70,000  1^.072.000 

Estimated  annual  reduction  in  operating 

costs  S  8. 19*^. OOP 

We  estimate  that  the  annual  costs  of  operating  the  single  re- 
placement hospital  for  Joint  use  would  not  exceed  $9,500,000.  In 
order  to  recognize  possible  differences  in  staffing  and  make-up  of 
the  medical  services  now  provided  at  Letterman  and  Oakland  Hospi- 
tals, which  would  be  continued  in  the  consolidated  replacement  hos- 
pital, we  have  averaged  the  direct  costs  for  military  and  civilian 
personnel,  supplies,  contractual  services,  travel,  and  miscellane- 
ous purposes  charged  directly  to  hospital  operations  in  fiscal 
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year  I960.    We  have  eliminated  certain  administrative  and  mainte- 
nance costs  allocated  to  Letterman  Hospital  for  services  provided 
by  the  Presidio  of  San  Francisco  since  administration  and  mainte- 
nance are  already  included  in  the  Oakland  Hospital  costs  used  in 
our  estimates.     Our  estimate  does  not  take  into  account  the  pos- 
sible reduction  in  maintenance  costs  owing  to  the  elimination  of 
1,269  inactive  bed  facilities  (see  p.  6)  at  Oakland  or  the  addi- 
tional savings  in  time  and  supervisory  personnel  possible  by  the 
elimination . of  distance  between  working  areas  in  a  hospital  of  mod- 
ern design.    We  have  accepted  the  estimated  $1,0^1,000  increase  in 
operating  costs  at  Travis  Air  Force  Hospital  developed  by  the  Air 
Force  for  a  proposed  increase  of  200  beds  in  specific  wards  and  re- 
lated services. 

Our  estimate  of  $1,061,000  for  costs  to  be  incurred  at  other 
military  hospitals  to  care  for  active  duty  personnel  to  be  treated 
in  military  hospitals  near  their  duty  station  or  residence  has  been 
computed  on  the  basis  of  II6  beds  used  during  fiscal  year  I96O  for 
active  duty  patients  unnecessarily  transferred  to  Letterman  and 
Oakland,  as  discussed  on  page  15  below.    The  average  beds  used  have 
been  converted  to  patient  days  and  the  cost  computed  at  $25  per  pa- 
tient per  day.    The  rate  of  $25  per  patient  day  is  the  rate  author- 
ized by  the  Bureau  of  the  Budget  for  intergovernmental  billing  for 
hospital  care  in  military  hospitals.    This  rate  is  based  on  cost 
finding  studies  of  the  Bureau  and  is  designed  to  recover  all  direct 
costs. 
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Our  estimate  of  $1,^70,000  to  be  Incurred  under  the  Medicare 
program  for  care  of  active  duty  dependents  In  available  civilian 
hospitals  Is  based  on  making  greater  use  of  civilian  hospitals  for 
97  beds  used  unnecessarily  during  fiscal  year  I960  at  Letterman  and 
Oakland,  as  discussed  on  page  17  below.    We  determined  the  number 
of  dependents  of  active  duty  personnel  that  should  be  treated  In 
civilian  hospitals  and  computed  the  costs  at  $300  per  patient,  the 
average  cost  to  the  Government  for  completed  Medicare  cases  In  Cal- 
ifornia during  fiscal  year  i960. 

Estimated  $10  million  unnecessary  costs 
for  planned  reTJlacement  of  both  Letterman 
and  Oakland  Hospitals 

The  proposals  for  construction  of  replacements  for  both  Let- 
terman and  Oakland  Hospitals  under  consideration  as  of  September 
1962  Include  unnecessary  costs  of  about  $10  million,  because  they 
provide  more  beds  than  are  needed  In  the  area  and,  provide  for  two 
new  replacement  hospitals  whereas  only  one  new  replacement  hospi- 
tal appears  to  be  needed. 

Our  estimate  of  the  amount  of  unnecessary  costs  of  two  replace- 
ment hospitals  compared  with  the  costs  of  a  single  replacement  hos- 
pital and  an  addition  to  Travis  Hospital  follows: 

Estimated  cost  of  replacing  Letter- 
man  and  Oakland  Hospitals: 

Letterman  700  beds 

Oakland  750    "  $35,000,000 

Less: 

Estimated  cost  of  replacement 
hospital  and  addition  at 
Travis: 

Replacement  hospital  1,000    "  $21,000,000 

Addition  to  Travis  hospital      200     "         ^.000.000  2^.000.000 

Total  excess  replacement  cost  $10^000^000 
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The  estimated  costs  of  replacing  both  Letterman  and  Oakland 
Hospitals  are  based  on  proposals  by  Army  and  Navy  medical  officials 
as  of  January  1,  1962,  for  replacement  of  850  beds  at  Letterman  and 
1,000  beds  at  Oakland.    The  square  feet  of  space  requested  in  the 
initial  service  proposals  have  been  reduced  proportionately  to  a 
700-  and  750-bed  requirement  adopted  by  the  Army  and  Navy  hospital 
officials  in  September  1962.    We  estimated  construction  costs  at 
$29.50  per  square  foot,  the  current  cost  per  square  foot  compiled 
by  the  State  of  California  for  construction  of  hospitals  of  this 
type.    We  have  added  to  these  amounts  the  respective  site  prepara- 
tion and  related  costs  included  in  the  initial  service  proposals  to 
arrive  at  the  total  estimated  cost  of  $35  million.    None  of  the  es- 
timates above  include  consideration  of  the  economic  value  of  land 
that  would  be  available  for  disposition  or  other  use  by  consolidat- 
ing the  present  operations. 

Our  review  of  bed  usage  at  Letterman  and  Oakland  in  I960,  dis- 
cussed below,  shows  that  1,200  operating  beds  would  provide  ade- 
quate hospital  services.    Our  proposal  provides  for  replacement  of 
a  modern  hospital  of  1,000  beds  in  the  Oakland -Alameda  area  and  an 
addition  of  200  beds  to  the  present  modern  hospital  at  Travis.  In 
estimating  the  costs  for  a  replacement  hospital  of  1,000  beds,  we 
have  used  the  Navy  estimate  adjusted  to  California  cost  per  square 
foot  as  described  above.    The  estimated  construction  costs  for  the 
proposed  200-bed  addition  at  Travis,  which  does  not  require  as  ex- 
tensive construction  as  in  the  replacement  hospital,  have  been  es- 
timated by  the  Air  Force  on  the  basis  of  increases  in  existing  mod- 
ern facilities. 
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The  Oakland -Alameda  area  seems  the  logical  location  for  the 
single  replacement  hospital  since  this  area  has  the  greatest  con- 
centration of  active  duty  and  dependent  patients  in  the  San  Fran- 
cisco Bay  area,  is  readily  accessible  from  all  parts  of  the  area, 
and  could  provide  a  suitable  site  for  the  replacement  hospital. 

The  revised  proposals  of  the  Army  and  Navy,  as  indicated  above, 
provide  for  a  total  of  1,^50  beds.     However,  usage  experience  in 
calendar  year  I960  indicates  that  about  1,200  beds  would  adequately 


Combined  total  beds  occupied  during  calendar 

year  I960  1,^3^ 
Less: 

Reductions  possible  through  improved  work- 
load management: 

Eliminating  unnecessary  transfers  into 

the  area  116 
Making  greater  use  of  civilian  hospi- 
tals for  care  of  dependents  97 
Delete  requirements  for  facilities  for 
retired  personnel,  their  dependents, 
and  others  266  ^-79 

Beds  needed  based  on  occupancy  955 

Dispersion  factor  (see  note  below)  239 

Total  operating  beds  needed  1,19^- 

Note:     In  determining  hospital  requirements  in  the  Department  of 
Defense,  operating  bed  capacity  equal  to  25  percent  of  the 
bed  occupancy  experience  is  added  for  flexibility  in  handling 
seasonal  fluctuations  in  patient  loads;  separation  of  the 
sexes,  adults  and  children;  contagious  cases;  neuropsychiat- 
ric  cases;  and  the  like.    This  dispersion  factor  is  20  per- 
cent of  the  total  authorized  operating  beds. 

Our  findings  with  respect  to  reductions  in  bed  needs  through 
improved  workload  management  of  transferees,  dependents,  and  re- 
tired patients  in  I960  are  discussed  below. 
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Unnecessary  transfers  of  active  duty  patients 
to  Letterman  and  Oakland  Hospitals  required 
operation  of  116  beds  in  excess  of  needs 

We  found  that  116  beds  were  used  by  active  duty  patients  un- 
necessarily transferred  into  the  San  Francisco  Bay  area  from  other 
areas. 

Active  duty  patients  requiring  transfer  for  medical  services 
or  care  beyond  the  capability  of  the  transferring  hospital  are  nor- 
mally sent  to  the  "regional"  or  "specialty  treatment  center"  hos- 
pital with  available  bed  care  in  the  specialty  required  which  is 
located  nearest  the  patient ^s  duty  station  or  residence. 

An  average  of  116  beds  at  Letterman  and  Oakland  Hospitals  were 
occupied  in  calendar  year  I960  by  patients  transferred  from  hospi- 
tals outside  the  Sixth  Army  area.    These  patients  did  not  reside  in 
the  central  part  of  the  Sixth  Army  area,  comprising  northern  Cali- 
fornia, Nevada,  and  Utah,  which  is  serviced  normally  by  military 
hospitals  in  the  San  Francisco  Bay  area.     At  the  same  time,  hospi- 
tal bed  facilities  were  generally  available  in  specialty  treatment 
center  hospitals  in  other  Army  areas  in  the  United  States  and  in 
the  northern  (Seattle  Tacoma)  and  southern  (San  Diego-Los  Angeles) 
parts  of  the  Sixth  Army  area.    More  effective  use  of  available  beds 
nearer  the  patient's  duty  station  or  residence  would  have  made 
transfer  to  San  Francisco  hospitals  unnecessary. 

The  residence  of  active  duty  patients  unnecessarily  trans- 
ferred to  Letterman  and  Oakland  from  hospitals  outside  the  Sixth 
Army  area  in  calendar  year  I960  follows; 
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Combined  Letterman 


Residence  of  and  Oakland 

active  average  beds 

duty  patient  used 

Other  Army  areas  in  United  States  56 

Sixth  Army  area: 

Southern  part  ^2 

Northern  part  l8 

Total  116 


The  availability  of  more  than  56  hospital  beds  at  military 
specialty  treatment  center  hospitals  in  other  Army  areas  for  pri- 
ority use  of  active  duty  patients  residing  in  other  Army  areas  is 


shown  by  the  following  summary: 


Army 
area 

Number 

of 
hospi- 
tals 

Authorized 
capacity 

Available 
for  use 
(note  a) 

In  use 
(note  b) 

Beds  available 
with  priority 

for  active 
duty  patients 

First 

Second 

Third 

Fourth 

Fifth 

2 
7 
3 
5 
1+ 

3,276 
8,010 
1A91 
5A03 
^,176 

1,175 
8h2 
1,796 

1,083 
^-,010 
61+8 
2,020 
1,695 

92 
^32 
19^ 
^-25 
101 

Total 

22,^56 

10.700 

9A'?6 

1,2^+1+ 

^Beds  for  which  staffing  is  available  after  allowing  a  20  percent 
contingency  and  dispersal  reserve. 


'In  use  for  active  duty  patients  and  their  dependents  after  delet- 
ing beds  used  by  retired  military  personnel,  their  dependents,  and 
others,  entitled  to  be  treated  only  when  space  not  needed  for  ac- 
tive duty  personnel  or  their  dependents  is  available. 


Also,  the  availability  of  l8  and  ^2  beds  at  military  specialty 
treatment  center  hospitals  in  the  northern  and  southern  parts  of 
the  Sixth  Army  area,  respectively,  for  priority  use  of  active  duty 
patients  residing  in  those  parts  of  the  Sixth  Army  area  is  as  fol- 
lows: 
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Number  Beds  available 
of  Available  with  priority- 
Sixth           hospi-  Authorized        for  use  In  use      for  active 
Army              tals  capacity        (note  a)  (note  b)  duty  patients 

Northern  1  1,^73    ^  ^00  376  2h 

Southern  1  1.891  1.^80  1.08^  226 

Total  ^.^69  1.730  1.^60  320 

See  notes  a  and  b  to  prior  schedule. 

From  available  records  we  could  not  determine  the  availability 
of  bed  space  in  particular  hospitals  at  the  time  patients  were 
transferred  to  the  San  Francisco  area.     However,  in  view  of  the 
large  number  of  operating  beds  available  in  the  other  Army  areas 
and  the  northern  and  southern  parts  of  the  Sixth  Army  area  and  of 
the  priority  given  to  active  duty  personnel,  there  is  little  ques- 
tion that  beds  wotild  be  available  for  these  unnecessarily  trans- 
ferred patients. 

Failure  to  make  reasonable  use  of  available 
civilian  hospitals  for  dependents  of  active  duty 
personnel  resulted  in  unnecessary  operation  of  97  beds 

We  found  that  97  beds  at  Letterman  and  Oakland  were  unneces- 
sarily being  used  for  dependents  of  active  duty  personnel  because 
either  they  (1)  resided  beyond  the  prescribed  time  and  distance 
criteria  for  treatment  in  military  hospitals  in  the  San  Francisco 
area  or  (2)  exceeded  the  optimum  proportion  of  dependent  patients 
to  be  treated  in  military  hospitals  compared  with  the  number  to  be 
treated  in  civilian  hospitals  under  the  Medicare  program.  Treat- 
ment of  these  patients  under  the  Medicare  program  at  civilian  hos- 
pitals would  accomplish  a  more  economical  and  effective  use  of 
available  military  hospital  facilities. 
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Our  analysis  of  dependent  patients  at  Letterman  and  Oakland  in 
calendar  year  I96O  showed  that  ^-8  beds  were  used  unnecessarily  be- 
cause Medicare  permits  were  not  issued  for  patients  residing  beyond 
the  prescribed  time  and  distance  criteria  or  outside  the  San  Fran- 
cisco Bay  area.     By  joint  agreement  among  the  military  services, 
the  San  Francisco  Bay  area  is  divided  into  four  zones  for  admini- 
stration of  the  Medicare  program.     Each  zone  is  served  by  a  mili- 
tary hospital. 


The  agreement  provides  that  a  Medicare  permit  be  issued  to  depend- 
ent patients  by  the  appropriate  hospital  commander  when  the  neces- 
sary care  is  not  available  at  the  military  hospital  or  when  the  pa- 
tient resides  beyond  25  miles  or  1  hour's  travel  from  the  military 
hospital. 

The  remaining  ^-9  beds  used  unnecessarily  were  for  patients  in 
excess  of  the'  number  required  to  achieve  the  objective  of  treating 
70  percent  of  active  duty  dependents  in  military  hospitals.  The 
proportion  of  active  duty  dependents  treated  in  military  hospitals 
compared  with  those  treated  in  civilian  hospitals  has  increased 
from  ^7  percent  in  1958  to  approximately  70  percent  in  I962.  The 
military  departments  estimate  that  this  level  will  be  maintained 
and  will  accomplish  optimum  use  of  the  military  medical  facility 
system.    We  have  no  basis  on  which  to  question  this  judgment. 


Bay  area 
Medicare  zones 


Military  hospital 


San  Francisco-San  Mateo 
Oakland-Hayward 
Fairfield-Vallejo 
Marin  County 


Letterman  General  Hospital 
United  States  Naval  Hospital,  Oakland 
Travis  Air  Force  Base  Hospital 
Hamilton  Air  Force  Base  Hospital 
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However,  we  found  that  Letterman  and  Oakland  Hospitals  were  accept- 
ing nearly  100  percent  of  dependent  patients  applying  for  admission 
from  the  four  San  Francisco  medical  zones. 

The  beds  used  for  dependents  at  Letterman  and  Oakland  Hospi- 
tals, our  estimate  of  the  number  of  beds  that  should  be  used  in 
civilian  hospitals,  and  the  available  civilian  hospital  beds  in  the 
established  Medicare  zones  are  shown  below. 


Number  that 

should  be 

Available  beds 

Daily 

used  in 

in  excess  of 

average 

civilian 

daily  usage  at 

beds  used 

hospitals 

55  area 

(100 

(30  per- 

civilian 

percent) 

cent) 

hospitals 

70 

21 

1,1-91 

'I 

22 

1,0^0 

1 

113 

_1 

91 

Ml 

ki 

2. ^^5 

Bay  area 
Medicare  zones 

San  Francisco-San  Mateo 
Oakland-Hayward 
Fairfield-Vallejo 
Marin  County 

Total 

It  is  apparent  that  the  available  2,^-35  civilian  hospital  beds 
in  the  Medicare  zones  are  more  than  sufficient  to  care  for  the  pa- 
tients now  being  treated  at  military  hospitals  in  excess  of  the 
proportion  established  for  optimum  use  of  the  military  medical  fa- 
cility system. 

Maintenance  of  operating  beds  for  retired 
personnel,  their  dependents,  and  others 
resulted  in  266  beds  excess  to  hospital  needs 

During  I960,  266  beds  at  Letterman  and  Oakland  Hospitals  were 

used  for  retired  personnel,  their  dependents,  and  others,  entitled 

to  use  military  hospitals  only  when  bed  space  and  hospital  staff 

maintained  primarily  for  active  duty  personnel  and  their  dependents 

are  available. 
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In  reference  to  provision  for  replacement  of  hospital  facili- 
ties, the  conference  report  on  the  Military  Construction  Appropria- 
tions Bill,  1962  (H.R.  1156),   stated  as  follows: 

The  basic  law  authorizing  the  use  of  military  medi- 
cal facilities  by  retired  military  personnel  is  completely 
permissive  in  nature  and  does  not  involve  specific  re- 
quirements for  the  construction  of  facilities  for  such 
personnel.     Provision  should  be  made  for  retired  person- 
nel on  a  space  available  basis  as  authorized  by  law  and 
construction  requirements  be  based  only  on  beds  required 
for  active  duty  military  personnel  and  their  dependents. 
The  Department  of  Defense  will  be  expected  in  the  future 
to  adhere  to  a  policy  in  the  construction  of  hospital  fa- 
cilities which  ***  does  not  program  beds  in  new  construc- 
tion for  retired  personnel.     *++. " 

In  addition  to  the  permissive  use  of  military  hospitals  on  a 
"space  available"  basis,  retired  personnel  may  use  Veterans  Admin- 
istration services  and  hospitals  under  the  same  conditions  as  other 
veterans . 

The  Department  of  Defense  has  acknowledged  that  it  would  not 
be  appropriate  under  present  regulations  to  include  facilities  for 
retired  personnel  and  their  dependents  in  the  planned  replacement 
of  Letterman  and  Oakland  Hospitals.  * 
Agency  comments 

In  October  I96I,  we  proposed  to  the  Secretary  of  Defense  that 
necessary  replacement  of  military  hospital  facilities  in  the  San 
Francisco  Bay  area  be  accomplished  by  a  single  replacement  hospital 
of  1,000  beds  and  a  200-bed  addition  to  the  modern  hospital  at 
Travis  Air  Force  Base  in  lieu  of  the  services'  proposals  for  replace- 
ment and  separate  operation  of  the  present  Letterman  and  Oakland 
Hospitals.     We  proposed,  also,  that  the  Secretary  of  Defense  re- 
quire the  military  departments  to  provide  more  adequate  data  on  the 
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operation  of  military  hospitals  so  that  the  real  needs  for  military 
hospital  facilities  could  he  more  accurately  and  consistently  de- 
termined. 

On  January  16,  1962,  the  Deputy  Secretary  of  Defense  advised 
us  that  the  Department  of  Defense  had  not  as  yet  programed  new  con- 
struction for  replacement  of  Letterman  and  Oakland  Hospitals.  The 
Deputy  Secretary  stated  that,  although  extensive  discussions  had 
been  held  with  the  Bureau  of  the  Budget,  the  military  departments, 
and  the  Office  of  the  Secretary  of  Defense,  a  thorough  analysis  of 
the  total  requirements  and  the  best  methods  of  satisfying  them  in 
the  most  economical  manner  was  needed  before  requesting  authoriza- 
tion of  either  project. 

The  Department  of  Defense  agreed  that  it  is  not  appropriate 
under  existing  authority  to  include  bed  space  for  retired  personnel 
in  computing  hospital  construction  requirements,  but  indicated  that 
further  study  was  necessary  to  resolve  the  questions  raised  as  to 
the  total  hospital  requirements  in  the  San  Francisco  area. 

The  Deputy  Secretary  expressed  full  accord  with  any  system 
that  would  provide  more  adequate  data  on  the  use  of  hospital  facil- 
ities to  aid  in  the  determination  of  requirements  and  suggested 
that  we  consult  with  the  Deputy  Assistant  Secretary  (Health  and  Med- 
ical) as  to  specific  suggestions. 

On  September  5?  1962,  we  met  with  the  Hospital  Plans  Group, 
Office  of  the  Secretary  of  Defense,  the  principal  medical  officers 
of  the  military  departments,  and  representatives  of  the  Bureau  of 
the  Budget  to  discuss  our  proposals. 
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The  medical  officers  of  the  three  services  stated  that  there 
was  no  question  as  to  the  quality  of  medical  and  hospital  services 
provided  by  the  Army,  Navy,  or  Air  Force  hospitals  which  would  de- 
ter joint  use.     However,  they  stated  that  there  was  a  strong  pref- 
erence on  the  part  of  military  personnel  to  be  treated  in  a  hospi- 
tal of  their  own  service.    The  Army  and  Navy  representatives  pre- 
sented their  views  that  the  continued  operation  and  necessary  re- 
placement of  separate  Army  and  Navy  hospitals  in  the  San  Francisco 
area  were  essential  for  purposes  of  morale  and  medical  training. 

We  are  unable  to  comment  on  the  purported  preference  of  per- 
sonnel to  be  treated  in  a  hospital  of  their  own  service  or  the  need 
for  separate  Army  and  Navy  hospitals  for  purposes  of  morale.  With 
respect  to  the  need  for  separate  hospitals  for  medical  training, 
our  review  disclosed  that  the  Air  Force  trains  residents  and  in- 
terns in  Army  hospitals  although  neither  the  Army  nor  the  Navy  use 
hospitals  of  another  military  service  for  their  medical  training. 
Both  the  Army  and  Air  Force  have  doctors  training  in  other  Govern- 
ment hospitals,  and  all  three  services  use  civilian  hospitals  for 
this  purpose. 

In  view  of  the  availability  of  military  hospital  facilities  at 
present  teaching  locations  throughout  the  United  States,  we  believe 
that  full  joint  utilization  of  these  military  teaching  facilities 
in  line  with  the  joint  utilization  policy  of  the  Department  of  De- 
fense would  make  unnecessary  any  expansion  of  the  teaching  program 
in  San  Francisco. 
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Conclusions  and  recommendations 

The  Department  of  Defense  Is  responsible  for  the  effective  and 
economical  use  of  all  resources  available  to  provide  the  necessary- 
medical  facilities  and  services  for  active  duty  personnel  and  their 
dependents.    These  medical  services  are  also  available  for  the  use 
of  retired  personnel  and  others  when  space  permits.    The  policy  of 
the  Department  of  Defense  for  the  maximum  joint  use  of  existing 
medical  staff  and  facilities  is  an  important  means  of  accomplishing 
the  effective  and  economical  operation  of  medical  programs  in  the 
Department . 

In  the  San  Francisco  Bay  area,  plans  proposed  by  the  military 
departments  provide  for  the  continuation  of  separate  military  hos- 
pitals operating  at  levels  well  above  present  needs  which  will  re- 
sult in  unnecessary  annual  costs  of  about  $8.2  million.    We  believe 
that  these  plans  illustrate  the  reluctance  of  the  military  depart- 
ments to  effect  the  economies  of  Joint  utilization  of  medical  fa- 
cilities in  San  Francisco,  in  designated  regional  hospitals  in  the 
Sixth  Army  area,  and  in  other  areas,  through  improved  management  of 
the  patient  workload.     The  insistence  on  the  replacement  and  con- 
tinued operation  of  separate  service  facilities  at  Letterman  and 
Oakland  and  the  projection  of  replacement  needs  on  the  basis  of  the 
unnecessary  usage  of  these  hospitals  has  resulted  in  proposals  for 
construction  costs  that  are  about  $10  million  in  excess  of  needs. 

Joint  use  of  a  single  modern  replacement  hospital  of  1,000 
beds  in  the  Oakland-Alameda  area  and  of  the  modern  hospital  at 
Travis  Air  Force  Base  expanded  by  200  beds  would  provide  the 
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necessary  bed  care  for  the  area  and  support  the  teaching  program  of 
the  military  departments  in  effect  at  the  time  of  our  review. 
These  hospitals  would  be  comparable  with  other  teaching  hospitals 
both  as  to  number  of  beds  and  types  of  cases  being  treated. 

Our  discussions  with  the  principal  medical  officials  of  the 
three  services  disclosed  considerable  reluctance  on  the  part  of  the 
Army  and  Navy  medical  officers  to  make  joint  use  of  facilities,  ei- 
ther presently  available  or  planned  for  construction,  although  each 
of  the  services  expressed  full  confidence  in  the  quality  of  medical 
care  provided  by  the  other.     Because  of  this  attitude,  the  Depart- 
ment of  Defense  is  likely  to  encounter  the  same  lack  of  cooperative 
effort  on  the  part  of  the  individual  services  toward  more  effective 
and  economical  joint  use  of  medical  activities,  as  we  disclosed  in 
our  reports  to  the  Congress  on  the  duplication  of  development  ef- 
fort (B-m-6713  and  B-lh67lh,  May  1962),  on  the  failure  to  standard- 
ize on  certain  common  items  (B-I33177,  October  I96I) ,  and  on  the 
interservice  utilization  of  excess  supplies  of  various  items 
(B-133313,  May  i960,  and  B-I33336,  November  I96O) . 

Recommendations 

In  view  of  the  magnitude  of  the  possible  savings  in  the  hospi- 
tal operation  and  proposed  construction  of  replacement  hospitals  in 
the  San  Francisco  Bay  area,  we  recommend  that  the  Secretary  of  De- 
fense take  the  necessary  actions  to  consolidate  the  military  hospi- 
tal services  in  the  San  Francisco  Bay  area  into  one  modern  replace- 
ment hospital  of  1,000  beds  in  the  Oakland-Alaraeda  area  and  the 
modern  facility  at  Travis  hospital  with  an  addition  of  200  beds. 
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Also,  in  view  of  the  apparent  reluctance  of  medical  officials 
of  the  individual  services  in  applying  the  joint  utilization  policy, 
we  recommend  that  the  Secretary  of  Defense  require  the  military  de- 
partments to  improve  the  management  of  the  patient  workload  to  ac- 
complish more  effective  joint  utilization  of  existing  hospital  fa- 
cilities and  to  assure  realistic  planning  of  military  hospital  con- 
struction on  the  basis  of  full  joint  use  of  all  available  military 
hospital  facilities. 
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SCOPE  OF  REVIEW 

We  examined  the  individual  patient  records  at  Letterman  and 
Oakland  Hospitals  for  calendar  year  I960  to  identify  the  types  of 
patients,  their  origin,  their  residence,  and  the  types  of  medical 
treatment  received.    We  reviewed  the  use  being  made  of  available 
civilian  hospitals  in  the  San  Francisco  Bay  area  for  dependents  of 
active  duty  personnel  through  the  Dependents'  Medical  Care  Program. 
A  review  was  made  of  the  policies  established  by  the  Department  of 
Defense  relating  to  the  utilization  of  medical  facilities. 

From  the  Departments  of  the  Army,  Navy,  and  Air  Force,  we  ob- 
tained data  pertaining  to  the  available  operating  and  inactive  bed 
facilities,  present  usage  of  military  hospitals  operated  as  spe- 
cialty treatment  centers,  and  the  resident  and  intern  training  pro- 
grams of  the  military  departments.    Facility  and  usage  data  were 
also  obtained  for  all  hospitals  in  the  Sixth  Army  area  which  in- 
cludes the  San  Francisco  Bay  area.    We  discussed  with  officials  of 
the  Armed  Services  Medical  Regulating  Office  their  practices  in 
regulating  patient  transfers  to  the  various  military  hospitals  and 
reviewed  their  records  of  transfers  between  military  hospitals. 

We  reviewed  the  California  State  Plan  for  Hospitals,  July  1, 
1961,  to  June  30,  1962,  and  July  1,  1962,  to  June  30,  I963,  with 
regard  to  available  and  planned  hospital  facilities  and  patient  bed 
occupancy  experience  of  civilian  hosiptals  in  the  San  Francisco  Bay 
area.    We  also  reviewed  the  records  at  Travis  Air  Force  Base  Hos- 
pital, a  third  specialty  treatment  center  located  in  the  Bay  area, 
regarding  patient  bed  occupancy  experience  and  the  availability  of 
bed  facilities. 
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At  the  Letterman  and  Oakland  Hospitals,  we  reviewed  the  rec- 
ords covering  the  cost  of  hospital  operations  for  calendar  year 
i960.    Costs  to  the  Government  under  the  Dependents'  Medical  Care 
Program  in  the  State  of  California  were  obtained  by  us  from  the  Of- 
fice for  Dependents'  Medical  Care,  Office  of  the  Army  Surgeon 
General . 
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APPENDIX 


PRINCIPAL  OFFICIALS  OF  THE  DEPARTMENT  OF  DEFENSE 
AND  THE  DEPARTMENTS  OF  THE  ARMY,  NAVY,  AND  AIR  FORCE 
RESPONSIBLE  FOR  THE  ADMINISTRATION  OF 
ACTIVITIES  DISCUSSED  IN  THIS  REPORT 


Tenure 


From 


DEPARTMENT  OF  DEFENSE 


SECRETARY  OF  DEFENSE: 
Robert  S.  McNamara 
Thomas  S.  Gates,  Jr. 
Neil  H.  McElroy 

DEPUTY  SECRETARY  OF  DEFENSE: 
Roswell  L.  Gilpatric 
James  H.  Douglas 
Thomas  S.  Gates,  Jr. 

ASSISTANT  SECRETARY  OF  DEFENSE 
(INSTALLATIONS  AND  LOGISTICS): 
Thomas  D.  Morris 

ASSISTANT  SECRETARY  OF  DEFENSE 
(PROPERTY  AND  INSTALLATIONS) 
(position  merged  with  Assistant  Sec- 

cretary  of  Defense  (Installations 

and  Logistics ))  : 

Floyd  S.  Bryant 

ASSISTANT  SECRETARY  OF  DEFENSE 
(MANPOWER) : 

Norman  S.  Paul 
Carlisle  P.  Runge 
Charles  C.  Finucane 

ASSISTANT  SECRETARY  OF  DEFENSE 
(HEALTH  AND  MEDICAL) 
(position  merged  with  Assistant  Sec- 
cretary  of  Defense  (Manpower)): 
Dr.  Frank  Berry 

DEPUTY  ASSISTANT  SECRETARY 
(HEALTH  AND  MEDICAL): 
Dr.  Shuley  C.  Fisk 
Dr.  Frank  Berry 


Jan. 
Dec. 

Sept 


Jan. 
Dec. 

June 


Aug. 
Mar . 
July 


Jan. 


June 
Aug. 


1961 
1959 
1957 


1961 
1959 
1959 


Jan.  1961 


May  1956 


1962 
1961 
1958 
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1963 
1961 


To 


Present 
Jan.  1961 
Dec.  1959 


Present 
Jan.  1961 
Dec.  1959 


Present 


Jan.  1961 


Present 
July  1962 
Jan.  1961 


Jan.  1961 


Present 
May  1963 
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APPENDIX 


PRINCIPAL  OFFICIALS  OF  THE  DEPARTMENT  OF  DEFENSE 
AND  THE  DEPARTMENTS  OF  THE  ARMY,  NAVY,  AND  AIR  FORCE 
RESPONSIBLE  FOR  THE  ADMINISTRATION  OF 
ACTIVITIES  DISCUSSED  IN  THIS  REPORT  (contimied) 


 Tenure  

From  To 

DEPARTMENT  OF  THE  ARMY 

SECRETARY  OF  THE  ARMY: 
Cyrus  R.  Vance 
Elvis  J.  Stahr,  Jr. 
Wilber  M.  Brucker 

UNDER  SECRETARY  OF  THE  ARMY: 
Stephen  Ailes 
Hugh  M.  Milton  II 

ASSISTANT  SECRETARY  OF  THE  ARMY 
(INSTALLATIONS  AND  LOGISTICS): 
Paul  R.  Ignatius 
Vacant 

Courtney  Johnson 

THE  SURGEON  GENERAL: 

Lt.  Gen.  Leonard  D.  Heaton 
Maj.  Gen.  Silas  B.  Hays 

LETTERMAN  HOSPITAL  COMMANDER: 
Maj.  Gen.  Jack  W.  Schwartz 
Brig.  Gen.  A.  L.  Tynes. 


July    1962  Present 
Jan.     1961         June  1962 
July    1955         Jan.  196I 


Feb.     1961  Present 
Aug.     1958         Jan.  1961 


May      1961  Present 
Jan.     1961         Mar.  I96I 
Apr.     1959         Jan.  I96I 


July    1959  Present 
July    1955         June  1959 


Sept.  i960  Present 
Nov.     1958         Aug.  I960 


DEPARTMENT  OF  THE  NAVY 


SECRETARY  OF  THE  NAVY: 
Fred  H.  Korth 
John  B.  Connally 
William  B.  Franke 


Jan. 
Jan. 

June 


1962 
1961 
1959 


Present 
Dec.  1961 
Jan.  1961 


UNDER  SECRETARY  OF  THE  NAVY! 
Paul  B.  Fay,  Jr. 
Fred  A.  Bantz 


Feb.  1961 
June  1959 


Present 
Jan.  1961 
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APPENDIX 


PRINCIPAL  OFFICIALS  OF  THE  DEPARTMENT  OF  DEFENSE 
AND  THE  DEPARTMENTS  OF  THE  ARMY,  NAVY,  AND  AIR  FORCE 
RESPONSIBLE  FOR  THE  ADMINISTRATION  OF 
ACTIVITIES  DISCUSSED  IN  THIS  REPORT  (continued) 

 Tenure  


From  To 

DEPARTMENT  OF  THE  NAVY  (continued) 

ASSISTANT  SECRETARY  OF  THE  NAVY 
(INSTALLATIONS  AND  LOGISTICS) 
(formerly  designated  Assistant  Sec- 
retary of  the  Navy  (Material)): 

Kenneth  E.  Belieu  Feb.     I96I  Present 

Cecil  P.  Milne  Apr.     1959  Jan.  196I 

Fred  A.  Bantz  Apr.     1957         Apr.  1959 

CHIEF,  BUREAU  OF  MEDICINE  AND  SURGERY: 

Rear  Adm.  Edward  C.  Kenney  Feb.     I96I  Present 

Rear  Adm.  Bartholomew  W.  Hogan  Feb.     1955         Feb.  I96I 

OAKLAND  HOSPITAL  COMMANDER: 

Rear  Adm.  Thomas  G.  Hays  June    1958  Present 

Rear  Adm.  John  Q.  Owsley  Mar.     1955         June  1958 


DEPARTMENT  OF  THE  AIR  FORCE 


SECRETARY  OF  THE  AIR  FORCE; 
Eugene  M.  Zuckert 
Dudley  C.  Sharp 
James  H.  Douglas 


Jan. 
Dec. 

May 


1961 
1959 
1957 


Present 
Jan.  1961 
Dec.  1959 


UNDER  SECRETARY  OF  THE  AIR  FORCE: 
Joseph  V.  Charyk 
Dudley  C.  Sharp 

THE  SURGEON  GENERAL: 

Maj.  Gen.  Oliver  K.  Niess 
Maj.  Gen.  Dan  C.  Ogle 

TRAVIS  HOSPITAL  COMMANDER: 
Col.  Ralph  P.  Campanale 
Col.  John  Ficicchy,  Jr. 
Col.  Nuel  Pazdral 
Col.  John  W.  Linfesty 
Col.  Nuel  Pazdral 


Jan. 

i960 

Mar . 

1963 

Aug. 

1959 

Dec. 

1959 

Dec. 

1958 

Present 

July 

195^ 

Nov. 

1958 

June 

1962 

Present 

Jan. 

i960 

June 

1962 

Oct. 

1959 

Jan. 

i960 

Aug. 

1959 

Sept. 

1959 

Oct. 

1955 

Aug. 

1959 

U.  S.  GAO  Wash.,  D.  C. 
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EXHIBIT  5 

EXCEEPTS  FEOM  a  MEilOEA^TDrM  PEEPAEED  FOE  A  BUEEAU  OF  THE  BiJDGET  COMMIT- 
TEE  02s    THE    OPEEATIO^'S    OF   FEDEEAE    HOSPITALS    REGAEDING   BUEEAU   OF  THE 

Bedget  Cxecitlae  A-57  of  Octobee  1967 

"At  the  present  time  Federal  hospitals  are  available  to  non-Federal  benefici- 
aries on  a  humanitarian  basis  in  order  to  save  life  or  prevent  extreme  suffering. 
For  example,  if  there  is  an  automobile  accident  at  the  front  door  of  a  Government 
hospital,  the  patients  can  be  admitted  for  emergency  care  and  then  transferred 
later  to  a  non-Federal  hospital. 

"In  Alaska  the  Public  Health  Service  Indian  Health  hospitals  have  recently 
been  opened  to  non-Federal  beneficiaries  in  those  locations  where  they  are  the 
only  hospital  facility  available.  This  avoids  patients  having  to  travel  long  dis- 
tances to  obtain  elective  or  non-emergency  medical  care.  This  took  place  only 
after  many  years  of  strong  resistance  on  the  part  of  the  Indians  and  Eskimos  to 
opening  up  their  facilities  to  non-Native  and  also  opposition  on  the  part  of  the 
Alaskan  Medical  Society. 

"Another  recent  development  is  the  legislation  enacted  last  year  which  per- 
mits YA  hospitals  to  share  excess  capacity  in  expensive  specialized  treatment 
facilities  with  a  community.  Similar  legislation  is  being  sought  for  the  Public 
Health  Service  hospitals. 

"Some  of  the  heads  of  Departments  and  Agencies  operating  Federal  medical 
services  have  discretionary  authority  to  admit  non-Federal  beneficiaries.  This  is 
used  to  take  care  of  high  Government  officials,  diplomats  of  foTeign  countries,  and 
other  special  cases,  particularly  in  military  hospitals. 

"It  can  be  argued  that  to  obtain  the  best  utilization  of  expensive  health  facili- 
ties and  scarce  health  x)ersonnel.  any  excess  capacity  in  Federal  hospitals  should 
be  made  available  to  non-Federal  beneficiaries.  Or.  to  go  even  further,  that  in 
many  smaller  communities  there  should  be  only  one  hospital  serving  both  the  Fed- 
eral and  non-Federal  beneficiaries  :  if  the  Fe<leral  beneficiaries  are  the  largest 
group,  then  the  Federal  hospital  should  be  designed  to  provide  care  for  the  entire 
community. 

"Unfortunately,  there  are  many  practical  problems  which  make  it  difficult  to 
achieve  either  of  these  two  goals ;  particularly  the  latter  one.  Some  of  the  prac- 
tical difficulties  are : 

"1.  Strong  opposition  from  the  Federal  beneficiary  groups  who  look  upon  the 
Federal  hospital  as  their  own  and  from  private  medical  practitioners  who  look 
upon  this  as  socializeci  medicine. 

"2.  TTho  should  finance  the  added  cost  of  adding  facilities  to  care  for  the  non- 
Federal  beneficiaries — the  community  or  the  Federal  Government?  There  might 
weU  be  difficulty  in  getting  the  necessary  appropriations  from  Congress  for  build- 
ing the  additional  facilities  from  Federal  funds. 

•'3.  In  the  case  of  military  and  PHS  hospitals,  should  doctors  and  other  health 
personnel  be  drafted  to  take  care  of  non-military  patients? 

"4.  Many  Federal  physicians  are  not  licensed  to  practice  in  the  State  in  which 
the  Federal  medical  facility  they  are  assigned  to  is  located.  There  is  apparently 
no  legal  question  about  their  treating  Federal  beneficiaries  but  they  probably 
cannot  legally  treat  non-Federal  beneficiaries  if  they  are  not  licensed  to  practice 
in  that  State. 

"5.  Since  the  Federal  hospital  has  its  own  full-time  staff  of  physicians,  non- 
Federal  beneficiaries  would  probably  be  treated  by  them.  This  would  have  the 
disadvantage  that  their  private  physician  would  not  be  able  to  treat  them  in 
the  hospital.  To  try  to  give  private  physicians  privileges  in  Federal  hospitals 
would  place  the  Federal  Government  in  the  position  of  judging  their  qualifica- 
tions which  might  well  cause  problems. 

"'6.  The  Federal  Government  would  become  a  party  to  any  mal-practice  or 
negligence  snits  filed  by  non-Federal  beneficiaries.  This  would  be  a  particularly 
difficult  issue  if  private  physicians  were  given  privileges  in  Federal  hospitals. 

"7.  Use  of  excess  capacity  in  existing  Federal  hospital  does  not  really  offer 
an  opportunity  for  care  of  non-Federal  beneficiaries  on  a  large  scale.  Most 
Federal  hospitals  are  fully  utilized  in  terms  of  available  staff,  equipment,  and 
adequate  physical  facilities.  In  some  cases  Federal  hospitals  have  a  rated  capac- 
ity in  excess  of  that  currently  utilized  but  in  many  of  these  the  extra  physical 
facilities  have  not  been  well  maintained,  are  old  obsolete  buildings  and  are 
not  suitable  for  patient  care  except  in  an  emergency. 
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"The  alternative  to  use  of  Federal  hospitals  for  non-Federal  patients  is  to 
use  community  hospitals  for  Federal  beneficiaries,  thus  avoiding  duplication 
of  facilities  and  personnel.  In  view  of  the  practical  diflBculties  of  using  Federal 
hospitals  for  non-Federal  patients,  this  may  be  the  more  feasible  approach.  An 
exception  would  be  in  isolated  locations  where  the  Federal  facility  is  the  only 
medical  facility ;  in  these  cases  the  Federal  facility  should  be  available  to  non- 
Federal  patients  on  a  reimbursable  basis  as  has  been  done  in  the  Alaskan  Indian 
Health  facilities. 

"To  enable  community  hospitals  to  increase  their  capacity  to  handle  Federal 
patients  it  would  be  desirable  for  the  Department  of  I>efense  to  have  authority 
to  make  grants  to  community  hospitals  to  build  beds  for  military  beneficiaries 
where  necessary  to  avoid  operation  of  a  Federal  facility.  This  would  be  similar 
to  Public  Law  85-151  for  the  Indian  Health  program.  Giving  the  Veterans 
Administration  such  authority  would  run  into  the  policy  question  of  the  extent 
to  which  the  Federal  Grovemment  is  going  to  finance  the  care  of  veterans  with 
non-service-connected  illnesses ;  such  responsibility  is  currently  limited  to  the 
care  which  can  be  provided  in  VA  facilities  after  they  take  care  of  service- 
connected  patients." 

The  Bureau  of  the  Budget  paper  summarized  the  situation,  saying : 

"The  Federal  Government  operates  6%  of  the  Nation's  hospitals  with  10%  of 
the  beds  and  employs  11%  of  the  country's  full-time  hospital  personnel.  As  a 
major  user  of  scarce  and  expensive  health  resources,  the  Federal  Government 
has  a  responsibility  for  demonstrating  to  the  Nation's  health  industry  how  to 
operate  medical  services  eflBciently  and  avoid  wasteful  duplication  of  personnel 
and  facilities.  Tliis  is  not  easy  because  there  are  five  major  Federal  medical 
services  operating  independently  of  one  another  and  serv^ing  different  clientele. 

"It  is  the  policy  of  the  Federal  Government  to  (1)  avoid  overlapping  and 
duplication  of  services  and  over-building  of  services  ;  (2)  realize  the  most  efficient 
and  complete  utilization  of  the  hospitals  of  each  agency  to  meet  the  total  require- 
ments of  the  Federal  Government;  and  (3)  achieve  maximum  interrelationship 
of  Federal  and  community  medical  facilities  and  services.  These  goals  have  been 
partially  realized  by  the  hospitals  of  one  agency  caring  for  beneficiaries  of  an- 
other agency  in  some  locations  and  by  utilizing  community  medical  services  in 
lieu  of  constructing  and  operating  Federal  facilities  in  other  places. 

"The  opening  of  Indian  Health  medical  facilities  in  isolated  locations  in  Alaska 
to  non-PHS  beneficiaries  is  a  step  toward  achieving  these  objectives.  Another  for- 
ward step  is  the  financing  of  construction  of  beds  in  community  hospitals  for 
Indian  patients  in  lieu  of  building  small  PHS  hospitals. 

"Legislation  enacted  last  year  authorizing  the  VA  to  share  expensive  specialized 
ser^ices  and  facilities  with  community  medical  institutions  provides  the  basis 
for  further  progress  in  providing  closer  relationships  between  Federal  and  com- 
munity medical  services.  The  same  authority  has  been  proposed  for  the  PHS 
hospital  system. 

"On  the  other  hand,  there  are  numerous  cases  in  recent  years  where  the  Federal 
Government  has  failed  to  avoid  overlapping  and  duplication  of  services  or  to 
achieve  maximum  interrelationship  of  Federal  and  community  medical  facilities 
and  services.  If  the  rapid  escalation  of  medical  care  costs  is  to  be  slowed,  if 
scarce  resources  are  to  be  used  efficiently  and  effectively,  and  if  comprehensive 
services  are  to  be  provided  for  all  Federal  patients,  the  Federal  Government  must 
adopt  stronger  techniques  for  controlling  the  competition  between  agencies  and 
for  preventing  the  desires  of  each  agency  and  its  beneficiaries  for  directly  oper- 
ated medical  services  from  resulting  in  higher  costs  and  wasted  resources. 

''Recommendations 

"1.  The  Department  of  Defense,  PHS,  and  VA  should  make  greater  use  of 
community  medical  resources  in  lieu  of  operating  their  own  facilities  and  services, 
particularly  for  expensive,  specialized  services  such  as  hemodialysis,  radiological 
therapy,  obstetrical  services,  etc. 

"2.  The  Department  of  Defense  and  the  PHS  Division  of  Direct  Health  Serv- 
ices should  be  given  the  same  type  of  authority  as  the  Indian  Health  program 
(P.L.  85-151)  to  finance  additions  to  community  medical  facilities  for  care  of 
their  beneficiarie.?  where  this  would  avoid  construction  of  small  Federally  oper- 
ated facilities. 

"3.  Federal  medical  facilities  in  isolated  locations  should  be  opened  to  non- 
Federal  patients  on  a  reimbursable  basis  in  the  same  way  as  Indian  Health 
facilities  have  in  Alaska. 
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"4.  Only  one  Federal  hospital  should  be  constnieted  in  a  locality  to  serve  all 
Federal  beneficiaries  unless  the  total  Federal  requirements  are  so  great  that  two 
(or  more)  large  Federal  hospitals  will  be  as  efficient  and  effective  as  a  single 
larger  ho^ital." 


The  Secretary  of  Health,  Education,  and  Welfare, 

Washington,  D.C.,  June  2^,,  1969. 

Hon.  Abraham  A.  Ribicoff, 
U.S.  Senate, 
Washington,  B.C. 

Dear  Senator  Ribicoff  :  We  regret  the  delay  in  responding  to  your 
letter  of  February  24,  but  the  questions  you  asked  concerning  the 
health  programs  of  this  Department  required  considerable  research 
and  coordination. 

The  attached  report  is  submitted,  and  we  hope  the  information  will 
be  helpful  to  you.  If  you  have  any  further  questions,  please  let  me 
know. 

Sincerely, 

Robert  H.  Finch,  Secretary. 
introduction 

This  introductory  section  and  specifically  the  fiscal  information 
presented,  is  based  primarily  on  Bureau  of  the  Budget  special  analysis 
L  and  on  the  1970  budget  submitted  by  former  President  Johnson.  It 
does  not  attempt  to  reflect  budget  amendments  proposed  by  President 
Xixon.  Funding  levels  presented  below  are  in  terms  of  Federal  outlays, 
whereas  the  5-year  budget  tables  (see  response  to  question  ISo.  1)  repre- 
sent projected  authorizations  and  not  actual  outlays. 

The  answers  to  specific  questions  relate  to  the  ongoing  health  pro- 
grams of  the  Department  of  Health,  Education,  and  Welfare,  their 
scope,  organization,  accomplishments,  and  coordination.  Of  necessity, 
these  discussions  are  somewhat  categorical  in  that  they  attempt  to  pro- 
vide useful  answers  in  relation  to  specific  programs.  It  is  important  to 
recognize,  however,  that  most  of  the  Department's  health  programs 
serve  a  variety  of  goals  and  that  collectively  they  constitute  a  compre- 
hensive effort  to  accomplish,  at  a  minimum,  these  broad  objectives  of 
the  Federal  health  effort — to  develop  and  deliver  the  resources  neces- 
sary to  reduce  human  illness,  resources  that  include  knowledge,  man- 
power, facilities,  and  systems  of  health  care;  to  control,  curtail,  or 
eliminate  those  conditions  that  cause  or  contribute  to  illness ;  to  assure 
that  health  serv^ices  of  all  kinds  are  of  high  and  improving  quality; 
and  to  make  certain  that  needed  health  services  are  available  to  all. 

Changes  in  Federal  health  spending  OA^er  the  past  several  years, 
changes  both  in  amounts  and  in  allocation  to  various  broad  objectives 
are  reflected  in  the  following  paragraph. 

Federal  outlays  for  health  are  expected  to  rise  from  $5,928  billion  in 
1966  to  $18.3  billion  in  1970.  In  this  same  period  the  Department  of  - 
Health,  Education,  and  Welfare's  health  budget  is  expected  to  rise 
from  $5,324  to  $13,657  billion.  The  biggest  increase  in  the  Depart- 
ment's health  budget  has  been  noted  in  programs  aimed  at  the  elderly 
and  the  poor;  namely,  in  the  medicare  and  medicaid  programs.  In 
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1966  Federal  funds  accounted  for  13  percent  of  the  $42  billion  total 
national  expenditures  for  health ;  whereas  in  1970  it  is  estimated  that 
Federal  funds  will  account  for  nearly  30  percent  of  a  $60  billion  total 
national  expenditure  for  health.  In  1960,  63  percent  of  the  Federal 
health  dollar  was  devoted  to  medical  research  and  to  direct  health  care 
for  Federal  beneficiaries,  such  as  veterans  and  members  of  the  Armed 
Forces  and  their  dependents.  On  the  other  hand  only  13  percent  was 
spent  on  personal  health  services  for  the  general  population.  In  1970, 
Federal  outlays  which  help  to  finance  health  services  for  the  general 
population  will  rise  to  60  percent  of  the  Federal  health  dollar. 

The  impact  of  these  significant  changes  in  Federal  health  spending, 
and  especially  on  the  conduct,  achievements,  and  coordination  of  the 
major  health  activities  of  the  Department  of  Health,  Education,  and 
Welfare,  are  reflected  in  the  following  responses  to  specific  questions. 

1.  List  and  describe  each  health  program  under  your  jurisdiction^ 
specifying  haio  much  money  was  spent  on  each  program  in  each  of 
the  past  5  years. 

The  Assistant  Secretary^  for  Health  and  Scientific  Affairs,  performs 
as  the  Secretary's  alter  ego  in  the  health  field.  He  is  directly  responsi- 
ble to  the  Secretary  for  the  activities  of  the  Health  Services  and 
Mental  Health  Administration,  the  Consimier  Protection  and  Envi- 
ronmental Health  Service,  and  the  National  Institutes  of  Health — 
the  three  major  health  agencies  of  the  Department.  Under  the  direc- 
tion of  the  Assistant  Secretary,  the  three  health  agencies  together 
comprise  the  Public  Health  Service.  The  Assistant  Secretary  is  also 
responsible  for  overall  health  policy,  direction,  and  coordination  of 
other  HEW  health  programs,  including  medicare,  medicaid,  and  the 
health  activities  of  the  Children's  Bureau. 

In  the  Consumer  Protection  and  Environmental  Health  Service, 
the  Department  has  focused  in  a  single  organization  responsibility  for 
identifying  health  hazards  in  man's  environment,  developing  and  pro- 
mulgating criteria  and  standards  for  the  control  of  such  hazards, 
and  mounting  appropriate  compliance  programs.  This  agency  has 
been  charged  with  the  mission  of  assuring  effective  protection  for 
every  American  against  controllable  hazards  to  health  in  his  environ- 
ment and  in  the  products  and  services  which  enter  his  life. 

The  Consumer  Protection  and  Environmental  Health  Service  con- 
solidates all  departmental  activities  concerned  with  the  safety  of  food 
and  drugs,  pollution  control,  and  environmental  health  problems.  It 
consists  of  three  constituent  components :  Food  and  Drug  Administra- 
tion, the  National  Air  Pollution  Control  Administration,  and  the  En- 
vironmental Control  Administration. 

The  Health  Services  and  Mental  Health  Administration,  incorpo- 
rates those  programs  with  a  primary  focus  on  health  and  mental  health 
sendees  as  well  as  the  basic  research  as|>ects  of  the  integrated  national 
mental  health  effort.  The  program  responsibilities  of  this  Administra- 
tion are  a  mix  of  the  oldest  Federal  health  programs,  dating  back  to 
1798,  and  the  new  programs  which  constitute  the  major  thrust  of 
the  emerging  Federal  role  in  the  organization  and  delivery  of  health 
services  at  the  community  level.  These  programs  include  comprehen- 
sive health  planning,  regional  medical  programs,  community  mental 
health  centers,  and  the  National  Center  for  Health  Services  Research 
and  Development. 

The  mission  of  the  Health  Services  and  Mental  Health  Administra- 
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tion  is  to  provide  leadership  and  direction  to  programs  and  activities 
designed  to  improve  physical  and  mental  health  services  for  all  of 
the  people  of  this  countr}^,  and  to  achieve  the  development  of  health 
care  and  health  care  systems  which  are  adequately  financed,  compre- 
hensive, interrelated,  and  responsive  to  the  needs  of  all  socioeconomic 
and  ethnic  groups. 

Tlie  Xational  Institutes  of  Health,  provides  leadership  and  direc- 
tion to  programs  to  improve  the  health  of  the  American  people  through 
advancing  research  and  health  manpower  education,  strengthening 
institutions  of  biomedical  research  and  education,  and  exchanging 
knowledge  in  the  biomedical  and  related  sciences.  Toward  this  end, 
the  National  Institutes  of  Health : 

1.  Conducts  and  supports  research  in  the  causes,  diagnosis,  preven- 
tion, and  cure  of  diseases  of  man,  in  the  processes  of  human  growth 
and  development,  in  the  biological  effects  of  environmental  contami- 
nants, and  in  related  sciences. 

2.  Supports  grant  programs  for  health  and  medically  related  re- 
search projects,  training,  and  fellowships;  for  general  research  sup- 
port; for  construction  of  research  and  educational  facilities;  and  for 
the  development  of  medical  librarians  and  health  information  special- 
ists. 

3.  Assesses  the  Nation's  requirements  for  health  manpower  and 
health  professions  education;  administers  grant  and  loan  programs 
and  conducts  operations  to  (a)  insure  an  adequate  supply  of  health 
manpower  for  the  Nation,  and  (b)  develop  health  professions  edu- 
cation and  health  manpower  training. 

4.  Collects,  indexes,  and  disseminates  research  findings,  publica- 
tions, and  informational  material  and  aides  in  the  biomedical  j&eld; 
conducts  and  supports  research  in  techniques  and  methods  of  record- 
ing, storing,  retrieving,  and  communicating  health  information. 

5.  Administers  Federal  standards  and  licensing  activities  control- 
ling the  safety,  purity,  and  potency  of  certain  viruses,  serums,  toxins, 
and  analogous  products  sold  in  interstate  commerce. 

Moving  beyond  the  confines  of  the  recently  revamped  and  ex- 
panded Public  Health  Service,  the  Department's  Social  and  Rehabili- 
tation Service  encompasses  two  major  health  programs — ^medicaid  and 
the  maternal  and  child  health  functions  of  the  Children's  Bureau. 
Similarly,  the  Social  Security  Administration's  Bureau  of  Health 
Insurance  provides  direction  and  guidance  for  nationwide  adminstra- 
tion  of  the  hospital  and  supplementary  medical  insurance  programs 
which  comprise  medicare. 

Although  not  primarily  health  programs,  other  components  of  the 
Department  of  Health,  Education,  and  Welfare  also  have  an  impact 
in  the  health  field.  For  example,  under  the  provisions  of  title  I  of 
the  Elementary  and  Secondary  Education  Act,  dealing  with  educa- 
tionally deprived  children,  funds  may  be  used  as  determined  by 
the  local  school  board  to  pay  for  visiting  physicians,  nursing  staff,  and 
health  rooms  and  services  within  the  elementary  and  secondary  school 
system. 

In  a  similar  vein,  vocational  education  funds  may  be  used  at  the 
local  level  for  training  of  such  health  personnel  as  the  practical  nurse, 
surgical  technician,  and  medical  laboratory  assistant. 

In  the  Social  and  Rehabilitation  Service,  the  Cuban  refugee  pro- 
gram includes  emergency  health  services  as  one  element  of  its  activities. 

38-767  O— 70  14 
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HEALTH,  EDUCATION,  AND  WELFARE  HEALTH  PROGRAMS 
(Comparable  budget  authority  in  thousands  of  dollars) 


Fiscal  year 
1966 

Fiscal  year 
1967 

Fiscal  year 
1968 

Fiscal  year 
1%9 

Fiscal  year 
1970 

CONSUMER  PROTECTION  AND  ENVIRONMENTAL 
HEALTH  SERVICE 

B. 

Food  and  Drug  Administration 

National  Air  Pollution  Control  Administration  

$55,009 
25, 808 

$64, 666 
39, 145 

$67, 956 
63, 109 

$70, 444 
87, 960 

$72, 007 
95, 800 

0. 

Environmental  Control  Administration 

53,933 

64, 770 

71,162 

62, 831 

55, 208 

1.  Solid  waste  management 

2.  Occupational  health   

3.  Radiological  health  

4.  Community  environmental  management, 

water  hygiene,  and  program  direction,. 

3,849 
5,118 
16,  798 

28, 168 

11,505 
6, 077 
16, 934 

30, 254 

13,350 
6, 667 
16, 261 

34, 884 

16,113 
7, 466 
16,183 

23, 069 

14, 872 
7,774 
16, 527 

16,035 

D. 

Service-wide  management  and  facilities  con- 
struction    

11,742 

14,115 

8, 839 

5, 830 

6,462 

Total,  CPEHS 

140, 492 

182, 696 

211,066 

227, 065 

229, 477 

HEALTH  SERVICES  AND  MENTAL  HEALTH 
ADMINISTRATION 

A. 

Comprehensive  health  planning  and  services 
program.  

119, 122 

129, 411 

153, 578 

187, 109 

214,  033 

1.  Partnership  for  health  grants   

112,208 

115, 975 

137,800 

171,132 

190,  000 

(a)  Planning   

(b)  Formula 

(c)  Project   

5,  000 
57,  550 
49, 658 

5,  000 
55, 250 
55, 725 

15,  000 
60, 300 
62, 500 

18, 500 
66, 032 
86, 600 

20,  000 
90,  000 
80,  000 

2.  Migrant  health  program   

3,  500 

8,  000 

8,100 

8,100 

15,  000 

3.  Standard-setting,  resource  development, 
and  program  rnanagement   

3,414 

5, 436 

7,678 

7,877 

9,  033 

B. 

National  Center  for  Health  Services  Research  and 

np\/plnnmpnt 

30, 897 

28,  583 

32, 472 

41,907 

44,975 

C. 

Regional  medical  programs   

42, 286 

63, 705 

78, 229 

83, 133 

100,  000 

1.  Planning  and  operational  grants  

2.  Chronic  disease  control  and  program 

fiytcipmpnt 

24,  000 
18,286 

43,  000 
20, 605 

53, 900 
24, 329 

56, 200 
26, 933 

74, 000 
26,  000 

D. 

Medical  facilities  construction  

263, 241 

273, 528 

283, 696 

258, 289 

168,923 

1.  Hill-Burton  grants  

2.  District  of  Columbia  medical  facilities  

260, 000 

270,  000 

280,  000 

254,487 

150,  000 
15,  000 

3,923 

3.  Technical  assistance  and  program  man- 

3,  241 

3,528 

3,696 

3,802 

F. 

Onpr^tinn  nf  thp  PH^  hn^nil;)!  ^v^tpm  and  rpl^tpH 

activities..   

Indian  health  program   

50, 875 
81,294 

65, 621 
90, 448 

73,062 
101,175 

71,437 
112, 438 

72, 224 
119,  581 

1,  Operations      

2.  Direct  construction.  

67, 198 
14,  096 

75, 959 
14,489 

84, 327 
16,848 

94, 282 
18,156 

99,  581 
20, 000 

G. 
H. 

National  Communicable  Disease  Center.  

National  Institute  of  Mental  Health  

38,  516 
269,  522 

42,  533 
305, 740 

45, 263 
337,953 

39,  084 
349, 338 

38, 638 
368,  309 

1.  Support  and  conduct  of  research  

2.  Manpower  development  

3.  Supportof  State  and  community  programs. 

4.  Service  activities  and  program  manage- 

ment..   

5.  Operation  of  St.  Elizabeths  Hospital  

86,  %4 
93,  031 
56, 991 

22, 246 
10, 290 

92,  583 
99,042 
80,  260 

23,684 
10, 171 

100, 684 
109, 205 
91,454 

25, 861 
10, 749 

114,  798 
124,217 
75, 063 

24, 093 
11, 167 

116,  552 
122, 949 
90, 879 

27,  524 
10, 405 

1. 

National  Center  for  Health  Statistics  

7, 127 

8, 059 

8, 203 

8,109 

9,641 

J. 

Administration-wide  management,  facilities 
construction  and  related  activities  

17, 452 

26, 192 

21,067 

22, 208 

32, 698 

Total,  HSMHA  

920, 332 

1,033,  720 

1,134, 698 

1, 173, 047 

1, 169, 022 
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HEALTH,  EDUCATION,  AND  WELFARE  HEALTH  PROGRAMS-Continued 

(Comparable  budget  authority  in  thousands  of  dollars) 

Fiscal  year  Fiscal  year  Fiscal  year  Fiscal  year  Fiscal  year 
 1966  1967  1968  1969  1970 

NATIONAL  INSTITUTES  OF  HEALTH 

A.  Health  manpower  education                               $225,822  $374,946  $389,104  $275,671  $355,965 

1.  Institutional  support                                   25, 881  54, 884  71,550  96, 646  132,  539 

2.  Student  assistance                                    40, 912  77, 517  56, 490  63, 349  74, 387 

(a)  Traineeships                               16,412  18,762  20,120  20,820  20,820 

(b)  Loans                                          24,300  1  54, 225  24,170  24,810  25,567 

(c)  Scholarships                                   200  4,530  12,200  17,719  28,000 

3.  Facilities  construction                             146, 000  223, 500  241,750  93, 200  126, 100 

(a)  Teaching  facilities                          90,000  160,000  203,000  84,800  126,100 

(b)  Health  research  facilities.                 56,000  56,000  35,000  8,400   

(c)  Medical  libraries.   7,500  3,750  

4.  Manpower  requirements,  utilization  and 

program  management                             13,029  19,045  19,314  22,476  22,939 

B.  National  Ubrary  of  Medicine                                 9, 685  12, 692  17,773  18, 008  19, 682 

C.  Categorical  Research  Institutes  and  Divisions            883, 683  996, 651  1, 055, 740  1,100, 870  1,072,963 

1.  Research  grant  awards                            521,301  588, 819  617, 086  634, 330  626,414 

2.  Research  manpower  development  pro- 

grams...                                           171,895  183,053  187,143  197,727  179,000 

3.  Intramural  research                                  64,543  71,777  77,421  85,554  87,689 

4.  Collaborative  research  and  development..       82,462  102,443  111,561  126,106  120,916 

5.  Supporting  services  and  program  manage- 

ment, including  facilities  construction..       43,482  50,559  62,529  57,153  58,944 

Total  NIH                                    1,119,190  1,384,289  1,462,617  1,394,549  1,448,610 

Special  foreign  currency  program                                 5,  000  10,  000  15,  000  15,  000  3, 455 

SOCIAL  AND  REHABILITATION  SERVICE 

'^•Grants  to  States  for  Medical  Assistance...              830,000  1,180,567  1,832,219  2,396,322  2,677,969 

1.  Payments  for  medically  indigent  receiving 

maintenance  payments...-                     500,000  625,066  849,977  1,196,100  1,264,400 

2.  Payments  for  medically  indigent  not  re- 

ceiving maintenance  payments                 300,000  532,117  909,796  1,115,122  1,296,492 

3.  State  and  local  administration                     30,000  51,632  76,918  98,100  119,413 

4.  Adjustments      -28,248  -4,472  -13,000  -2,336 

B.  Maternal  and  child  health  programs                      131,670  167,  566  178, 358  209,200  228, 500 

1.  Maternal  and  child  health  and  crippled 

children's  services..                                88,822  99,250  99,354  107,000  108,000 

2.  Maternity  and  infant  care                           24,156  27,744  29,645  48,000  61,850 

3.  Health  of  school  and  preschool  children..       14,715  31,677  36,779  39,000  40,950 

4.  Training  and  research                                3,977  8,895  12,580  15,200  17,700 

Total,  SRS                                          961,670  1,348,133  2,010,577  2,605,522  2,906,469 

SOCIAL  SECURITY  ADMINISTRATION 
(TRUST  FUNDS)  2 

A.  Hospital  insurance  for  the  aged                            915,695  3,073,730  3,902,418  5,368,161  5,467,287 

B.  Supplementary  medical  insurance                      1,256,018  1,284,734  1,353,179  1,910,324  1,864,188 

Total,  SSA                                              2,171,713  4,358,464  5,255,597  7,278,815  7,331,475 

Grand  total,  Department  of  Health,  Education,  ^ 

and  Welfare                                           5,324,397  8,317,302  10,089,555  12,668,565  13,657,028 

A.  Hospital  insurance  for  the  aged  .       64, 491  2,  596, 713  3,814,994  4, 471,150  4, 981,905 

1.  Benefit  payments   2,507,773  3,736,322  4,367,000  4,878,000 

2.  Administrative  expenses  and  construction.       64,491  88,940  78,672  104,150  103,905 

B.  Supplementary  medical  insurance                        995, 769  798, 943  1,  532,  267  1, 750, 837  1, 804,  023 

1.  Benefit  payments                                   861,000  664,261  1,389,622  1,567,000  1,595,000 

2.  Administrative  expenses  and  construction.      134,769  134,682  142,645  183,837  209.023 

1  Includes  supplemental  appropriation  of  $12  million  for  initial  capitalization  of  the  student  loan  revolvinp  funds. 

2  Under  the  new  consolidated  budget  approach,  budget  authority  for  trust  fund  accounts  reflects  tax  receipts  into  the 
fund.  The  Social  Security  Administration  outlay  accounts  are  broken  down  between  benefit  payments  and  administrative 
expenses  and  construction.  The  breakdown  for  outiays  follows: 

Note:  The  program  designations  used  reflect  the  current  statutory  authority  and  organization  structure.  Dollar  amounts 
for  comparable  prior  programs  and  organizations  are  shown  in  those  areas  where  a  specific  program  was  not  authorized 
until  after  1966  or  where  reorganizations  have  taken  place  during  the  time  period  covered  by  table. 
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2.  What  results^  both  direct  and  indirect^  have  these  programs 
achieved  with  regard  to  improving,  in  both  the  public  and'  private 
sectors,  the  organization,  financing,  and  delivery  of  health  care  in  the 
United  States? 

I.   CONSUMER  PROTECTION  AND  ENVIRONMENTAL  HEALTH  SERVICES 

The  major  thrust  of  the  programs  of  this  Service  is  to  anticipate  the 
environmental  and  consumer  hazards  which  affect  the  health  of  the 
public,  and  to  take  action  to  control,  ameliorate  or  prevent  them.  The 
programs  are  indirectly  involved  with  the  organization  and  delivery 
of  personal  health  services. 

This  Service  carries  out  its  mission  through  the  conduct  and  support 
of  research,  through  the  establishment  of  standards  of  permissible  lev- 
els of  exposure  to  known  hazards,  and  by  exercising  existing  regula- 
tory powers.  Through  its  Food  and  Drug  Administration,  this  Service 
concerns  itself  with  the  safety  and/or  effectiveness  of  drugs,  foods  and 
food  additives,  and  cosmetics. 

The  Food  and  Drug  Administration  is  the  division  of  this  Service 
most  directly  related  to  the  delivery  of  health  care,  particularly  in  its 
activities  relating  to  drug  licensing  and  quality  control.  Other  activi- 
ties of  the  Food  and  Drug  Administration  such  as  inspecting  food  for 
possible  contamination,  testing  food  additives,  checking  foods  for 
pesticides,  and  inspecting  raw  agricultural  products  are  of  a  preven- 
tive health  nature  and  relate  closely  to  the  delivery  of  personal  health 
care. 

Some  examples  of  important  activities  of  this  administration  are: 

Inspection  of  1  percent  of  all  raw  agricultural  products  in  in- 
terstate commerce  for  illegal  pesticide  residues. 

Establishing  standards  for  safety  of  food  additives. 

Supp>orting  a  poison  control  network  of  550  centers. 

Conducting  drug  analyses  on  more  than  12,000  drugs  annually. 

Drug  licensing  activity  including  continual  surv^eillance  of 
drugs  for  safety  and  efficacy. 
The  National  Air  Pollution  Control  Administration  is  engaged  pri- 
marily in  preventive  health  activities  in  connection  with  control  of  pol- 
lutants in  the  air  we  breathe.  Its  activities  are  only  indirectly  related  to 
the  organization  and  delivery  of  health  care.  The  establishment  of  ap- 
proximately 50  air  quality  regions  by  1970,  will  be  an  important  step  in 
assuring  the  majority  of  our  population  a  safe  air  environment. 

Activities  of  the  Environmental  Control  Administration  directly 
related  to  delivery  of  health  care  are  found  in  ECA's  Bureau  of  Ra- 
diological Health.  This  Bureau  sets  safety  standards  for  diagnostic 
X-ray  equipment  and  medical  electronic  devices.  Other  activities  such 
as  control  of  radiation  hazards  from  television  sets,  laser  rays,  and 
other  sources  of  ionizing  radiation  are  preventive  health  measures  in- 
directly related  to  delivery  of  health  care.  In  conjunction  with  the 
Health  Services  and  Mental  Health  Administration,  ECA  assists  in 
carrying  out  rat  control  programs.  ECA  also  has  the  responsibility  of 
assuring  the  safety  of  drinking  water  supplies  and  milk,  particularly 
if  moving  in  interstate  commerce,  and  the  establishment  of  standards 
of  dust  exposure  in  mines.  These  responsibilities  also  are  basically 
preventive. 
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Finally,  the  disposal  of  solid  waste  and  prevention  of  accidents 
are  additional  preventive  health  activities  which  affect  delivery  of 
health  care  indirectly  by  preventing  diseases  or  illness. 

n.  HEALTH  SERVICES  AND  MENTAL  HEALTH  ADMINISTRATION 

The  regional  medical  program  of  this  Administration  seeks  to  link 
medical  schools,  research  centers,  commmiity  hospitals,  and  health 
professionals  more  closely  in  order  to  improve  availability  of  the 
latest  advances  in  diagnosis  and  treatment  in  heart  disease,  cancer, 
stroke,  and  related  diseases.  By  the  end  of  1969,  45  regional  programs 
will  be  operational.  One  of  the  major  activities  of  this  program  is 
the  training  and  continuing  education  of  health  professionals.  Since 
the  beginning,  more  than  176,000  individual  registrants  have  been 
involved  in  various  types  of  educational  programs  sponsored  by 
regional  medical  program.  Physicians  and  nurses  represented  about 
70  percent  of  the  total  registrants.  Such  training  has  had  impact  on 
organization  and  delivery  in  the  form  of  resources  (health  man- 
power) development.  A  major  benefit  of  the  research  and  demonstra- 
tion projects  in  the  regional  programs  has  been  the  number  of  pa- 
tients served  in  these  projects.  As  program  experience  allows,  evalua- 
tion will  be  undertaken  and  should  provide  important  data  for  the 
planning,  organization  and  delivery  of  health  services. 

The  Division  of  Chronic  Disease  programs  has  achieved  important 
results  in  improving  the  organization  and  delivery  of  health  care 
through  delivery  of  care  in  demonstration  projects;  training  medical 
and  paramedical  personnel;  and,  providing  technical  assistance  and 
disseminating  knowledge  concerning  the  control  of  chronic  diseases. 
Each  of  two  chronic  respiratory  disease  centers  has  facilities  for 
approximately  200  patients,  whereas  four  pediatric  centers  and  sev- 
eral other  types  of  ambulatory  care  centers  provide  meaningful  dual 
benefits  from  such  operations.  The  cancer  control  program  has  had 
as  one  of  its  major  activities  the  development  and  refinement  of  the 
Pap  cervical  smear  test  as  a  cancer  screening  tool.  Through  these 
efforts  over  130  medical  institutions  are  now  using  the  test  and  more 
than  6,000  cases  of  carcinoma  of  the  genitourinary  system  have  been 
detected.  Through  cooperative  agreement  with  the  American  Asso- 
ciation of  General  Practitioners,  whereby  physicians  do  Pap  smears 
in  their  offices,  more  than  1  million  women  have  been  screened,  and 
more  than  2,400  cases  of  cancer  have  been  detected.  The  neurological 
and  sensory  control  program  has  set  up  and  supported  27  demonstra- 
tion health  service  projects  for  problems  related  to  faulty  vision.  In 
addition,  it  also  supports  demonstration  service  centers  for  the  treat- 
ment of  epilepsy. 

The  kidney  disease  control  program  has  had  significant  impact  on 
organization  and  delivery  of  health  services  as  a  result  of  its  efforts 
for  the  control  of  chronic  kidney  disease.  By  providing  grant  support 
to  institutions  more  than  12,000  school  children  have  been  screened 
for  chronic  renal  diseases  and  renal  abnormalities  have  been  detected 
in  227  children.  Fourteen  dialysis  centers  have  been  established  for 
terminal  renal  disease  patients ;  approximately  300  such  patients  have 
been  provided  chronic  hemodialysis  services.  In  addition,  12  centers 
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have  been  established  for  training  patients,  their  families,  and  para- 
medical personnel  in  the  operation  of  home  dialysis  units.  Under  this 
program  more  than  200  chronic  kidney  disease  patients  are  receiving 
hemodialysis  at  home.  Through  provision  of  technical  assistance  and 
stimulation  by  the  chronic  disease  control  program  more  than  200 
hospitals  are  providing  chronic  renal  dialysis  services  for  1,800 
patients. 

Through  demonstration  studies,  the  heart  disease  and  stroke  con- 
trol program,  proved  the  feasibility  of  the  intensive  coronary  care  unit 
concept  as  the  most  efficient  method  for  treating  acute  myocardial 
infraction  patients.  It  has  been  estimated  that  properly  operated 
coronary  care  units  may  reduce  hospital  mortality  from  heart  attacks 
by  15  to  20  percent.  Through  stimulation  and  technical  assistance  pro- 
vided by  this  program  there  are  today  approximately  1,300  hospitals 
with  coronary  care  units.  In  addition  this  program  has  provided 
specialized  training  for  more  than  2,500  professional  nurses  to  staff 
coronary  care  units  over  the  past  3  years. 

Through  participation  in  the  National  Interagency  Council  on 
Smoking  and  Health,  the  Clearinghouse  on  Smoking  and  Health  gives 
technical  assistance  to  State  and  local  interagency  councils.  It  brings 
together  official  and  voluntary  health  agencies,  educational  institu- 
tions, and  industry  to  mount  a  broad  assault  on  the  problems  of  smok- 
ing and  its  relationship  to  health. 

The  diabetes  and  arthritis  control  program  supports  research — 
drugs,  clinical  aspects,  and  newer  methods  of  treatment — in  diabetes 
and  arthritis.  It  provides  technical  assistance  to  State  and  local  health 
agencies  for  program  development,  and  develops  information  ma- 
terials for  health  professionals  and  the  lay  public. 

In  addition,  nearly  all  of  the  categorial  control  programs  in  this 
division  support  training  programs  to  upgrade  skills  or  increase  the 
manpower  pool  of  technically  skilled  individuals  in  methods  of 
chronic  disease  control. 

Community  health  services 

This  Service  administers  the  Partnership  for  Health  Act  (Public 
Law  89-749).  It  has  major  responsibilities  for  implementing  medical 
care  administration  activities  within  the  Department.  The  agency 
has  had  significant  impact  through  its  programs  of  comprehensive 
health  planning,  organization  of  health  services,  medical  care  ad- 
ministration— including  health  standards  development — and  pro- 
vision of  teclmical  assistance  to  State  and  local  health  agencies. 

The  Partnership  for  Health  Act  authorized  the  establishment  and 
support  of  statewide  and  areawide  comprehensive  health  planning 
agencies;  plus  support  of  training  and  demonstrations  in  health 
planning.  In  the  past  2  years  51  of  56  States  and  Territories  have  es- 
tablished comprehensive  health  planning  agencies.  More  than  100 
areawide  comprehensive  health  planning  agencies  have  been  estab- 
lished. This  is  a  relatively  new  program,  therefore,  adequate  evalua- 
tion studies  of  its  effectiveness  have  not  been  completed.  Although  the 
manpower  development  program  for  comprehensive  health  planning 
is  in  the  formative  stages,  its  intent  is  to  correct  the  severe  shortage 
of  qualified  health  planning  personnel  through  training.  There  are 
presently  10  training  projects  of  this  type,  each  designed  for  graduate 
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training  of  health  planners.  In  addition,  there  are  three  curriculum 
development  projects;  three  consumer  training  projects — 300  con- 
sumers being  trained;  six  continuing  education  projects — 1,000  per- 
sons completing  courses  by  June  1969 ;  and,  two  comprehensive  health 
planning  demonstration  projects  being  supported. 

In  the  area  of  organization  of  servdces  such  activities  as  grants  for 
comprehensive  public  health  services,  project  grants  for  health  services 
development,  grants  for  special  purpose  demonstration  projects,  and 
provision  of  technical  assistance  to  other  Federal,  State,  and  local 
health  agencies  are  bein^  carried  out.  Grants  for  comprehensive  public 
health  services  are  provided  under  section  314(d)  of  the  PHS  Act — 
whereby  formula  grants  are  made  to  States  to  cany  out  their  compre- 
hensive public  health  services  programs.  The  intent  of  this  portion 
of  the  law  is  to  permit  greater  flexibility  in  planning  and  implementa- 
tion of  public  healtli  programs  on  a  priority-needs  basis.  In  addition, 
the  switch  from  a  categorical  formula  grant  base  to  "block"  formula 
grants  is  designed  to  help  States  expand  programs  for  the  organization 
and  delivery  of  services. 

Project  grants  specifically  for  health  services  development  under 
section  314(e)  of  the  PHS  Act  serve  as  a  base  of  support  projects 
to  improve  delivery  of  comprehensdve  health  services  utilizing  a 
variety  of  governmental  and  nongovernmental  health  resources.  This 
program  stresses  citizen  participation  and  local  control  of  projects. 
Thirteen  projects  are  presently  being  funded,  with  the  estimated  num- 
ber increasing  to  20  by  June  1969.  Persons  serv^ed  hj  these  projects 
is  over  one-half  million,  with  an  estimated  67,000  patients  treated  for 
episodic  illness.  The  estimated  per  capita  cost  of  treatment  is  $100 
per  year. 

Migrant  health  projects  numbering  more  than  100,  also  are  sup- 
ported, by  the  Community  Health  Service.  These  are  programs  for  a 
special  subgroup  of  the  poor,  mostly  agricultural  migrants,  who  face 
the  syndrome  of  disease  and  disability  that  arises  from  poverty  com- 
bined with  lack  of  roots.  Such  individuals  and  their  families  are  not 
usually  eligible  for  many  welfare  programs  because  of  residency  re- 
quirements. Currently,  approximately  325,000  of  the  more  than  1 
million  migrant  workers,  have  access  to  health  services  while  living 
and  working  in  areas  with  migrant  health  projects. 

Under  the  Appalachian  regional  development  program  local  re- 
gional planning  councils  have  been  established  and  are  operating  in 
all  eight  designated  health  demonstration  areas.  These  councils  func- 
tion in  similar  fashion  to  the  areawide  planning  a^ncies.  A  variety 
of  component  projects  are  being  supported,  including  health  service 
centers,  mental  health  service  projects  and  environmental  health 
projects. 

Medical  group  practice  demonstration  planning  projects  support 
has  been  another  area  of  interest  of  the  Community  Health  Service. 
Noteworthy  accomplislmients  in  this  area  have  been  sponsorship  of 
national  conferences  on  group  practices;  support  of  the  National 
Medical  Association  Foundation  through  a  planning  grant  for  con- 
struction and  operation  of  a  256-bed  extended  care  medical  facility 
and  a  family  medicine  group  practice  (in  Washington,  D.C.) ;  and, 
support  of  demonstrations  of  prepaid  group  health  insurance  plans 
for  special  groups. 
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Indian  health  servwe 

This  service  has  a  significant  impact  on  organization  and  delivery 
of  health  services  through  direct  provision  of  health  services  to  480,000 
American  Indians  and  Alaskan  Natives.  This  service  operates  51  hos- 
pitals, ranging  in  size  from  six  beds  to  over  800  beds ;  70  health  centers ; 
131  health  stations;  and,  240  other  field  health  locations.  Through  this 
network  health  services  are  accessible  and  available  to  the  popula- 
tions served.  In  addition,  medical  services  are  purchased  on  a  contract 
basis  for  patients  not  living  near  a  Federal  Government  facility  or 
where  the  facility  does  not  provide  the  services  needed.  The  service  has 
established  the  Health  Program  Systems  Center  to  examine  the  cur- 
rent pattern  of  delivery  of  health  services  and  devise  means  for 
improved  utilization  of  available  resources,  health  manpower  and 
facilities. 

In  addition,  under  the  provisions  of  statute  48  U.S.C.  49,  certain  of 
the  Indian  Health  Service  hospitals  in  Alaska  have  been  declared  com- 
munity hospitals  for  providing  care  to  individuals  who  are  not  bene- 
ficiaries. In  this  way  certain  medicare  patients,  other  than  Indian  bene- 
ficiaries, are  cared  for. 

The  Indian  health  service  has  constructed  new  facilities  and  renovate 
or  modernize  facilities  to  keep  abreast  of  present  day  developments. 

Federal  health  program  service 

This  Service  has  had  its  major  direct  effect  on  organization  and 
delivery  of  health  services  by  means  of  its  hospital  and  clinic  program. 
Under  this  program  direct  health  services  are  provided  to  such  groups 
of  Federal  beneficiaries  as  merchant  seamen.  Federal  employees  with 
job  related  illnesses  or  injuries,  Coast  Guards  and  their  dependents, 
commissioned  corps  Public  Health  Service  personnel  and  their  depend- 
ents, and  other  military  personnel  and  their  dependents.  The  hospital 
find  clinic  program,  consisting  of  10  general  hospitals,  one  leprosy  hos- 
pital, 28  outpatient  clinics,  and  a  contract  medical  program,  proAddes 
health  services  for  more  than  400,000  individual  beneficiaries.  Annual 
admissions  amount  to  about  50,000  with  approximately  1.8  million  out- 
patient visits  per  year.  This  program  also  conducts  postgraduate  train- 
ing programs  for  j^hysicians  and  other  health  workers.  There  are 
approximately  600  PPIS  personnel  in  full-time  training  at  present. 

This  Sendee  has  an  impact  indirectly  upon  organization  and  delivery 
of  health  services  through  its  division  of  emergency  health  ser^dces. 
Under  this  program  more  than  2,300,000  persons  have  been  trained  in 
medical  self-help  and  continued  disaster  medical  services  training  in 
the  curriculum  of  93  schools  of  medicine.  In  addition,  this  type  of 
training  was  initiated  as  an  inservice  training  program  in  500  com- 
mmiity  hospitals. 

More  than  350  packaged  disaster  hospitals  have  been  affiliated  with 
existing  community  hospitals.  Standards  have  been  established  for 
training  of  ambulance  attendants  and  other  emergency  services  per- 
sonnel, along  with  medical  requirements  for  ambulance  design  and 
equipment.  Surv^eys  along  these  lines  will  be  used  to  delineate  the  prob- 
lem and  make  appropriate  planning  for  the  future. 

The  Division  of  Federal  Employee  Health  develops  standards  for 
preventive  health  services,  gives  technical  assistance  to  other  Federal 
agencies,  and  provides  direct  health  services  consultation  to  other  Fed- 
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eral  programs.  Preventive  health  measures  of  this  program  indirectly 
affect  the  organization  and  delivery  of  health  services  by  detecting  dis- 
ease from  its  inception  and  by  early  intervention,  thus  preventing  ill- 
ness or  its  progression  to  a  more  advanced  stage. 

Finally,  by  providing  technical  advice  and  support  to  Federal  pro- 
grams, authorized  personal  health  services  will  be  provided  to  125,000 
Federal  employees,  via  70  employee  health  services  clinics. 

National  center  for  health  services  research  and  development 

This  center  was  established  under  the  provisions  of  section  304  of  the 
Public  Health  Service  Act,  on  May  12, 1968.  This  act  permits  support 
of  research,  development,  and  demonstrations  in  health  services,  plus 
support  of  related  training  activities  by  either  contract  or  grant.  Prior 
to  establishment  of  the  center,  support  of  research  projects  devoted  to 
improving  the  organization,  delivery,  and  financing  of  health  services 
was  carried  out  by  the  Bureau  of  Health  Services.  Inasmuch  as  most  of 
these  initial  grants  awarded  were  for  3  to  5  years,  few  of  the  proj'ects 
have  been  completed  and  results  directly  attributable  to  the  projects 
are  incomplete. 

Research  activities  supported  by  the  center  include  projects  devoted 
to  computer  techniques  in  patient  care ;  computerized  history  taking ; 
computerized  scheduling  of  clinic  patients ;  geriatric  rehabilitation  in 
a  community  hospital ;  demonstration  of  health  maintenance  services 
in  a  prepaid  group  health  population ;  closed  circuit  television  diag- 
nosis ;  and,  a  study  of  a  new  approach  to  a  medical  care  cost  index. 

Health  facilities  planning  and  construction  service 

This  service  is  responsible  for  implementing  the  Hill-Burton  hos- 
pital construction  program.  Since  the  beginning  of  this  program  in 
1947  there  have  been  constructed  5,355  general  hospitals,  with  305,680 
beds;  1,501  long-term  care  facilities,  with  83,607  beds;  195  mental  hos- 
pitals, with  21,000  beds;  80  tuberculosis  hospitals;  942  diagnostic  or 
treatment  centers;  463  rehabilitation  centers;  and,  1,206  public  health 
centers.  Prior  to  establishment  of  the  National  Center  for  Health  Serv- 
ices and  Research  and  Development  in  1968,  this  service  also  had  re- 
sponsibility and/ or  grant  authority  for  support  of  a  research  and  dem- 
onstration program  directed  at  finding  better  ways  to  design,  operate, 
and  administer  hospitals  and  other  health  facilities. 

In  addition,  this  service  has  made  a  significant  impact  on  organiza- 
tion and  delivery  of  health  services  indirectly  by  bringing  orderliness 
to  hospital  construction  through  areawide  planning;  developing  and 
modifying  guidelines  and  standards  of  hospital  beds  and  health  facility 
needs;  being  instrumental  in  a  plan  for  rational  distribution  of  hos- 
pitals ;  establishing  minimum  standards  for  health  facility  construc- 
tion; and,  assisting  States  in  development  of  standards  for  licensure 
purposes.  In  addition,  technical  assistance  in  health  facility  construc- 
tion is  given  to  State  and  local  agencies,  plus  private  organizations. 

National  Institute  of  Mental  Health 

A  measure  of  the  impact  of  the  entire  efforts  of  the  Institute  on 
organization  and  delivery  of  health  services  for  the  mentally  ill  is 
reflected  in  the  decrease  in  the  number  of  inpatients  in  mental  hos- 
pitals. A  little  over  a  decade  ago,  there  were  more  than  one-half  mil- 
lion mentally  ill  patients  hospitalized,  compared  with  approximately 
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400,000  at  present — a  reduction  of  nearly  30  percent.  Last  year  alone 
there  was  a  decrease  of  25,000  inpatients,  or  5.9  percent,  including  a  2- 
percent  decline  in  the  crucial  15  to  26  age  group.  Had  the  previous 
upward  trend  continued,  there  would  be  more  than  700,000  mentally  ill 
patients  hospitalized  at  this  time. 

This  Institute  has  also  had  a  major  impact  on  the  organization  and 
delivery  of  health  services  through  specialized  training  activities.  The 
Institute  supports  clinical  and  applied  research  in  the  behavioral 
sciences,  psychopharmacology,  and  various  major  mental  disorders. 
Included  in  its  applied  research  efforts  is  the  hospital  improvement 
program  to  demonstrate  improved  methods  of  care,  treatment,  and 
rehabilitation  of  the  mentally  ill  in  State  mental  hospitals.  Of  major 
significance  is  its  program  of  collaborative  studies  in  more  than  75  hos- 
pitals and  clinics  to  assess  the  value  of  newly  available  psychiatric 
drugs.  As  a  result  of  such  efforts,  the  length  of  hospital  stay  of  many 
psychiatric  illnesses  has  been  shortened,  and  many  other  mental  dis- 
orders, for  which  the  prognosis  for  recovery  was  previously  poor,  are 
now  being  treated  more  optimistically. 

A  major  mission  of  the  Institute  is  to  improve  mental  health  services 
programs  across  the  Nation.  This  is  carried  out  primarily  in  its  com- 
munity mental  health  centers  program  and  includes  support  of  State 
and  community  mental  health  programs.  The  goal  of  the  community 
mental  health  centers  program  is  to  improve  the  organization  and  deliv- 
ery of  mental  health  services,  with  the  objective  of  making  the  most 
effective  mental  health  care  available  to  all  of  the  Nation.  Over  350 
community  mental  health  centers  have  been  supported  by  this  program, 
and  all  50  States  have  received  funds  for  improvement  of  their  mental 
health  programs;  51  j^ercent  of  the  applicants  for  establishing  com- 
munity mental  health  centers  have  come  from  private,  nonprofit  orga- 
nizations. These  centers  will  ultimately  haA^e  the  capability  of  serving 
54  million  people — almost  one-quarter  of  the  total  population.  There 
is  also  authority  under  this  program  to  support  construction  of  mental 
health  centers. 

Perhaps  of  equal  importance  is  the  Institute's  activities  in  relation  to 
support  of  personnel  training  and  health  manpower  development.  Pro- 
gress in  the  delivery  of  mental  health  care,  as  in  most  other  areas,  de- 
pends upon  the  availability  of  adequately  trained  and  developed  health 
manpower.  The  Institute  provides  support  of  training  of  mental  health 
personnel  for  research  and  service,  including  training  in  the  mental 
health  care  disciplines  of  psychiatry,  psychology,  psychiatric  nursing, 
and  social  work;  specialized  training  for  professionals  and  subpro- 
fessionals  in  allied  fields ;  and,  training  devised  to  provide  manpower 
to  deal  specifically  with  such  problem  areas  as  alcoholism,  suicide,  and 
drug  abuse.  Since  1948,  the  Institute  has  supported  training  for  over 
37,000  professionals  in  psychiatry,  psychology,  psychiatric  social  work 
and  nursing.  Due  in  large  part  to  this  effort,  the  number  of  psychia- 
trists has  increased  by  45  percent,  psychologists  by  27  percent,  social 
workers  by  73  percent,  and  psychiatric  nurses  by  79  percent,  between 
1960-66.  Trainee  stipends  have  increased  from  200  in  1948  to  more 
than  11,000  at  present,  plus  the  training  of  12,000  nonpsychiatric  phy- 
sicians in  short-term  courses  of  psychiatry.  In  addition,  high  priority 
has  been  given  to  training  of  mental  health  aides  and  other  nonhealth 
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professionals  who  will  be  dealing  with  psychiatric  patients.  An  esti- 
mated 40,000  mental  health  aides  and  paramedical  personnel  have  re- 
ceived training. 

The  Institutes'  narcotic  addict  rehabilitation  program  provides  an 
opportunity  for  individuals  addicted  to  narcotics  to  volunteer  for  civil 
commitment,  as  well  as  allowing  addicted  individuals  charged  with 
violating  certain  Federal  criminal  laws  to  apply  for  civil  commitment 
for  treatment  in  lieu  of  prosecution.  The  program  is  presently  using  the 
clinic  research  centers  at  Lexington,  Ky.,  and  Fort  Worth,  Tex.,  to  pro- 
vide for  the  examination  and  inpatient  treatment  phase.  Following 
the  inpatient  treatment  phase,  the  patient  is  conditionally  released  to 
his  home  community  and  provided  supervised  treatment  and  hehabili- 
tation  services  for  36  months  by  community  agencies  under  contract 
with  the  program.  As  a  result  of  research  studies  and  clinical  trials 
with  methadone,  this  drug  was  found  to  be  highly  effective  in  treat- 
ing narcotic  addicts.  Presently,  more  than  2,000  addicts  are  under 
treatment  with  this  drug. 

National  C omrrmnicable  Disease  Center 

This  Center  has  primary  responsibility  for  activities  related  to  con- 
trol of  communicable  disease  by  the  Federal  Grovemment.  It  has  had 
a  significant  effect  indirectly  on  the  delivery  of  health  services  by 
disease  prevention.  The  Center  carries  out  its  primary  responsibilities 
through  such  programs  as  control  of  communicable  diseases  of  national 
importance,  national  disease  surveillance,  foreign  quarantine,  training 
in  conmiunicable  disease  control  techniques,  and  laboratory  improve- 
ment. As  a  result  of  immunizing  children  against  measles,  reported  in- 
cidence of  this  disease  has  been  reduced  by  95  percent,  with  an  esti- 
mated 9.7  million  cases  of  measles  being  averted,  973  lives  saved,  32 
million  school  days  saved,  and  3,200  cases  of  mental  retardation  pre- 
vented— saving  the  high  costs  of  institutional  care  and  special  school- 

The  incidence  of  infectious  syphilis  and  tuberculosis  continue  to 
decline  due  in  large  measure  to  control  and  preventive  efforts  against 
the  diseases.  The  national  surveillance  program  gathers  information  re- 
garding possible  or  impending  epidemics  such  as  the  recent  Hong  Kong 
flu  outbreak  and  disseminates  such  information  continuously  to  health 
personnel  throughout  the  country.  It  conducts  'activities  of  this  sort  to 
prevent  and  control  institutionally  acquired  infections.  The  Center  also 
conducts  approximately  100  epidemiologic  investigations  for  State 
and  local  health  departments  annually. 

In  spite  of  the  ever-increasing  volume  of  international  passenger 
traffic  and  cargo  movement,  the  Center's  foreign  quarantine  program 
continues  to  prevent  the  importation  of  quarantinable  diseases. 

In  collaboration  with  State  health  department  laboratories,  about 
one-half  million  reference  diagnostic  tests  were  performed  and  1,500 
laboratory  workers  were  trained  by  the  Communicable  Disease  Center 
last  year.  The  latter  activity  with  its  new  laboratory  improvement  pro- 
gram aims  at  development  of  resources,  and  will  be  another  manner  in 
which  the  Center  will  effect  the  organization  and  delivery  of  health 
services. 
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National  Center  for  Health  Statistics 

This  Center  is  the  arm  of  the  Federal  Government  which  has  the 
responsibility  for  collecting,  analyzing,  and  disseminating  health  sta- 
tistical data.  Such  data  is  used  by  educators,  economists,  researchers, 
heialth  planners,  and  private  industry. 

III.  NATIONAL  INSTITUTES  OF  HEALTH 

The  programs  of  the  National  Institutes  of  Health  aim  to  advance 
the  health  of  the  American  people  through  research,  education,  train- 
ing, and  commimication  facilities. 

Kesearch  findings  and  their  later  applications  have  profoundly  re- 
duced the  incidence  and  prevalence  of  disease,  and  have  consequently 
reduced  the  needs  for  health  services.  Smallpox,  typhoid  and  para- 
typhoid fevers,  diphtheria,  and  infantile  paralysis  have  practically 
disappeared  in  this  country.  Pneumococcal  pneumonia  and  tuber- 
culosis no  longer  cause  the  morbidity  and  mortality  they  did  years 
ago.  Mumps  and  Germian  measles  will  soon  be  brought  under  control. 
Listed  below  are  other  contemporary  illustrations  of  the  actual  and 
potential  contributions  of  research  to  reducing  needs  for  health 
services  and  improving  the  quality  of  health  care: 

Diatetes 

NIH  funded  studies  on  the  action  of  oral  antidiabetic  drugs  have 
resulted  in  a  majority  of  the  2.5  million  diabetics  now  being  on  oral 
medication  for  control ;  with  consequent  reduction  in  the  cost  of  treat- 
ment,'fewer  physician  visits,  less  complications,  less  hospitalizations, 
and  less  time  lost  from  work. 

Arthritis 

Studies  conducted  or  supported  by  NIH  open  the  door  to  use  of 
cortico-steroids  in  arthritis.  Although  not  producing  a  cure,  these  drugs 
have  decreased  the  length  of  hospitalization  and  improved  the  re- 
habilitation outlook. 

Gout 

NIH  conducted  and  supported  research  studies  have  advanced  our 
knowledge  of  the  disease  and  general  treatment  of  the  disease  to  a 
point  where  now  it  is  the  most  controllable  of  the  arthritic  diseases. 

Irreversible  kidney  disease 

Chronic  intermittant  hemodialysis  with  the  aid  of  artificial  kidneys 
has  become  a  lifesaving  treatment  for  patients  with  end-stage  kidney 
disease.  Improvement  in  hemodialysis  techniques  through  NIH  efforts 
in  recent  years  is  continuing  to  make  this  therapeutic  modality  less 
expensive  and  to  improve  patient  rehabilitation.  Much  of  the  pace  and 
knowledge  of  kidney  transplantation  is  due  to  NIH-supported  studies. 
Kidney  transplants  for  irreversible  kidney  failure  have  an  average 
long-term  success  rate  of  about  50  percent. 

Population  control 

Through  NIH  supported  research  on  oral  contraceptive  drugs,  there 
are  now  available  drugs  which  are  very  effective  as  birth  control  meas- 
ures. In  the  long  run  this  may  well  prove  to  be  one  of  the  most  impor- 
tant biomedical  advances. 
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Hemophilia 

XIH  supported  studies  led  successfully  to  the  development  of  con- 
centrated antihemophilic  globulin  which  now  allows  patients  suffering 
from  this  disease  to  undergo  elective  surgfery. 

Automated  climcal  laboratories 

This  laboratory  program  has  developed  instruments  for  rapid, 
accurate  analysis  of  laboratory  data  and  other  computerized  laboratory 
instruments  suitable  for  300  to  500  bed  hospitals. 

Biomedical  engineenng 

Through  conduct  and  support  by  NIH  of  work  in  this  field,  signif- 
icant contributions  are  being  made  in  the  conquest  of  disease  and  bet- 
terment of  health.  A  Avide  spectrum  of  activities  in  this  area  ranges 
from  the  application  of  computers  to  the  study  of  theoretical  models  of 
bodily  processes  to  the  applied  research  and  development  of  diagnostic 
instruments. 

Pai'Jcinsonism 

Through  NIH  efforts  and  research  much  hope  is  held  out  for  the 
future  control  of  this  disease.  Studies  of  a  compound  known  as  L-Dopa 
offers  promise.  It  is  estimated  that  about  150,000  victims  are  dependent 
upon  families  and/or  communities  for  both  financial  assistance  and 
for  help  in  performing  the  simplest  of  daily  tasks.  Another  150,000 
patients  are  able  to  maintain  limited  employment,  but  are  unable  to 
drive  a  car,  use  a  knife,  or  write.  It  is  estimated  that  the  direct  and 
indirect  costs  for  this  disease  amiually  is  $1.5  billion. 

Stroke 

Stroke  continues  to  be  one  of  the  leading  causes  of  death  and  disa- 
bility, frequently  occurring  in  the  most  productive  years  of  life.  Much 
is  not  known  about  prevention,  control,  and  cure  of  this  disease.  This 
points  up  the  need  for  stepped-up  research  studies.  There  are  presently 
no  valid  statistics  for  measuring  the  impact  on  mortality  and  morbid- 
ity of  this  disease. 

Epilepsy 

Anticonvulsant  drugs  presently  control  only  about  60  percent  of  all 
cases,  which  points  up  the  need  to  step  up  our  program  of  drug  re- 
search study  in  epilepsy.  There  are  many  promising  new  drugs  which 
are  under  clinical  investigation,  however,  evaluation  studies  are  in- 
complete. 

Dental  caries 

Recent  scientific  advances  by  OTH  supported  studies  hold  much 
promise  for  nearly  complete  prevention  of  caries  in  the  near  future. 

Artificial  heart  program 

This  program  is  currently  concentrating  on  the  development  of  a 
variety  of  temporary  heart  assist  defaces  and  techniques  which  should 
have  a  substantial  impact  on  mortality  from  heart  attacks  and  other 
conditions  where  acute  heart  failure  threatens  a  patients'  life.  Later, 
the  program  will  undertake  the  development  of  permanent  assist  de- 
vices for  the  rehabilitation  of  patients  with  chronic  heart  failure  and, 
ultimately,  the  development  of  total  mechanical  heart  replacements  for 
hearts  damaged  beyond  salvage.  A  companion  program ;  namely,  the 
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myocardial  infarction  program,  focuses  on  the  problem  of  acuJte  heart 
attacks  which  strike  an  estimated  1  million  Americans  annually  and 
account  for  more  than  one-half  million  deaths.  Through  intensive 
clinical  study  of  the  acute  heart  attack  patient,  backed  up  by  animal 
studies,  the  program  seeks  to  increase  knowledge  about  acute  heart  at- 
tacks and  to  thus  improve  all  aspects  of  diagnosis,  treatment,  and 
patient  care.  In  a  similar  vein,  the  anticoronary  drug  project  is  study- 
ing several  drugs  with  an  aim  to  see  which  ones  offer  promise  in  pre- 
venting the  onset  and  progression  of  coronary  artery  disease. 

Cancer 

The  impact  of  specific  cancer  resarch  and  related  training  programs 
upon  the  organization,  delivery,  and  financing  of  health  services  is 
noted  as  follows : 

The  National  Cancer  Institute  supports  a  national  network  of 
cooperative  clinical  groups  of  physicians,  employing  new  treat- 
ment techniques  for  cancer  patients.  There  are  presently  24 
cooperative  groups,  involving  250  institutions  and  over  1,000  phy- 
sicians in  these  activities.  These  physicians  provided  care  for 
16,000  patients  and  consultative  advice  to  at  least  138,000  cancer 
patients  in  these  cooperative  groups  for  the  year  of  1967  alone.  In 
addition  300  physicans  are  trained  yearly  by  this  program  in  the 
principles  and  practice  of  oncology,  with  emphasis  on  chemother- 
apy. Other  ancillary  benefits  from  this  program  are  related  to  the 
use  of  certain  cancercidal  drugs  to  suppress  the  immune  reaction 
to  organ  transplants ;  the  development  of  a  special  patient  isolator 
unit,  to  protect  cancer  patients  from  infections  following  chemo- 
therapy; and  the  development  of  the  blood  separator  program, 
which  supplies  cancer  patients  and  other  noncancer  patients  with 
specific  deficiencies  of  whole  blood  constituents. 

The  National  Cancer  Institute's  support  of  27  clinical  centers 
for  human  cancer  research  and  support  of  30  projects  for  early 
detection  and  diagnosis  of  cancer  at  the  present  time  indirectly 
affects  the  organization  and  delivery  of  health  services  mostly  by 
preventive  activities. 

Tlie  support  of  these  activities,  plus  support  of  such  activities 
as  the  specialized  leukemia  ceoiters,  training  programs  for  radio- 
therapiStB,  and  training  of  physicians  and  dentists  in  cancer  ther- 
apy all  have  bearings  on  the  problem. 

Education  and  training 

The  education  and  training  programs  of  NIH  contribute  to  improv- 
ing the  delivery  of  health  servdces  through — 

Serving  as  a  clearing-house  fimction  and  disseminating  infor- 
mation as  the  need  for  health  manpower,  utilization,  distribution 
and  training,  and  educational  programs  available  for  prospective 
students  in  health  manpower  development  activities. 

Devoting  major  efforts  toward  improving  the  education  and 
training  of  health  personnel  and  increasing  numbers  of  trained 
personnel  through  various  ways. 

Assisting  in  the  development  of  the  facilities  in  the  health  sci- 
ences in  such  a  manner  as  to  increase  quality  and  quantity  of 
health  manpower. 
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Demonstrating  more  efficient  methods  of  utilization  of  existing 
supply  of  health  manpower. 

Development  of  increased  health  training  facilities  thus  affect- 
ing opportunities  for  increasing  quality  and  quantity  of  health 
manpower.  The  projected  plan  calls  for  an  increase  by  25  in  the 
nimiber  of  medical  schools  and  150  new  postgraduate  schools 
between  1965  and  1975.  Since  the  advent  of  these  programs  an 
overall  total  of  4,509  first-year  places  have  been  provided  with 
Federal  assistance.  These  include:  1,870  additional  medical  stu- 
dents, 871  dental  students,  357  public  health  students,  as  well  as 
increases  for  several  other  health  occupations. 

Basic  educational  improvement  grants  carrying  with  them  a 
requirement  for  increasmg  first-year  enrollment  by  educational 
institutions.  As  a  result  of  this  program  it  is  estimated  that  the 
following  increases  in  professional  health  manpower  will  result : 


ESTIMATED  SUPPLY 


1968 

1985 

Physicians   

Dentists...     

Nurses   

  311,000 

    100,000 

.....    659,000 

358, 000 
109, 000 
759, 000 

Student  support  and  assistance:  One  of  NIH's  programs  is 
targeted  at  recruiting  minority  and  disadvantaged  groups  into 
nursing.  NIH  is  also  supporting  a  program  to  recruit  inactive 
nurses  back  into  active  duty.  The  1966  Inventory  of  Professional 
Registered  Nurses  revealed  that  over  900,000  nurses  maintain 
licensure,  however,  approximately  286,000'  were  listed  as  not  em- 
ployed in  the  nursing  field. 

New  types  of  health  personnel  training  and  education  pro- 
grams under  the  Health  Manpower  Act  of  1968 :  This  will  allow 
for  the  development  of  new  levels  or  new  types  of  health  pro- 
fessions personnel. 

Institutional  educational  improvement  grants:  These  grants 
have  resulted  in  curriculum  improvement,  expansion  of  faculty 
to  teach  larger  numbers  of  students,  and  establishment  of  new 
and  innovative  programs. 

Related  health  professions  education  and  training  programs 
which  support  programs  in  optometry  and  podiatry,  also  in- 
directly affect  the  organization  and  delivery  of  health  services  in 
respect  to  these  specialities  by  increasing  the  quality  and  quantity 
of  graduates  from  these  schools. 

Allied  health  professions  education  and  training  program 
which  provides  support  for  the  training  of  allied  health  man- 
power, indirectly  affects  the  organization  and  delivery  of  health 
services  by  assisting  in  the  improvement  and  expansion  of  train- 
ing opportunities  for  such  personnel. 
In  summary,  it  may  be  said  that  the  Nation's  medical,  dental,  and 
other  health  professions  schools  have  a  current  enrollment  of  about 
240,000  students.  The  number  graduating  each  year  is  far  short  of 
current  and  projected  needs  for  these  categories  of  personnel.  It  is 
highly  important  that  major  efforts  be  undertaken  to  increase  this 
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number,  plus  the  development  and  utilization  of  ancillary  health 
personnel. 

Federal  expenditures  of  over  $800  million  will  support  training  of 
an  estimated  305,000  students  and  trainees  in  the  health  professions  in 
1970,  with  51  percent  of  this  amount  being  spent  by  NIH. 

In  order  for  successful  training  to  take  place,  there  must  be  proper 
facilities  available.  In  this  context,  NIH  has  been  quite  active  in 
assisting  in  the  construction  of  teaching  facilities  and  research  training 
facilities. 

During  the  past  5  years,  NIH  has  awarded  $456  million  in  construc- 
tion funds  to  126  schools,  located  in  43  States,  the  District  of  Columbia, 
and  Puerto  Rico.  This  includes  20  new  schools.  These  awards  span 
all  of  the  primary  health  professions :  Medicine,  dentistry,  osteopathy, 
public  health,  optometry,  pharmacy,  nursing,  and  veterinary  medicine. 

IV.   SOCIAL  AND  REHABILITATION  SERVICE 

This  service  has  had  its  effect  on  the  organisation,  delivery,  and 
financing  of  health  services  through  its  Children's  Bureau  and  medi- 
caid program.  The  former  had  its  primary  effect  direct  on  the  organi- 
zation and  delivery  of  health  services,  whereas  the  latter  had  its  pri- 
mary impact  on  financing  of  health  services. 

Children's  Bureau 

This  Bureau  has  had  its  impact  on  the  organization  and  delivery  of 
health  services  as  follows : 

Contributed  significantly  to  reduction  of  infant  mortality  in 
urban  ghettos.  In  the  past  3  years  alone  the  Nation's  infant  mor- 
tality has  declined  twice  as  much  as  it  did  in  the  period  of  1956- 
65.  This  was  a  result  of  a  combination  of  maternal  and  child 
health  centers  supported  by  the  program  and  the  stimulation  of 
the  public  and  private  health  sector  to  develop  similar  services. 

Instrumental  in  bringing  comprehensive  health  services  to 
pregnant  women  and  children  in  low-income  areas  which  have 
few  practitioners  of  medicine. 

Developed  a  broader  program  for  family  planning  services  and 
in  1968  alone  provided  these  services  to  more  than  425,000  women, 
predominantly  for  low-income  women. 

Extended  the  services  of  physicians  through  the  development 
(and  proper  utilization  of  allied  health  professionals  and  para- 
medical personnel. 

Provided  medical  care  for  425,000  children  who  are  crippled 
or  have  conditions  leading  to  crippling,  during  1968  alone.  This 
includes  30,000  children  with  congenital  heart  defects,  many  of 
which  are  curable  with  STirgery. 

Assisted  in  bringing  specialized  diagnostic  and  treatment  serv- 
ices to  45,000  mentally  retarded  children  during  1968.  The  num- 
ber of  clinics  for  this  purpose  has  increased  from  80  to  150  clinics 
over  the  past  5  years.  This  program  is  supported  in  whole  or  part 
by  maternal  and  child  health  program  funds. 

Supported  a  program  for  screening  infants  for  phenylke- 
tonuria (PKU),  a  congenital  metabolic  abnormality.  This  pro- 
gram included  provisions  for  treatment  and  followup  of  cases. 
Early  treatment  of  this  condition  can  prevent  mental  retarda- 
tion. 
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In  cooperation  with  the  Department  of  Agriculture,  developed 
a  plan  whereby  the  physicians  at  maternal  and  child  health 
centers  could  obtain  commodity  foods  for  needy  patients  on  a  pre- 
scription basis. 

In  summary  the  Children's  Bureau  had  a  significant  impact  on  the 
organization,  delivery  and  financing  of  health  services  by  providing 
or  assisting  in  the  provision  of  both  preventive  and  medical  care  serv- 
ices for  mothers  and  children,  predominantly  for  the  poor. 

Medicaid  program 

As  a  result  of  the  medicaid  program,  many  more  needy  Americans 
are  aided  in  receiving  and  paying  for  medical  care ;  program  benefits 
reach  other  groups  beside  the  aged ;  a  wider  range  of  services  are  avail- 
able to  the  poor;  and  a  greater  number  of  medical  institutions  and 
medical  practitioners  are  providing  health  services  to  the  needy  than 
ever  before.  In  addition,  medicaid  program  funds  are  being  used  to 
help  support  such  programs  as  the  OEO  neighborhood  health  centers 
program,  hospitalization  under  the  crippled  children's  program,  and 
health  services  for  the  vocational  rehabilitation  program. 

Over  5  million  needy  persons  received  medical  assistance  under  this 
program  for  the  month  of  May  1968,  whereas  under  its  predecessor, 
the  medical  assistance  for  the  aged,  only  1.2  million  persons  received 
medical  care  assistance  for  the  entire  year  of  1963.  While  the  aged  com- 
prised the  majority  of  all  who  receive  medical  care  benefits  under  pre- 
vious programs,  imder  the  medicaid  program,  members  of  families 
with  dependent  children  were  in  far  greater  proportions  of  those  bene- 
fiting. In  addition,  other  categories  such  as  the  blind  and  the  disabled, 
which  were  not  previously  covered  by  medical  assistance  programs,  are 
now  being  assisted  under  medicaid.  In  comparing  the  average  monthl}^ 
payments  for  medical  care  under  medicaid  with  those  under  previous 
programs,  a  marked  increase  in  benefits  under  medicaid  is  noted.  For 
selected  months  in  1967  and  1968,  the  average  monthly  amount  of  bills 
paid  per  recipient  of  persons  in  AFDC  was  $47  compared  to  $3  in 
1964 ;  for  the  blind,  $69  compared  to  $10 ;  for  the  aged,  $100  compared 
to  $16 ;  and  for  the  disabled  $124  compared  to  $19. 

Presently,  there  are  43  States  and  jurisdictions  with  medicaid  pro- 
grams, all  of  which  provide  the  five  required  basic  services  for  the  cate- 
gorically needy  inpatient  care,  outpatient  care,  skilled  nursing  home 
care,  physicians  outpatient  care,  and  laboratory  and  diagnostic  X-ray 
services.  In  addition,  27  States  provide  these  services  for  both  cate- 
gorically needy  and  the  medical  indigents ;  36  States  provide  for  pre- 
scribed drugs;  35  States  provide  for  prosthetic  devices;  and  34  States 
pro^dde  some  dental  services.  In  1968,  about  40  percent  of  payments 
were  for  care  in  hospitals  (versus  42  percent  of  MA  A  in  1964) ;  30  per- 
cent nursing  home  (versus  49  percent  under  MA  A)  ;  and  12  percent 
for  physicians'  services  (versus  2  percent  under  MA  A) . 

The  range  of  participation  by  physicians  in  the  program  by  the 
States  range  from  50  percent  to  95  percent.  In  Kentucky  virtually 
every  physician  has  participated  in  the  program.  In  California  20,000 
out  of  a  total  of  31,000  physicians ;  Illinois  6,000  out  of  a  total  of  13,000 
physicians;  and  in  New  York  9,000  out  of  19,000  of  the  eligible  phy- 
sicians are  participating  in  the  medicaid  program.  In  addition,  many 
other  physicians  are  participating  in  the  program  as  members  of  group 
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practices  or  as  salaried  employees  of  institutions  providing  health  care 
services. 

The  medicaid  program  has  directly  affected  the  organization,  de- 
livery, and  financing  of  health  services  primarily  through  financing 
medical  care  services  for  a  much  larger  number  of  needy  persons. 

v.  SOCIAL  SECURITY  ADMINISTRATION 

The  Social  Security  Administration  has  had  its  imf>act  on  the  orga- 
nization, delivery  and  financing  of  health  services  primarily  through 
medicare.  Medicare  was  not  designed  to  establish  a  new  system  of 
health  care  in  the  United  States,  but  rather  to  provide  financing  of 
health  services  for  the  aged  under  the  ongoing  organization  and 
delivery  health  care  system.  However,  a  program  of  the  magnitude  of 
medicare  must  inevitably  affect  all  aspects  of  the  health  care  system. 
The  financing  of  health  care  for  the  aged  not  only  makes  available 
health  services  for  this  group,  but  affects  the  whole  of  medical  care 
expenditures,  results  in  expansion  of  medical  facilities  and  services,  and 
causes  changes  in  medical  education.  Standards  set  up  for  providers  of 
services  under  the  program  affects  quality  of  care,  control  of  adminis- 
tration of  health  care  institutions. 

Financing  of  jyersonal  health  care  services 

In  fiscal  year  1968,  $53.1  billion  were  spent  for  the  Nation's  health, 
with  medicare  contributing  one- tenth  of  this  amount  ($5.3  billion)  and 
the  public  expenditures  l^eing  $19.4  billion.  In  fiscal  year  1966,  the  year 
prior  to  medicare,  the  public  share  of  expenditures  for  personal  health 
care  was  21.6  percent ;  whereas  in  the  first  year  of  medicare  this  jumped 
to  29.8  percent ;  and  by  fiscal  year  1968  had  risen  to  34.1  percent.  There 
has  been  a  shift  in  payment  of  hospital  care  of  the  aged  away  from  the 
private  sector  to  the  public  sector,  with  over  half  of  the  public  portion 
being  from  medicare. 

Physician  services  were  reimbursed  under  medicare  in  the  first  year 
of  operation  to  the  tune  of  $626  million  or  39  percent  of  the  total  cost 
for  physician  services  for  the  aged. 

Tlie  public  contribution  to  nursing  home  care  of  the  aged  rose  from 
38  percent,  prior  to  medicare,  to  44  percent  during  the  first  year  of  the 
program. 

Impact  of  medicare  on  medical  care  prices 

Although  the  aged  constitute  only  10  percent  of  the  population,  the 
medicare  program  has  brought  into  sharp  focus  the  accelerated  rate 
of  increase  in  medical  care  prices.  Whereas,  between  the  years  1946  and 
1960  the  medical  care  index  increased  II/2  times  as  fast  as  all  other  con- 
sumer items,  it  rose  twice  as  fast  in  1960-65,  and  it  rose  twice  as  fast 
again  in  1966.  The  major  areas  contributing  to  this  rise  are  the  costs  of 
hospital  care  and  physician  services.  The  major  ingredient  in  hospital 
costs  is  payroll  which  accounts  for  more  than  three-fifths  of  total  hos- 
pital expenses.  The  ready  availability  of  operating  funds  under  medi- 
care allowed  hospitals  to  do  renovations,  purchase  equipment  and  sup- 
plies and  expand  patient  services.  Probably  the  most  important  longrun 
factor  in  the  increase  in  physicians'  fees  is  the  substantial  increase  in 
dema.nd  for  physicians'  services  without  corresponding  increase  in  the 
supply  of  physicians.  Although  the  number  of  physicians  has  increased 


FEDERAL  ROLE  EST  HEALTH 


223 


over  the  past  two  decades,  the  supply  has  not  kept  pace  with  the 
demand. 

Comprehensive  health  services  under  medicare 

Unlike  otHier  health  plans,  medicare  provides  truly  compreheaisive 
health  services.  This  includes  institutional  as  well  as  ambulatory  care. 
Thus  medicare  has  been  a  positive  factor  in  decreasing  fragmentaltion 
of  health  services.  The  program^  has  also  provided  an  incentive  for 
development  of  new  facilities  and  services,  such  as  extended  care  and 
home  health  services. 

Quality  of  care 

Medicare  regulations,  which  govern  who  will  be  able  to  participate, 
specify  minimum  health  and  safety  standards  for  providers  of  serv- 
ices in  a  manner  to  assure  that  an  acceptable  level  of  qualit;^  of  serv- 
ices is  maintained.  This  has  resulted  in  an  upgrading  of  quality  in  the 
institutions  participating  in  the  medicare  program.  This  umbrella 
covers  all  providers  of  health  services — hospitals,  extended  care  fa- 
cilities, home  health  agencies,  and  independent  providers  of  medical 
services. 

Effect  of  medicare  on  providing  health  care  to  all 

Medicare  has  had  a  significant  effect  on  securing  for  all  beneficiaries 
equality  of  health  care — regardless  of  race,  creed,  or  color — in  a  digni- 
fied manner.  The  picture  in  this  respect  is  not  all  rosy;  however, 
progress  is  being  made  in  eliminating  discriminatory  practices  on 
the  part  of  some  participating  providers,  as  well  as  certifying  addi- 
tional providers  through  title  VI  of  the  Civil  Rights  Act. 

Effect  of  utilization  review 

The  regulation  which  requires  that  each  hospital  and  extended  care 
facility  set  up  a  utilization  committee  to  review  all  long  stay  cases 
and,  on  a  random  selection  basis,  admissions  and  professional  services 
rendered,  has  resulted  in  a  more  efficient  use  of  hospital  and  extended 
care  facility  beds. 

Effect  of  reimbursement  experiments  under  medicare 

This  program  has  authority  for  conducting  experiments  in  alterna- 
tive methods  of  reimbursement  in  hospitals  and  with  other  providers 
under  medicare,  medicaid,  and  maternal  and  child  health  pro- 
grams. This  is  the  so-called  incentive  reimbursement  experimenta- 
tion program  designated  to  develop  methods  of  reimbursement  which 
will  provide  incentives  for  efficiency  and  economy  of  operation,  while 
supporting  high  quality  medical  services.  Experimentation  of  this 
type  has  potential  for  encouraging  the  development  of  new  methods 
of  financing,  organization,  and  delivery  of  health  services. 

In  summary,  although  medicare  was  established  to  finance  health- 
care services  for  the  aged,  it  has  had  rather  widespread  effects  also 
on  organization  and  delivery  of  health  services.  These  effects  have 
been  in  the  form  of  improving  quality  of  care,  increasing  availability 
of  health  services,  and  improving  the  efficiency  of  the  administrative 
aspects  of  the  system. 

S.  How  do  the  health  programs  of  yowr  Department  contribute  to  the 
formulation  and  implementation  of  national  health  policy? 
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National  Health  Policy  Formulation 

Up  to  and  including  the  present  there  has  never  been  a  formulation 
of  national  health  policy,  as  such.  In  addition,  no  specific  mechanism 
has  been  set  up  to  carry  out  this  function.  As  a  consequence  the  na- 
tional health  policy  is  a  more  or  less  amorphous  set  of  health  goals, 
which  are  derived  by  various  means  and  groups  within  the  Federal 
structure. 

In  the  broadest  sense,  health  policy  comprises  stated  goals  and 
methods  of  achieving  them.  Historically,  national  efforts  in  health  were 
concerned  primarily  with  the  prevention  of  illness  and  the  provision 
of  health  services  for  legal  beneficiaries  of  the  Federal  Government. 
Health  policy  for  other  groups  and  other  goals  were  largely  left  up  to 
the  individual  States  and  communities.  The  first  major  change  in  di- 
rection on  the  part,  of  the  Federal  Government,  in  this  area,  was  its 
increased  activity  in  biomedical  research  over  the  last  several  decades. 
Following  this  development,  there  was  greater  emphasis  on  the  part 
of  the  Federal  Government  in  employing  new  knowledge  gained  from 
research  to  improve  the  Nation's  health  status. 

In  the  absence  of  specific  mechanisms  for  national  health  policy 
formulation,  the  role  has  been  served  over  the  years  by  the  President, 
the  Congress,  and  the  Federal  agencies  with  health  responsibilities, 
acting  individually  or  in  various  combinations,  as  necessary. 

The  Presdent,  upon  advice  from  either  or  both  the  Federal  health 
agencies  and  the  private  health  sector,  may  formulate  national  health 
policy  proposals  for  consideration  by  Congress.  The  Congress,  utiliz- 
ing similar  sources  of  advice  may  also  formulate  health  policy,  usually 
in  the  form  of  bills  which  are  designed  to  affect  some  aspect  of  a  na- 
tional health  problem.  The  Federal  health  agencies,  frequently  on 
the  basis  of  needs,  either  as  seen  by  the  agency  or  as  conveyed  to  it 
by  advisory  comicils,  may  formulate  national  health  policy  proposals 
for  consideration  by  the  President  and  Congress. 

New  legislation  during  the  past  se^^ral  years  has  provided  for  new 
and  different  approaches  to  meeting  the  health  needs  of  our  people; 
and,  as  a  consequence,  there  is  now  much  greater  emphasis  given  to 
attainment  of  the  best  health  care  for  all  Americans.  Congress  passed 
such  legislation  as  the  Social  Security  Amendments  of  1965,  including 
medicare  and  medicaid,  and  expanded  child  health  programs  to  imple- 
ment proposed  national  health  policy.  Passage  by  Congress  in  1966  of 
the  partnership  for  health  law  (Public  Law  89-749) ,  in  which  Congress 
stated,  "Fulfillment  of  our  national  purpose  depends  on  promoting 
and  assuring  the  highest  level  of  health  attainable  for  every  person, 
in  an  environment  which  contributes  positively  to  healthful  individual 
and  family  living,"  is  another  example  of  the  role  of  Congress  in  formu- 
lating national  health  policy. 

Various  Federal  interdepartmental  groups  which  share  common 
interests  in  advancement  of  the  Nation's  health  play  a  major  role  in 
health  policy  formulation  by  bringing  forward  specific  needs,  experi- 
ences, and  specific  recommendations  which  may  be  unique  for  a  single 
department  or  have  features  common  to  other  departments.  The  Presi- 
dent's Urban  Affairs  Council  as  well  as  the  newly  announced  Cabinet- 
level  Council  on  Environmental  Quality  offer  additional  means  for 
formulating  some  aspects  of  national  health  policy. 
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National  Health  Policy  Implementation 

Once  national  health  policy  has  been  formulated  by  any  of  the 
previously  mentioned  mechanisms,  the  authority  and  Federal  agency 
responsible  for  implementation  are  defined  in  the  act  or  law.  In  this 
Department  the  various  operating  health  agencies  have  the  delegated 
responsibility  for  implementing  the  intent  of  such  legislation.  More 
specifically  the  agencies  concerned  are  the  Public  Health  Service,  the 
Social  and  Rehabilitation  Service,  and  the  Social  Security  Adminis- 
tration. As  stated  previously,  the  Public  Health  Service  is  divided 
into  three  primary  divisions;  namely,  Consumer  Protection  and 
Environmental  Health  Service,  Health  Services  and  Mental  Health 
Administration,  and  the  National  Institutes  of  Health.  The  divisions 
of  Social  and  Rehabilitation  Service  concerned  with  health  activities 
are  the  Children's  Bureau  and  the  Medical  Services  Administration, 
the  latter  having  responsibility  for  administering  the  medicaid  pro- 
gram. The  Social  Security  Administration's  Health  Insurance  Bene- 
fits Division  has  responsibility  for  administering  the  medicare  pro- 
gram. 

I.  CONSUMER  PROTECTION  AND  ENVIRONMENTAL  HEAI/TH  SERVICE 

This  Service  is  concerned  with  implementation  of  national  health 
policy  which  has  to  do  with  the  whole  spectrum  of  environmental  and 
consumers  health  hazards  and  brings  together  the  principal  activities 
of  the  Department,  which  deals  with  these  problems,  in  a  mutually 
supportive  relationship.  Within  this  Service  are  three  operating 
agencies ;  namely.  Food  and  Drug  Administration,  National  Air  Pol- 
lution Control  Administration,  and  the  Environmental  Control 
Administration. 

II.  HEALTH  SERVICES  AND  MENTAL  HEALTH  ADMINISTRATION 

This  Administration  has  the  responsibility  for  implementing  all 
legislative  programs  related  to  health  service  programs,  including 
mental  and  other  supportive  health  and  health  related  activities.  It 
carries  out  its  mission  through  various  operating  agencies  such  as 
Community  Health  Service,  Regional  Medical  Programs  Service, 
Federal  Health  Programs  Service,  Health  Facilities  Planning  and 
Construction  Service,  Indian  Health  Service,  National  Center  for 
Health  Services  Research  and  Development,  National  Communicable 
Disease  Center,  National  Institute  of  Mental  Health,  and  the  National 
Center  for  Health  Statistics. 

The  Community  Health  Service  is  responsible  for  administering 
the  Partnership  for  Health  Act. 

The  Regional  Medical  Program  Service  has  primary  responsibility 
for  administering  the  regional  medical  program  (heart,  cancer,  and 
stroke  program),  plus  the  activities  concerned  with  the  control  of 
categorical  chronic  diseases  (i.e.,  heart  disease,  kidney  disease,  cancer, 
diabetes  and  arthritis,  and  chronic  respiratory  diseases) . 

The  Federal  Health  Programs  Service  and  the  Indian  Health  Serv- 
ice have  the  primary  responsibility  of  providing  health  services  for 
special  groups  of  Federal  beneficiaries,  such  as  Coast  Guard  and  de- 
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pendents,  PHS  officers  and  dependents,  work-related  injured  or  ill 
Federal  employees,  and  American  Indians  and  Alaskan  Natives. 

The  Health  Facilities  Planning  and  Construction  Servdce  has  the 
primiary  responsibility  for  administering  the  Hospital  Construction 
Assistance  Act  (Hill-Burton). 

The  National  Center  for  Health  Services  Research  and  Develop- 
ment has  the  primary  responsibility  for  implementing  activities  re- 
lated to  research  in  the  organization  and  delivery  of  health  services. 

The  National  Communicable  Disease  Center  has  the  responsibility 
for  implementing  programs  for  the  protection  of  the  health  of  our 
Nation  from  communicable  diseases,  from  both  foreign  and  domestic 
origins.  In  this  context  foreign  quarantine  activities  are  carried  out. 

The  National  Institutes  of  Mental  Health  has  responsibility^  for 
administering  the  Mental  Health  Act,  the  Narcotic  Addict  Rehabilita- 
tion Act,  and  the  community  mental  health  centers  program. 

The  National  Center  for  Health  Statistics  has  the  responsibility  for 
gathering  and  analyzing  important  and  essential  health  statistical 
data.  After  carrying  out  these  two  functions,  complete  data  is  made 
available  to  all  individuals  and  agencies  having  needs  for  such. 

III.  THE  NATIONAL  INSTITUTES  OF  HEALTH 

The  National  Institutes  of  Health  has  the  responsibility  for  imple- 
menting activities  in  the  Department  relating  to  biomedical  researcli, 
training,  and  education.  In  addition  it  has  responsibility  for  support- 
ing the  development  of  facilities  for  biomedical  research  and  medical 
education.  NIH  carries  out  this  mission  through  its  three  operating 
agencies ;  namely,  the  Institutes  and  Research  Divisions,  the  Bureau 
of  Health  Professions  Education  and  Manpower  Training,  and  the 
National  Library  of  Medicine.  NIH  achieves  its  mission  of  improve- 
ment in  the  health  of  the  American  people  through — 

Advancing  understanding  of  biological  and  behavioral  phenom- 
enon underlying  health,  disability,  and  disease ;  and 

Advancing  the  Nation's  capability  for  the  maintenance  of 
health  and  for  the  diagnosis,  treatment,  and  prevention  of  disease 
through  research  and  education. 

In  carrying  out  its  mission,  the  National  Institutes  of  Health  con- 
stitutes the  primary  instrument  in  the  entire  Federal  Government  in 
the  support  of  biochemical  research  and  education. 

The  Institutes  and  Research  Divisions  have  the  primary  responsi- 
bility for  implementing  activities  within  the  Department  having  to 
do  with  conducting  and  supporting  biomedical  research,  plus  develop- 
ment of  facilities  for  carrying  out  biomedical  research. 

The  Bureau  of  Health  Professions  Education  and  Manpower  Train- 
ing has  primary  responsibility  for  implementing  major  activities  in 
the  Department  concerned  with  professional  medical  education  and 
training  of  health  manpower.  This  includes  not  only  support  of  edu- 
cational and  training  institutions,  but  also  support  of  individual  stu- 
dents through  scholarships,  traineeships,  and  loans. 

The  National  Medical  Library  has  primary  responsibility  for  ad- 
ministering the  Medical  Library  Assistance  Act  (Public  Law  89-291), 
plus  the  operation  of  the  National  Library  of  Medicine. 
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IV.   SOCIAL  AND  REHABILITATION  SERVICE 

As  previously  mentioned,  the  Children's  Bureau  and  the  Medical 
Services  Administration,  which  administers  the  medical  program,  are 
the  agencies  within  the  Social  and  Rehabilitation  Service  for  imple- 
menting national  health  policy. 

The  Children's  Bureau  has  the  responsibility  of  administering  the 
material  and  child  health  program,  the  children  and  youth  program,  a 
family  plaiming  program,  and  conducting  research  activities  related 
to  organization  and  delivery  of  health  services  for  mothers  and  chil- 
dren. The  crippled  children's  program  is  also  administered  by  this 
Bureau. 

The  Medical  Services  Administration  is  responsible  for  administe^*- 
ing  or  implementing  the  medicaid  program. 

V.  SOCIAL  SECLTIITT  ADMINISTRATION 

The  Health  Insurance  Benefits  Division  of  this  Administration  is 
responsible  for  implementation  of  title  XYIII  of  the  Social  Security 
Act,  or  the  medicare  program.  In  carrying  out  this  mission,  the  medi- 
care program  has  provided  financial  means  whereby  over  20  million 
Americans  over  the  age  of  65  have  had  the  major  portion  of  their 
medical  care  paid  for. 

^.  What  mechanisms  are  available  to  you  to  coordinate  health  pTO- 
grams  within  your  Department  and  those  of  other  departments  and 
agencies? 

The  Secretary  has  multiple  mechanisms  available  to  him  for  co- 
ordination of  health  programs,  both  within  this  Department  and 
with  other  departments. 

For  intra  departmental  coordination,  he  has  available  to  him  such 
mechanisms  as  formation  of  task  forces  and/or  committees;  admin- 
istratively reorganizing  and  grouping  functional  activities;  through 
mandate  requiring  coordination  and  joint  support  of  special  projects; 
and,  through  delegation  of  authority  to  Assistant  Secretary  for  Health 
and  Scientific  Affairs.  In  1966,  authority  for  administering  the  Public 
Health  Act  was  transferred  to  the  Secretary,  who  in  turn  delegated 
this  authority  to  the  Assistant  Secretarv'  for  Health  and  Scientific 
Affairs.  As  a  result  of  this  action  the  latter  was  given  line  authority 
over  the  Public  Health  Service  and  the  Food  and  Drug  Administra- 
tion. 

The  Assistant  Secretary  for  Health  and  Scientific  Affairs  has  the 
following  responsibilities : 

The  authorities  and  responsibilities  assigned  to  the  Assistant  Secretary  for 
Health  and  Scientific  Affairs  have  been  designed  in  snch  a  manner  that  In 
fact  he  performs  as  the  Secretary's  alter  ego  in  the  health  field.  He  is  directly 
responsible  to  the  Secretary  for  the  activities  of  the  three  major  branches  of 
the  Public  Health  Service ;  namely,  Health  Services  and  Mental  Health  Admin- 
istration, the  Consumer  Protection  and  Environmental  Health  Service,  and 
the  National  Institutes  of  Health.  The  Assistant  Se<!retary  is  responsible  for 
overall  health  policy  direction  and  coordination  of  other  health  programs, 
including  medicare,  medicaid,  and  the  health  activities  of  the  Children's 
Bureau. 

The  budget  process,  planning  and  evaluation  activities,  and  grants 
administration  activities  are  other  coordinating  mechanisms  available 
to  the  Secretary. 
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For  coordination  of  health  activities  with  other  departments,  the 
Secretary  has  available  to  him  such  mechanisms  as  setting  up  inter- 
departmental agreements;  serving  as  a  member  of  various  Federal 
interdepartmental  councils  (e.g.,  Urban  Affairs  Council  and  the  Fed- 
eral Radiation  Council) ;  membership  on  various  Presidental  com- 
mittees (e.g..  Committee  on  Health  Manpower,  Committee  on  Con- 
sumer Interest,  and  Committee  on  TraiRc  Safety)  ;  and,  having  mem- 
bers of  his  staff  serve  on  interdepartmental  advisory  councils  and 
committees. 

Specific  other  examples  of  coordination  activities  are  those  which 
are  carried  out  by  the  five  agencies  within  the  Department  with  ma- 
jor responsibilities  for  health  activities;  namely,  Consumer  Protec- 
tion and  Environmental  Health  Service,  Health  Services  and  Mental 
Health  Administration,  National  Institutes  of  Health,  Social  and 
Rehabilitation  Service,  and  Social  Security  Administration. 

I.  CONSUMER  PROTECTION  AND  ENVIRONMENTAL  HEALTH  SERVICE 

It  is  the  policy  of  the  Consumer  Protection  and  Environmental 
Health  Service  to  take  the  initiative  in  developing  effective  relation- 
ships with  agencies  both  within  this  Department  and  in  other  depart- 
ments. The  Special  Assistant  for  Intergovernmental  Affairs,  as  well 
as  focal  points  in  each  of  three  administrations  of  this  Service  have 
the  overall  responsibility  for  coordination  of  activities  within  the  Serv- 
ice, within  the  Department,  and  with  other  departments.  Through  this 
setup  personnel  are  assigned  to  all  related  interdepartmental  and  inter- 
agency committees  and  ad  hoc  task  forces,  and  provide  staff  support  as 
required.  Arrangements  are  also  made  for  provision  of  coordination 
activities  of  programs  of  mutual  concern;  resulting  from  new  legisla- 
tion, executive  directives,  or  broadened  responsibilities  of  this  or  of 
other  agencies  in  consumer  protection  and  environmental  health  areas. 

CPEHS  also  establishes  and  maintains  communication  with  other 
agencies  by  such  means  as  the  assignment  of  liaison  representatives  and 
the  formation  of  coordinating  committees.  In  the  absence  of  statutory 
requirements  in  a  particular  area  of  need,  a  memorandum  of  agreement 
between  the  heads  of  agencies  involved  becomes  an  effective  manner  of 
achieving  voluntary  cooperation  on  mutual  problems. 

II.  HEALTH  SERVICES  AND  MENTAL  HEAITTH  ADMINISTRATION 

The  regional  medical  program  services  has  used  for  its  coordination 
role  such  mechanisms  as  consolidation  of  program  effort ;  designating 
liaison  representatives  to  national  advisory  councils;  involvement  and 
utilization  of  Federal  hospitals  and  resources  in  regional  medical  pro- 
grams; working  with  other  related  Federal  programs  at  the  regional 
level;  and,  working  cooperatively  with  other  Federal  programs 
through  reimbursement  agreements,  cost  sharing  on  special  projects, 
and  participation  in  conferences  of  mutual  concern. 

An  example  of  consolidation  of  program  effort  is  that  of  combining 
the  functions  of  the  division  of  regional  medical  program  with  the 
National  Center  for  Chronic  Disease  Control  to  form  the  present 
regional  medical  programs  service. 

The  National  Center  for  Health  Services  Research  and  Development 
involves  itself  in  efforts  of  coordination  through  such  mechanisms  as 
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joint  planning  and  /or  funding  of  projects ;  joint  determination  of  sites 
and  types  of  projects  of  mutual  concern;  and,  joint  development  of 
criteria  for  project  evaluation. 

The  activities  of  the  National  Center  for  Health  Statistics  are  coordi- 
nated and  consolidated  with  other  offices  and  agencies  through  a 
variety  of  mechanisms.  Examples  include  such  cooperative  agreements 
as  those  with  the  Bureau  of  Census  and  the  America)!  Hospital  Asso- 
ciation for  joint  involvement  in  the  collection  of  dat{v;  panel  of  ad- 
visers, who  provide  editorial  and  substantive  conmients  on  publications 
and  Center  programs ;  and  by  maintaining  close  working  relationships 
with  a^,^encies  within  the  Department  and  in  other  departments  who 
need  and  use  health  data. 

The  Indian  Health  Service  considers  tribal  involvement  to  be  an 
essential  part  of  planning-decisionmaking  process.  In  this  context, 
Indian  Health  Service  programs  are  designed  to  work  in  coordination 
with  this  process.  The  Indian  Health  Service  coordinates  its  activities 
at  all  levels  with  the  Bureau  of  Indian  Affairs;  with  Office  of  Eco- 
nomic Opportunity  in  planning  and  implementing  programs  which 
concern  the  health  of  Indians ;  with  Social  Security  Administration, 
and  Social  and  Eehabilitation  Service  on  title  XVIII  and  title  XIX 
programs,  as  they  affect  Indians'  health  care;  and  the  Veterans' 
Administration,  Department  of  the  Army,  and  Department  of  Air 
Force  for  providing  health  care. 

The  Health  Facilities  Planning  and  Construction  Service  coordi- 
nates activities  with  State  and  local  agencies  through  designated  health 
planning  agencies ;  State  and  local  community  mental  health  agencies ; 
Appalachian  Redevelopment  Agency;  National  Institutes  of  Health, 
in  research  and  training  facility  construction ;  and,  through  an  inter- 
departmental agreement,  with  Department  of  Housing  and  Urban 
Development  in  facility  construction  activities. 

The  National  Comunicable  Disease  Center  coordinates  its  activities 
with  other  agencies  by  designating  personnel  to  serve  on  national  com- 
mittees concerned  with  communicable  diseases ;  through  the  Tri-Labo- 
ratory  Conference  (NCDC,  USD  A,  and  TV  A) ;  NCDC~NIH  Rocky 
Mountain  Laboratory  Work  Program  Conference;  and  through  the 
services  of  its  Epidemiological  Investigation  Service. 

The  Community  Health  Service  coordinates  its  activities  in  the  area 
of  comprehensive  health  planning  with  an  organization  formed  by 
State  health  planning  directors,  known  as  the  American  Academy  of 
Comprehensive  Health  Planning,  and  the  National  Review  Commit- 
tee for  Comprehensive  Health  Training  and  Demonstration  Projects 
The  latter  organization  consists  of  representatives  from  relevant  agen- 
cies within  this  Department  and  the  Department  of  Housing  and 
Urban  Development.  In  addition  the  following  informal  agreements 
or  arrangements  for  coordination  through  mutual  project  reviews  have 
been  established : 

Office  of  Economic  Opportunity's  neighborhood  health  center 
projects. 

Department  of  Housing  and  Urban  Development's  model  cities 
program  and  group  practice  loan  program. 

National  Institute  of  Mental  Health's  community  mental  health 
program. 
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National  Center  for  Health  Services'  research  and  develop- 
ment projects. 

Regional  medical  program  projects. 

Department  of  Commerce's  Economic  Development  Adminis- 
tration grants  and  loan  program. 

Hill-Burton  health  facilities  assistance  construction  program. 

More  formal  arrangements  for  coordination  are  also  established 
with  the  medicaid  program,  medicare  program,  Children's  Bureau 
health  programs,  and  health  activities  of  the  Appalachian  regional 
development  program. 

The  Federal  Health  Programs  Service  coordinates  its  emergency 
health  service  activities  through  working  agreements  with  the  Vet- 
erans' Administration,  Department  of  Transportation,  and  the  Ameri- 
can Red  Cross,  and  by  establishing  an  interagency  coordinating 
committee  in  the  Department.  In  regard  to  Federal  employee  health 
activities,  coordination  is  by  means  of  agreement  with  the  Civil  Serv- 
ice Commission  and  the  General  Services  Administration,  the  latter 
in  connection  with  space  and  equipment  for  clinics  in  Federal  build- 
ings. Staff  also  serve  as  members  of  the  Council  of  Federal  Medical 
Directors  for  Occupational  Health.  In  this  Service's  clinic  and  hos- 
pital program  its  activities  have  been  coordinated  at  both  the  local 
and  national  level  through  participation  with  planning  groups,  re- 
gional medical  programs,  medical  schools,  hospital  and  training  ac- 
crediting agencies,  and  other  pertinent  Federal  and  nongovernment 
organizations  and  agencies.  Upon  the  basis  of  less  formal  arrange- 
ments within  this  Department  and  other  departments,  several  jointly 
supported  projects  have  been  carried  out.  Some  examples  of  this  type 
of  activity  are  the  National  Cancer  Institute's  project  at  one  PHS 
hospital;  the  Regional  Medical  Programs  Service's  preventive  medi- 
cine residency  at  a  PHS  hospital,  and  OEO's  Job  Corps  project  at  a 
PHS  outpatient  clinic. 

The  National  Institute  of  Mental  Health  coordinates  its  activities 
through  an  Office  of  Program  Liaison,  directly  responsible  to  the 
Institute  Director,  and  consisting  of  three  functional  branches:  The 
Interagency  Liaison  Branch,  Citizen  Participation  Branch,  and  the 
Field  Operations  Branch.  Through  the  Field  Operations  Branch  and 
the  regional  offices,  active  coordination  is  supported  for  such  pro- 
grams as  model  cities,  comprehensive  health  planning,  medicaid,  and 
medicare.  The  Citizen  Participation  Branch  has  coordinated  develop- 
ment of  mental  health  programs  through  community  involvement.  The 
Interagency  Liaison  Branch  is  responsible  for  coordination  of  the 
Institute's  programs  with  other  Federal  agencies  involved  with  mental 
health  matters.  Working  agreements  are  presently  in  effect  with  the 
Medical  Services  Administration,  the  Community  Health  Service,  and 
the  Office  of  Economic  Opportunity.  In  addition,  interagency  councils 
are  functioning  in  the  regional  offices  for  the  purpose  of  improving 
coordination  of  programs.  Through  cooperative  working  with  such 
other  Federal  health  agencies  as  Community  Health  Service,  the 
Children's  Bureau,  and  OEO,  more  comprehensive  services  have  been 
provided  than  possible  under  either  of  these  programs  alone.  The  In- 
stitute coordinates  its  activities  in  the  narcotic  and  drug  abuse  ar^ 
with  the  Department  of  Justice,  which  has  enforcement  responsibili- 
ties for  criminal  violations  in  drug  usage. 
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ni.  THE  NATIONAL  INSTITUTES  OF  HEALTH 

The  National  Institutes  of  Health  coordinates  its  activities,  both  in 
XIH  programs  and  programs  of  other  health  agencies,  primarily 
throng  such  mechanisms  as  organizational,  budget,  grant  review  sys- 
tems, and  advisory  committees  and  councils.  A  deputy  director  for 
science  has  responsibility  for  coordination  of  NIH  programs.  An 
advisory  committee  provides  essential  advice,  which  facilitates  pro- 
gram coordination.  One  of  the  principal  methods  for  coordination  of 
NIH  programs  is  through  the  Bureau  of  the  Budget.  The  grants  review 
system  is  not  only  important  for  coordination  of  NIH  programs,  but 
also  decreases  overlap  with  other  programs  because  of  the  involve- 
ment of  other  Federal  agencies  and  the  broad  knowledge  of  the  non- 
Govemment  grants  review  groups.  In  addition,  the  publishing  of  a 
grants  manual  by  NIH  contributes  to  program  coordination  through- 
out the  Federal  Government.  NIH  personnel  also  serve  on  various 
committees,  advisory  councils,  ad  hoc  task  forces,  and  work  groups. 
NIH  also  works  closely  with  such  groups  as  the  President's  Science 
Advisory  Committee,  the  Office  of  Science  and  Technology,  the  Com- 
mittee on  Science  and  Technology  Information,  and  the  other  two 
major  branches  of  the  Public  Health  Service.  Education  activities  are 
coordinated  T\dth  the  Federal  Interagency  Committee  on  Education 
(FICE).  The  National  Library  of  Medicine  plays  a  key  national  and 
international  role  in  the  coUeotion,  repository,  and  dissemination  of 
information  on  all  health  and  medical  matters,  plus  sciences  related  to 
health. 

IV.  SOCIAL  AND  REHABH^ITATION  SERVICE 

The  Social  and  Rehabilitation  Service  coordiaates  its  health  serv- 
ices programs  of  the  Children's  Bureau  and  Medical  Services  Admin- 
istration through  mecihanisms  of  joint  interagency  and  interdepart- 
mental agreements ;  cooperative  working  arrangements  in  the  develop- 
ment of  guidelines  for  program  operation;  serving  on  interagency 
and  interdepartmental  re\dew  groups;  serving  on  departmental  task 
forces ;  and,  appointing  staff  representatives  to  serve  on  advisory  coun- 
cils. In  addition,  the  Medical  Assistance  Advisory  Council — a  council 
composed  of  non-Federal  Government  individuals — serves  an  impor- 
tant role  in  coordination  of  health  service  programs. 

V.  SOCIAL  SECURITY  ADMINISTRATION 

The  Social  Security  Administration  coordinates  the  activities  of  its 
medicare  program  through  such  mechanisms  as  intradepartmental 
cooperation  in  administrative  f imotions ;  the  Health  Insurance  Bene- 
fits Advisory  Council ;  establishment  of  special  ad  hoc  advisory  com- 
mittees; interdepartmental  cooperative  agreements  with  pertinent 
health  agencies;  serving  as  members  of  advisory  groups  and  task 
forces ;  and  coordination  of  research  and  statistics  activities. 

5.  How — and  how  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  letter  service  or  elimination  of 
redtape  resulting  from  interdepartment  or  intradepartment  program 
Gonsolidolions. 

No  studies  have  done  specifically  aimed  at  measuring  dollar  savings 
resulting  from  coordination  efforts.  S|)ecific  examples  of  how  the 
Secretary  has  used  coordinating  mechanisms  are : 
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Development  of  joint  interdepartmental  agreement  on  nutrition 
with  the  Department  of  Agriculture. 

Serving  as  a  permanent  member  of  the  President's  Urban  Af- 
fairs Council. 

Setting  up  a  health  planning  task  force  to  do  long-range  plan- 
ning and  establishment  of  priorities. 

Establishment  of  National  Advisory  Council,  such  as  Health 
Insurance  Benefits  Advisory  Council,  Medical  Assistance  Ad- 
visory Council,  and  ad  hoc  committee  on  health  insurance  for  the 
disabled. 

Reorganization  of  health  activity  functions  within  the  Depart- 
ment in  1966,  1967,  and  1968  for  improving  coordination. 

Establishment  of  a  task  force  to  develop  a  joint  DHEW-OEO 
agreement  for  coordination  in  planning,  evaluation  and  funding 
of  heialth  services  projects. 
The  specific  examples  of  how  the  various  agencies  within  this  De- 
partment are  utilizing  available  coordinating  mechanisms  are  as  noted 
in  the  following  operating  agencies  activities. 

I.  CONSUMER  PROTECTION  AND  ENVIRONMENTAL  HEALTH  SERVICE 

The  participation  of  CPEHS  in  cooperative  and  coordinated  activ- 
ities with  other  agencies  and  departments  has  contributed  significantly 
to  the  efficiency  of  operation  of  Federal  health  programs.  This  Serv- 
ice's personnel  serve  as  DHEW's  representatives  on  such  interdepart- 
mental policy  committees  as  the  FCST  Committee  on  Environmental 
Quality,  the  FCST  Committee  on  Atmospheric  Science,  FCST  Com- 
mittee on  Water  Resources,  Committee  on  Applied  Meteorological 
Research,  Federail  Committee  on  Pest  Control,  Committee  on  Stand- 
ards Policy  and  the  Technical  Committee  on  Uranium  Mill  Tailing 
Piles. 

In  addition  CPEHS  has  such  working  agreements  as  the  following : 
Liaison  with  Army  Materiel  Command. 

Liaison  with  the  Federal  Water  Pollution  Control  Admin- 
istration. 

Agreement  with  Atomic  Energy  Commission  on  uranium  prod- 
ucts and  other  radioactive  substances. 

Liaison  with  the  Bureau  of  Mines  on  occupational  health 
matters. 

The  Food  and  Drug  Administration  has  47  agreements  with 
17  agencies  to  effect  cooperation  and  coordination  in  food,  drugs, 
and  cosmetic  matters. 

Department  of  Agriculture — air  pollution,  solid  waste,  pesti- 
cides, and  foods. 

Department  of  Commerce — air  pollution,  atmospheric  sci- 
ences, standards  policy,  et  cetera. 

Department  of  Housing  and  I^rban  Development — ^model 
cities,  urban  planning,  housing  codes,  et  cetera. 

Department  of  the  Interior — air  pollution,  occupational  health, 
water  pollution,  et  cetera. 

Department  of  State — AID  water  supply,  international  ac- 
tivities in  environmental  health. 
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Department  of  Transportation,  NASA,  AEC,  TVA,  and  Fed- 
eral Power  Commission — air  pollution  and  other  environmental 
health  problems. 

Many  of  these  agreements  are  constantly  being  used  not  only  to 
insure  the  smoothness  of  operation  of  the  multiple  Federal  programs, 
but  also  make  possible  significant  savings  to  the  economy  through 
fuller  utilization  of  Federal  manpower  in  both  the  health  and  tech- 
nical related  areas.  The  savings,  in  terms  of  dollar  amounts,  have 
not  been  documented. 

n.  HEALTH  SERVICES  AND  MENTAL  HEALTH  ADMINISTBATION 

The  Regional  Medical  Programs  Service  has  sought  a  much  more 
efficient  operating  program  through  program  consolidation,  coordi- 
nated involvement,  and  utilization  of  Federal  hospitals  in  regional 
medical  programs  and  close  working  relationships  with  other  Federal 
agencies.  By  consolidating  the  Division  of  Chronic  Disease,  not  only 
a  much  more  effective  and  comprehensive  administrative  and  techni- 
cal organization  resulted ;  this  combination  action  also  sought  savings 
in  resources  by  reducing  the  duplication  and  overlap  of  functions, 
plus  mutual  complementing  of  the  two  programs.  The  involvement 
and  utilization  of  the  Federal  hospitals  aimed  at  fuller  utilization 
of  all  of  these  facilities  and  resources  for  patient  care,  research,  and 
demonstration  activities.  These  arrangements,  plus  others,  are  de- 
signed to  move  us  toward  the  ultimate  goal  of  the  regional  medical 
programs — to  improve  the  health  status  of  the  Nation  by  rapidly 
bringing  to  the  community  level  the  benefits  of  research,  training, 
and  new  knowledge. 

The  chronic  disease  programs  appear  to  also  be  effecting  a  more  effi- 
cient use  of  the  health  dollar  by  its  joint  funding  efforts  and  sharing 
in  the  conduct  of  studies  aimed  at  the  control  of  chronic  diseases,  such 
as  heart  disease,  kidney  disease,  respiratory  diseases,  diabetes,  and 
arthritis.  Examples  of  such  cooperation  are  its  joint  activities  with  the 
following : 

Heart  disease  and  stroke  program — NASA  working  agreement. 

Kidney  disease  program — VA  joint  project  to  evaluate  tech- 
niques for  treatment  and  medical  devices. 

Chronic  respiratory  program — YA  hospitals  for  collection  of 
data  and  study  of  chronic  respiratory  failure  patients. 

Nutrition  program — AID  joint  project — ^on  nutritional  aspects 
of  foreign  programs. 

Nutrition  program,  U.S.  Army — provided  assistance  in  nutri- 
tion problems  encountered  in  Army  military  assistance  programs 
overseas. 

Nutrition  program  provided  information  of  the  national  nutri- 
tion survey  to  the  Department  of  Agriculture,  Social  and  Rehabili- 
tation Sendee,  and  the  Office  of  Economic  Opportunity. 
These  and  other  joint  coordinated  activities  are  most  important 
mechanisms  for  reducing  waste,  duplication,  and  inefficient  utilization 
of  health  resources. 

The  National  Center  for  Health  Statistics  has  the  following  co- 
ordination mechanisms  in  the  following  manner  and  frequency : 
Census  Technical  Committee  meets  every  6  months. 
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NCHS  Panel  of  Advisers  receives  published  materials  monthly 
and  reports  of  proposed  activities  two  to  four  times  per  year. 

The  Working  Group  on  Health  Facilities  Statistics  meets  once 
each  6  months. 

The  U.S.  National  Committee  on  Vital  and  Health  Statistics 
meets  at  least  two  times  yearly,  with  more  frequent  meetings  of 
its  subcommittees. 
In  addition,  the  use  of  the  field  staff  of  the  Census  Bureau  has  pro- 
vided a  means  of  obtaining  data  through  household  surveys,  which 
has  reduced  initial  costs  and  provided  more  adequate  data.  The  joint 
venture  with  the  American  Hospital  Association  in  collecting  data 
from  hospitals  has  reduced  the  burden  on  the  individual  hospitals.  It 
has  also  allowed  the  NCHS  to  use  its  staff  in  other  areas.  Finally,  the 
Center  has  collaborated  with  other  agencies  in  the  Department  in  col- 
lecting data  on  special  projects. 

The  Indian  Health  Service  utilizes  the  following  mechanisms  and 
with  the  following  frequency : 

1.  The  mechanisms  for  the  tribal  involvement  are  in  use  continually 
at  all  levels  in  the  organization. 

2.  The  Director  of  IHS  and  the  Commissioner  of  Bureau  of  Indian 
Affairs  meet  at  least  four  times  a  year,  and  more  frequently  if  neces- 
sary, to  discuss  items  of  mutual  concern. 

3.  Meetings  are  held  regularly  with  medicare  and  medicaid  pro- 
grams representatives,  which  are  two  examples  of  how  this  Service 
works  in  coordinating  and  improving  the  efficient  utilization  of  re- 
sources for  the  health  care  of  the  Indians, 

4.  Through  coordination  with  such  OEO  programs  as  Headstart  and 
neighborhood  health  centers,  both  the  Ser\ace  profits  as  well  as  OEO 
in  areas  of  mutual  interest.  The  Service  provides  physical  examina- 
tions and  medical  care  for  Headstart  children  and  conducts  training 
of  home  health  aides  and  community  aid  representatives. 

5.  Cooperative  agreements  between  the  Indian  Health  Service,  Vet- 
erans' Administration,  U.S.  Army  and  Air  Force  have  produced  finan- 
cial and  resources  savings  in  patient  care  activities.  Such  arrangements 
have  prevented  duplication  of  facilities  in  areas  where  adequate  facili- 
ties are  available  through  either  agency.  In  addition,  by  pooling  re- 
sources a  fuller  utilization  of  facilities,  expensive  equipment,  and  man- 
power takes  place. 

The  Health  Facilities  Planning  and  Construction  Service  uses  its 
coordination  mechanisms  on  a  continuous  basis.  One  specific  example 
of  how  savinflfs  are  accrued  by  such  activities  is  the  ability  of  the 
technical  staff  of  this  Service  to  2:ive  consultations  and  assistance  to 
programs  other  than  the  Hill-Burton  program.  This  prevents  the 
need  for  individual  programs  to  have  their  own  technical  personnel 
such  as  architects,  engineers,  and  so  forth.  Another  excellent  example 
would  be  that  of  the  cooperative  arransfement  with  Department  of 
Housing  and  Urban  Development.  ITnder  new  legislative  authority 
HI^D's  need  for  technical  staff  to  carry  out  certain  functions  in  health 
facilities  construction  would  have  required  an  additional  100  persons, 
whereas  bv  utilizino:  the  expertise  of  Health  Facilities  Planning  and 
Construction  Servace  only  31  new  positions  were  required  for  this 
program. 

The  National  Communicable  Disease  Center  uses  coordination 
mechanisms  of  the  following  types  and  frequency : 
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Seven  Point  Agreement  of  1967  for  the  Control  of  Venereal 
Disease :  This  agreement  provides  for  improved  delivery  of  pre- 
vention and  control  services  for  venereal  disease  in  the  military 
and  civilian  sectors  on  a  daily  basis. 

Ports  of  Entry  Inspectional  Agency  Implementation  Com- 
mittee :  The  accelerated  Inspection  mechanism  pools  the  resources 
of  three  departments  to  better  serve  the  traveling  public  and  to 
maintain  the  same  level  of  manpower  in  the  face  of  increasing 
international  traffic. 

Department  of  Defense — Inspectional  Agency  Committee  for 
the  Establishment  of  Policy  and  Procedure  for  Joint  Quartine 
Processing  of  Retrograde  Materials :  This  mechanism  will  facili- 
tate the  effective  and  rapid  processing  of  retrograde  material 
returning  from  Vietnam. 

Interagency  Committee  on  Back  Contamination :  This  mecha- 
nism will  guide  the  Administrator  of  NASA  in  procedures 
necessary  to  assure  the  protection  of  the  earth's  biosphere  from 
contamination  by  material,  equipment,  and  people  returning 
from  lunar  and  planetary  spaceflight. 

Armed  Forces  Epidemiological  Board:  This  mechanism  pro- 
vides the  opportunity  to  share  research  and  development  data 
necessary  for  disease  prevention  and  control  programs. 

Tri-lab  conference  between  NCDC,  USDA,  and  TVA;  annual 
program  planning  conference  between  NCDC  and  NIH  Rocky 
Mountain  Laboratory :  These  mechanisms  facilitate  better  plan- 
ning of  a  work  program  to  complement  and  supplement  but  not 
duplicate  each  other  in  the  control  of  arthropod-borne  vectors 
of  human  diseases. 
The  Community  Health  Service's  most  notable  coordination  achieve- 
ments perhaps  have  been  in  activities  in  which  health  projects  sup- 
ported by  other  agencies  have  been  "glued"  together ;  and,  in  instances 
m  which  it  provides  medical  technical  support  to  such  programs  as 
medicare,  medicaid  and  Economic  Development  Administration  pro- 
grams. It  has  jointly  funded  projects  with  OEO  in  Chattanooga, 
Denver,  Cleveland,  and  Oakland.  In  addition,  plans  are  in  the  works 
to  jointly  fund  projects  for  comprehensive  health  service  in  Miami, 
Fla.,  and  Minneapolis.  There  are  also  several  health  projects  being 
jointly  supported  with  NIMH,  Children's  Bureau,  National  Center 
for  Health  Services  Research  and  DeA^elopment,  NIH,  and  various 
other  Federal  agencies.  The  Community  Health  Service's  coordina- 
tion mechanisms  are  used  daily  and  continuously  with  the  Social 
Security  Administration  (medicare),  inasmuch  as  the  Service  pro- 
vides teclinical  staff  support  for  health  to  this  program,  including  the 
Health  Insurance  Benefits  Advisory  Council. 

In  addition  the  Community  Health  Service  makes  a  significant 
contribution  in  providing  technical  consultation  to  the  Medical  Serv- 
ice Administration  in  the  operation  of  the  medicaid  program. 

The  emergency  health  services  program  of  the  Federal  Health 
Programs  Service  utilizes  the  coordination  mechanism  of  cooperatii^e 
working  arrangements  with  the  American  Red  Cross  and  the  Veterans' 
Administration  on  a  continuous  basis.  The  agreement  with  the  Red 
Cross  pertains  to  cooperative  actions  during  instances  of  natural  and 
other  types  of  national  or  local  disasters.  The  agreement  with  the  Vet- 
erans' Administration  allows  for  health  personnel  pooling  and  pro- 
vision of  medical  care  during  instances  of  disasters. 
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in.   THE  NATIONAL  INSTITUTES  OF  HEALTH 

The  National  Institutes  of  Health  utilizes  most  of  the  coordinating 
mechanisms  available  to  it  on  a  more  or  less  continuous  basis.  Co- 
ordination in  NIH  programs  use  such  mechanisms  as  program  con- 
solidation, program  review  and  other  intra-NIH  coordinating  mecha- 
nisms. In  relationship  to  program  consolidation,  by  combining  the 
administrative  and  operational  activities  of  related  programs,  econo- 
mies have  been  realized  in  terms  of  dollars  and  more  efficient  use  of 
personnel.  A  good  example  is  found  in  the  consolidation  of  the  loan 
and  scholarship  programs  in  NIH.  Joint  review  councils  regularly 
review  programs  and  projects  at  NIH,  thus  ineffective  programs 
and/or  projects  may  be  either  improved  or  scrapped.  The  National 
Institute  of  Dental  Eesearch  works  closely  with  the  NIH  Divisions  of 
Research  Resources,  and  Education  and  Research  Facilities  in  evaluat- 
ing the  impact  of  the  general  research  support  program.  The  latter 
is  an  example  of  intra-NIH  coordinating  mechanisms. 

Program  coordination  between  NIH  and  other  DHEW  programs 
consists  in  more  or  less  informal  agreements,  except  for  the  other  two 
major  divisions  of  the  Public  Health  Service.  In  this  latter  instance, 
coordination  is  mainly  through  the  Assistant  Secretary  for  Health 
and  Scientific  Affairs.  The  Bureau  of  Health  Professions  Education 
and  Manpower  Training  works  closely  with  the  Office  of  Education 
in  carrying  out  many  of  its  training  activities,  particularly  in  allied 
health  training.  The  staff  of  the  Loan  and  Scholarship  Branch  also 
works  closely  w^ith  its  counterpart  in  the  Office  of  Education. 

Some  examples  of  effective  use  of  interdepartmental  coordinating 
mechanisms  are : 

Agreement  between  the  Division  of  Dental  Health  and  OEO 
in  the  provision  of  technical  assistance  and  consultation  to  OEO's 
Headstart  program,  VISTA,  Job  Corps,  and  neighborhood  health 
centers  prograins. 

Agreement  between  Division  of  Dental  Health  and  Department 
of  Defense  in  the  training  of  dental  personal  of  DOD  by  the  Di- 
vision of  Dental  Health. 

Division  of  Biologies  Standards  provides  technical  advice  to 
the  Defense  Supply  Agency  (DOD)  on  supply  problems  with 
biologies. 

Cooperative  agreement  between  National  Cancer  Institute  and 
Veterans'  Administration  in  joint  support  of  cancer  projects. 

IV.  SOCIAL  AND  REHABILITATION  SERVICE 

Perhaps  the  most  significant  coordination  contribution  by  the  Chil- 
dren's Bureau  has  been  in  jointly  supporting  health  care  projects  with 
other  agencies  and  departments  to  make  the  projects  more  comprehen- 
sive and  also  serve  a  larger  number  of  people.  Presently,  projects  are 
being  jointly  supported  with  the  OEO  neighborhood  health  centers 
program,  the  National  Institute  of  Mental  Health,  and  the  Com- 
munity Health  Service  (HSMHA-PHS).  Such  activities  in  essence 
allows  each  to  literally  "have  his  cake  and  eat  it,  too,"  in  that  the  ob- 
jective of  each  program  may  be  carried  out  in  the  context  of  a  broader 
operation.  It  is  usually  a  difficult  mechanism  to  implement,  however, 
with  more  experience  and  with  appropriate  administrative  support 
and  backing  it  should  be  one  of  the  most  fruitful  mechanisms. 
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The  medicaid  program  benefits  tremendously  from  the  arrangement 
with  Public  Health  Service  in  which  the  latter  provides  significant 
technical  assistance.  With  such  an  arrangement,  the  Medical  Services 
Administration  is  able  to  accomplish  a  great  amount  with  its  own  small 
staff,  which  otherwise  w^ould  be  impossible.  The  joint  OEO-DHEW 
agreement  which  permits  OEO  neighborhood  health  centers  to  receive 
reimbursement  for  services,  under  title  XIX  of  the  Social  Security 
Act,  is  another  significant  coordination  achievement.  The  "buying-in" 
provisions  of  the  supplementary  medical  insurance  program  under 
medicare,  which  permits  payment  of  premiums  of  poor  people  with 
title  XIX  funds,  is  y^t  another  important  contribution  of  program 
coordination. 

V.  SOCIAL  SECURITY  ADMINISTRATION 

Some  important  and  effective  coordinating  mechanisms  used  by  the 
Social  Security  Administration  in  its  medicare  program  are : 

The  Social  Security  Administration's  agreement  with  the  inter- 
mediaries and  carriers,  which  perform  payments  and  other  pro- 
gram functions,  is  a  very  important  coordinating  mechanism  with 
national  significance.  Similarly,  the  agreement  with  the  States  for 
certification  and  licensure  of  health  facilities  for  participation  in 
the  medicare  program  is  also  important. 

The  agreement  with  the  Public  Health  Service  for  providing 
medical  technical  staff  support  for  the  medicare  program  results 
in  savings  in  administrative  costs  and  personnel. 

The  agreement  with  medical  service  administration,  which  per- 
mits title  XIX  funds  to  pay  "buy-in"  premiums  under  the  supple- 
mentary medical  insurance  program,  is  an  effective  coordination 
mechanism. 

The  Office  of  Civil  Eights  carries  out  the  provisions  of  title  VI 
of  the  Civil  Eights  Act  for  medicare. 

The  close  working  arrangement  with  the  Social  and  Eehabilita- 
tion  Service  in  coordinating  and  evaluating  all  aspects  of  the 
medicare  program,  having  to  do  with  the  aged,  is  a  most  important 
coordinating  mechanism. 
Finally,  there  are  many  varied  mechanisms  for  coordination  of  Fed- 
eral health  activities,  however,  how  well  they  work  is  dependent  upon 
the  commitment,  dedication  and  attitudes  of  the  people  administering 
the  programs  at  all  levels.  In  addition,  it  is  another  great  task  to  meas- 
ure, from  a  dollar-savings  standpoint,  the  effectiveness  and  results  of 
program  coordination  in  many  of  our  programs. 


Assistant  Secretary  of  Defense, 

Washington,  B.C.,  ApHl  1969. 

Hon.  Abraham  Eibicoff, 

Chairman,  Subconvrrdttee  on  Executive  Reorganization,  Committee  on 
Government  Operation,  U.S.  Senate,  Washington,  B.C. 

Dear  Mr.  Chairman  :  This  is  in  further  reply  to  your  letter  to  Sec- 
retary Laird  regarding  the  Department  of  Defense's  role  and  activi- 
tives  in  the  area  of  health  care. 

A  summary  of  the  Department's  role  and  activities  in  health  and 
medical  care  appears  in  attachments  1  through  7.  A  table  showing  the 
annual  expenditures  involved  in  our  major  health  and  health-related 
programs  for  each  of  the  past  5  fiscal  years  appears  in  attachment  8. 
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On  your  questions  regarding  national  health  policy,  we  have  sought 
the  assistance  of  the  Department  of  Health,  Education,  and  Welfare, 
since  that  Department  is  responsible  within  the  executive  branch  for 
promoting  the  general  welfare  in  the  field  of  health.  A  copy  of  their 
response  to  our  query  constitutes  attachment  9. 

Attachment  10  reflects  the  workloads  performed  at  our  facilities 
during  each  of  the  past  4  fiscal  years. 

Regarding  our  mission,  stated  formally,  it  is  to  provide  the  medical 
support  required  by  our  Armed  Forces  in  upholding  and  advancing  the 
national  policies  and  interests  of  the  United  States.  In  simpler  terms, 
our  primary  mission  is  to  prevent  the  loss  from  duty  for  health  rea- 
sons of  as  many  active  members  of  the  Armed  Forces  as  we  can  and 
to  restore  to  duty  in  the  shortest  possible  time  those  who  are  absent 
because  of  injuries,  diseases  or  wounds. 

We  will  be  happy  to  provide  you  with  additional  information  or 
explanations  regarding  any  of  the  attached  material  that  is  of  particu- 
lar interest  to  the  subcommittee. 
Sincerely, 

Louis  M.  Rousselot,  M.D., 
Deputy  Assistant  Secretary  {Health  and  Medical) . 

Attachment  1 

health  research 

1.  Describe  the  various  programs. 

The  DOD  biomedical  research  and  development  program  supports 
national  security  commitments.  For  example  the  commitment  of  U.S. 
ground  forces  to  foreign  areas,  such  as  Southeast  Asia,  results  in 
the  loss  of  significant  military  manpower  due  to  (1)  infectious  and 
communicable  diseases,  (2)  combat  wounds  and  injuries,  and  (3)  heat 
injury.  These  factors  greatly  reduce  military  capability  and  impose 
large  logistical  loads  to  provide  medical  combat  support,  aeromedical 
evacuation,  and  definitive  medical  care.  Research  and  development  in 
these  areas  provide  the  means  for  the  prevention  or  amelioration  of 
some  of  these  problems,  improved  methods  for  treatment,  and  modern 
medical  field  facilities  and  equipment. 

The  major  medical  and  health-related  research  projects  supported 
by  the  Department  of  Defense  are  as  follows : 

1.  Communicahle  and  infectious  diseases, — Prevention  and  treat- 
ment of  tropical  diseases  important  to  military  operations  and  crowd- 
ing diseases  of  recruit  camps. 

2.  Aviation  and  space  medicine  and,  related  life  support  systems. 

3.  Combat  surgery. — Prevention  and  treatment  of  traumatic  shock, 
resuscitation,  blood  and  blood  substitutes,  prosthetics,  wound  ballistics. 

4.  Ionizing  radiation. — Biomedical  effects  of  nuclear  weapons,  flash 
blindness,  space  radiation,  and  prevention  and  treatment  of  ionizing 
radiation  injury. 

5.  Medical  defensive  aspects  of  chemical  warfare. 

6.  Environmental  mediein^. — Prevention  and  treatment  of  heat, 
cold,  and  mountain  altitude  injury  during  military  operations. 

7.  Suhmarine^  deep  suhmergence.  and  swimmers^  biomedical  pro- 
gram- and  life  support  systems. 
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8.  Field  medical  equipment. — Development  of  the  MUST  (medical 
unit  self-contained  transportable),  related  mobile  medical  field  shel- 
ters, utility  packs,  and  small  medical  equipment  for  support  of  combat 
units. 

9.  M  edical  defense  aspects  of  biological  warfare. 

10.  Military  food  research  program  and  nutritional  adequacy  of 
rations. 

11.  Combat  medicine. — Infectious  hepatitis,  skin  disease,  anemia,  and 
diarrheal  diseases. 

12.  Human  performance.^  effectiveness^  and  reliability. — Vision,  hear- 
ing, disorientation,  vigilance,  personnel  screening  procedures. 

13.  Toxicology  of  closed  environmental  systems^  milito.ry  fuels  and 
propellants. 

14.  Biological  effects  of  lasers  and  data,  for  safety  standards. 

15.  Military  neuropsychiatry. 

16.  Ocean  biology. — Biological  fouling,  sound  scattering  (sonar), 
and  animal  navigation  systems. 

17.  Clinical  investigation. 

Part  of  the  R.  &  D.  program  seeks  to  provide  drugs,  vaccines  or 
adequate  methods  for  treatment  to  meet  the  threat  of  nuclear  radiation 
injury  and  chemical  and  biological  warfare. 

The  aviation  and  space  medicine  effort  support  assigned  DOD  mis- 
sions in  this  area,  and  includes  such  projects  as  (1)  toxicology  of  mili- 
tary fuels  and  propellants;  (2)  life  support  protective  clothing  and 
equipment  for  aviators  downed  at  sea  or  in  the  jungle;  (3)  aircrew 
oxygen  systems  for  jet  aircraft ;  and  (4)  medical  R.  &  D.  aspects  of 
space  vehicle  life  support  systems. 

The  deep  submergence  program  supports  the  national  man-in-the- 
sea  effort  in  providing  the  medical  information  ( for  example,  gas  com- 
position, diving  tables  for  decompressing  of  man,  et  cetera)  for  satura- 
tion diving  while  performing  useful  work  at  ocean  depths  below  600 
feet. 

2.  What  results.;  both  direct  and  indirect.^  have  the  programs  above 
achieved  with  regard  to  improving  in  both  public  and  private  sectors., 
the  organization^  financing^  and  delin^ery  of  health  care  in  the  United 
States? 

The  DOD  medical  and  health-related  R.  &  D.  programs  are  oriented 
toward  means  to  prevent  and  treat  tropical  diseases  and  injuries  of 
combat  forces  and  to  the  medical  and  life  support  problems  associated 
with  military  weapon  systems  rather  than  to  the  organization,  financ- 
ing and  delivery  of  health  care  in  the  United  States.  However,  certain 
kinds  of  medical  equipment  developed  for  tactical  deployment,  such  as 
the  medical  unit  self-contained  transportable  (MUST)  hospital  have 
applications  in  Conus  for  providing  major  disaster  medical  assistance. 

During  fiscal  year  1969  the  DOD  is  initiating  a  program  to  develop 
a  "new  generation"  of  military  hospitals,  including  the  base  hospital 
and  associated  dispensaries  and  clinics.  Phase  I  is  a  system  analysis 
study  to  (1)  identify  and  describe  alternative  hospital  concepts  and 
(2)  identify  high  payoff  R.  &  D.  areas.  Phase  II  is  the  design  and 
construction  of  a  prototype  hospital  in  the  1972  time  frame.  Because  of 
the  potential  application  of  the  results  of  this  effort  to  the  public  sector, 
representatives  of  the  Department  of  Health,  Education,  and  Welfare 
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and  the  Veterans'  Administration  are  participating  in  the  phase  I 
study. 

3.  What  mechanisms  are  available  to  your  Department  to  coordinate 
and  consolidate  health  programs  tvithin  your  Department  and  those 
of  other  departments  and  agencies? 

(a)  Mechanisms  available  to  coordinate  medical  and  health-related 
research  and  development  programs  within  the  Department  of  Defense. 

(1)  Within  the  Office  of  the  Director  of  Defense  Research  and 
Engineering : 

Normal  function  during  annual  program  review  for  develop- 
ing the  President's  budget  and  related  to  military  construction. 

Normal  annual  function  during  apportionment  review. 

Through  the  joint  biomedical  forum  of  the  Defense  Commit- 
tee on  Research  which  meets  each  quarter. 

Through  the  Joint  Medical  Research  Conference  which  meets 
each  month. 

Directives  or  instructions  to  provide  central  guidance  on  spe- 
cific issues  as  required. 

( 2 )  Within  the  military  departments : 

Formal  mechanisms  are  as  above,  but  in  addition  mechanisms 
include  the  Armed  Forces  Epidemiological  Board  with  its  com- 
missions which  meets  formally  twice  a  year;  and  the  National 
Research  Council  with  various  advisory  groups. 

Formal  joint  agreements. 

Informal  day-to-day  contacts  between  representatives  of  the 
military  departments  working  on  problems  of  mutual  interest. 

(b)  Mechanisms  available  to  coordinate  and  consolidate  medical 
and  health-related  research  and  development  programs  between  DOD 
and  those  of  other  departments  and  agencies: 

DOD  representation  on  the  relevant  National  Institutes  of 
Health  study  sections. 

Joint  DOD/NASA  Subpanel  on  Life  Sciences,  under  the  Space 
Supporting  Research  and  Technology  Panel,  Aeronautics  and 
Astronautics  Coordinating  Board.  SubpaneJ  fotTnally  coordi- 
nates all  DOD  and  NASA  research  work  units  in  medical  and 
health-related  areas  once  a  year.  In  addition,  research  work  in 
technical  areas  of  joint  interest,  such  as  bioinstrumentation,  re- 
ceives special  attention  through  on-site  review  by  a  joint  team 
to  insure  coordination. 

National  Academy  of  Science/National  Research  Council  (vari- 
ous committees). 

Interdepartmental  Committee  on  National  Blood  Program 
Research,  which  meets  quarterly. 

4.  Hoto^  annd  how  often^  have  you  used  the  mecJianisms  referred  to 
in  question  No.  3?  Give  specific  example  of  financial  savings^  better 
service  or  elimination  of  redtape  resulting  from  interdepartment  or 
intradeparPment  program  consolidations. 

The  normal  frequency  of  use  of  the  more  formal  mechanisms  of 
coordination  is  indicated  in  question  No.  3.  Coordination  is  also  main- 
tained between  the  military  departments  and  with  other  Federal  agen- 
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cies  through  a  systematic  exchange  of  program  plans,  technical  and 
scientific  reports  and  publications,  meetings,  and  working  groups. 

With  regard  to  consolidation  in  the  medical  and  health-related 
R.  &  D.  program  during  the  past  few  years,  the  following  actions  have 
been  taken  within  the  DOD  : 

1.  The  Arctic  Aeromedical  Laboratory,  Alaska,  was  transferred  from 
the  Air  Force  to  the  Army  in  1968 ;  the  Laboratory  now  operates  as  a 
small  field  laboratory  of  the  Army  Institute  of  Environmental  Medi- 
cine, Xatick,  Mass.  The  major  medical  problems  related  to  cold  weather 
operations  are  cold  injury  and  decreased  performance  capability.  To- 
day these  problems  primarily  affect  ground  combat  troops.  Operation 
of  the  Arctic  Medical  Laboratory  was  transferred  to  the  Army  due 
to  these  considerations  and  the  research  program  of  the  Laboratory  re- 
oriented to  the  applied  problems  of  prevention  and  treatment  of  cold 
injury.  This  consolidation  provides  an  opportunity  for  advances  of 
this  military  problem  area,  such  as  occurred  with  concentration  of 
burn  casualties  at  the  surgical  research  unit,  Brooke  Army  Medical 
Center. 

2.  During  the  past  5  years  NASA  and  the  Air  Force  have  conducted 
joint  planning  sessions  on  an  annual  basis  at  the  working  and  mid- 
management  levels  to  assure  maximum  usefulness  and  timeliness  of 
biomedical  research  activities  related  to  space  program.  From  these 
sessions  decisions  are  reached  concerning  program  content,  who  is  to 
perform  the  work,  and  fund  transfers.  This  detailed  coordination  pro- 
vides for  maximum  use  of  unique  Federal  facilities  and  participation 
of  outstanding  scientific  talents  required.  ^Vliile  information  is  not 
available  on  financial  savings,  this  effort  provides  better  service  and 
eliminates  redtape. 

3.  By  coordination  of  efforts  duplication  is  avoided  and  efficiencies 
result.  For  example,  the  Army  developed  the  medical  unit  self-con- 
tained transportable  (ML^ST).  The  Navy  adopted  its  use  and  has  suc- 
cessfully utilized  it  in  Vietnam  and  is  in  the  process  of  adapting  it  to 
shipboard  use  to  provide  a  ready  and  mobile  surgical  and  medical 
capability.  The  Navy  on  the  other  hand,  developed  a  frozen  blood 
capability  and  proved  effectiveness  in  a  combat  situation.  It  helped 
establish  a  frozen  blood  bank  at  Clark  Air  Force  Base,  Philippines,  and 
has  readily  provided  the  frozen  blood  capability  to  all  the  services.  It  is 
estimated  that  in  this  area  of  coordination  and  cooperation  a  savings  of 
some  $2  million  resulted. 

5.  What  mechanisms  exist  for  dissemination  to  interested  elements  in 
the  private  sector  of  information  regarding  new  techniques  or  knowl- 
edge gained  in  Vietnam? 

Research  investigators  are  encouraged  to  participate  in  civilian 
scientific  and  professional  meetings  and  to  publish  their  findings  in 
professional  journals  and  periodicals.  All  medical  and  scientific  re- 
ports are  made  available  to  the  public  through  the  Clearinghouse  for 
Federal  Scientific  and  Technical  Information.  Copies  of  all  medical 
research,  development,  test,  and  evaluation  reports  are  forwarded  to 
the  Defense  Documentation  Center  which  provides  the  clearinghouse 
with  necessary  copies.  In  addition,  consultants  and  civilian  medical 
facilities  collaborating  with,  or  having  a  close  association  or  interest 
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in  a  medical  research  effort,  are  provided  copies  of  applicable  reports. 
A  vigorous  technical  information  program  is  conducted  to  provide  the 
general  public  with  information  on  the  medical  research  and  develop- 
ment pro-am. 

In  addition  most  medical  officers  who  serve  in  South  Vietnam  return 
shortly  thereafter  to  the  private  sector,  taking  with  them  the  experi- 
ence gained  with  regard  to  medical  value  of  such  elements  as:  (1) 
rapid  helicopter  medical  evacuation;  (2)  availability  of  fresh  whole 
blood  for  resuscitation;  (3)  adequate  laboratory  support  to  provide 
important  clinical  information  during  resuscitation  of  the  critica^Uy 
injured;  (4)  the  capabilities  of  combat  medical  corpsmen ;  (5)  methods 
for  prevention  and  treatment  of  fungus  infections  of  the  feet  and  legs 
associated  with  continuous  water  submersion;  (6)  new  methods  for 
prevention  and  treatment  of  drug- resistant  falciparum  malaria  and 
other  tropical  diseases;  (7)  the  modern  principles  related  to  the  surgi- 
cal treatment  of  trauma;  and  (8)  the  major  advances  related  to  the 
treatment  of  serious  burn  casualties. 

Attachment  2 

training  and  education 

Health  personnel  of  the  military  medical  services  are  trained  in 
service  schools,  at  civilian  schools,  and  at  training  facilities  of  the 
Veterans'  Administration,  the  Public  Health  Service,  and  the  Civil 
Service  Commission. 

Service  schools  provide  the  basic  and  advanced  military  instruction 
required  for  the  personnel  in  question  and,  in  addition,  provide  train- 
ing in  skills  allied  to  medicine  and  directly  related  to  the  military 
environment. 

Service  schools  also  provide  training  to  update  professional  skills, 
acquire  new  professional  skills  or  refresher  training  for  existing  skills. 

Of  particular  importance  within  the  training  and  education  pro- 
grams of  the  military  medical  services  are  the  military  residency  train- 
ing programs,  which  are  almost  our  sole  source  of  career  medical 
specialists.  Under  these  programs,  physicians  receive  their  specialty 
training  in  a  military  hospital  while  on  active  duty  as  commissioned 
officers  and  receive  the  full  and  pay  allowances  of  their  grade  in  return 
for  agreements  to  serve  for  specified  services  following  the  completion 
of  their  training. 

The  MEND  program  (medical  education  for  national  defense)  pro- 
vides training  within  the  Nation's  medical  colleges  in  the  principles  of 
medicine  and  surgery  and  the  organization  and  delivery  of  health  care 
as  they  are  applied  under  adverse,  emergency  conditions  or  within  a 
hostile  environment.  Although  the  future  of  this  program  is  uncertain 
because  of  funding  problems,  it  has  been  a  very  vital  program  and  one 
of  great  impK>rtance  to  the  Department  of  Defense  as  well  as  the  medi- 
cal schools  of  the  Nation. 

A  detailed  discussion  of  the  MEND  program,  together  with  addi- 
tional information  regarding  specific  training  and  educational  pro- 
grams of  the  services  is  contained  in  enclosures  1,  2,  and  3,  to  this 
attachment. 
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ENCLOSURE  1 
Tbaining  and  Education 

MEDICAL 

1.  a.  Officer 

(1)  In  Federal  Facilities 

Medical  Intern  Training. — One  hundred  and  eighty-four  internships  are  pro- 
vided in  13  naval  hospitals.  These  hospitals  all  meet  the  standards  prescribed  by 
the  American  Medical  Association.  Internships  are  offered  in  straight  Medicine, 
straight  Sui^ery  and  rotating,  with  major  emphasis  programs.  fThere  is  no  added 
service  obligation  for  a  Naval  internship. 

Medical  Residency  Training,  Inservice. — Residency  training  is  offered  in  nine 
naval  hospitals  which  are  fully  approved  by  the  CJouncil  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association  and  the  cognizant  American 
specialty  boards.  Training  is  provided  in  all  recognized  specialties.  The  Navy 
Medical  Department  has  not,  for  various  reasons,  attempted  to  set  up  programs 
in  all  subspecialty  areas.  Outstanding  civilian  institutions  are  utilized  for  these 
areas  in  which  there  is  not  approved  program.  Currently,  530  medical  officers 
are  in  inservice  residency  training  programs. 

Naval  Aerospace  Medicine. — The  Naval  Aerospace  Medical  Institute  at  Pensa- 
cola,  Florida,  convenes  three  classes  each  year,  each  with  approximately  60  stu- 
dents, for  instruction  in  allied  medical  subjects,  ground  school,  and  flight  train- 
ing. Each  class  is  of  approximately  6-months'  duration.  On  completion  of  this 
course,  students  are  designated  naval  flight  surgeons  and  are  assigned  to  a  2- 
year  period  of  operational  duty. 

Submarine  Medicine. — This  military  medical  specialty  supports  all  phases  of 
underwater  operation  in  the  Navy.  Two  classes  are  convened  each  year  with  si)ace 
for  about  15  students  in  the  January  class  and  40  students  in  the  July  class. 
This  basic  6-months'  course  of  training  includes  lectures^  demonstrations,  labora- 
tory work  and  cruises  in  submarines,  rescue  vessels,  and  tenders.  On  the  comple- 
tion of  the  first  four  months,  two  alternatives  are  available  to  the  student.  He 
may  elect  to  take  a  course  in  either  radiobiology  or  underwater  physiology  during 
the  last  eight  weeks.  The  essentials  of  nuclear  physics,  nuclear  engineering, 
health  physics  and  biological  effects  of  radiation  are  taught.  Medical  officers  who 
complete  this  course  wiU  be  assigned  to  duty  with  the  nuclear  powered  submarine 
program. 

Naval  School  of  Hospital  Administration. — The  Naval  School  of  Hospital  Ad- 
ministration is  dedicated  to  the  development  in  its  students  of  those  skills  and 
attitudes  which  are  basic  to  the  administration  of  the  Navy's  extensive  health 
care  program.  Each  student  is  given  the  opix>rtumty  to  develop  a  broad  base  of 
knowledge  in  the  areas  of  hospital  and  health  care  administration  which  will 
provide  him  with  capacity  to  continuously  expand  his  ability  for  intelligent  and 
effective  performance.  A  10-month  course,  36  officers  are  annually  selected  to  par- 
ticipate in  this  highly  competitive  program.  The  School  has  been  established  as 
an  Off-Campus  Center  of  The  College  of  General  Studies,  The  George  Washington 
University. 

Anesthesia  Program  for  Navy  Nurse  Corps  Officers. — This  program  provides 
Nurse  Corps  Officers  with  the  training  that  is  required  to  qualify  as  Certified 
Registered  Nurse  Anesthetist  for  practice  in  the  Navy.  Training  is  given  at  the 
Naval  Medical  School,  National  Naval  Medical  Center,  Bethesda,  Maryland,  in 
affiliation  with  The  George  Washington  University  and  is  3  years  in  duration. 
The  curriculum  consists  of  basic  sciences  and  techniques  of  anesthesia  practice. 

Nurse  Corps  Officers'  Course  in  Operating  Room  Techniques  and  Administra- 
tion.— This  program  is  conducted  in  selected  naval  hospitals  for  the  purpose  of 
assisting  qualified  Nurse  Corps  Officers  in  becoming  skilled  operating  room  practi- 
tioners and  administrators.  It  is  6  months  in  duration. 

Nurse  Corps  Officers'  Course  to  Assist  vn  the  Development  of  Orthopedic 
Nurses. — This  training  program  presents  the  information  and  provides  the 
experience  available  in  naval  hospitals  to  develop  a  nurse  skilled  in  the  nursing 
of  Orthopedic  patients.  Program  is  6  months  in  duration. 

Inservice  Short  Courses. — A  series  of  ten  to  twelve  short  courses  are  given 
annually  at  Naval  Medical  School,  National  Naval  Medical  Center,  Bethesda, 
Maryland.  These  courses  are  usually  1  week  in  duration  and  enable  Nurse 
Corps  officers  to  keep  abreast  of  developments  in  their  areas  of  specialization. 


244 


FEDERAL  ROLE  IN  HEALTH 


During  the  period  1  Januiary  1968  through  30  June  1968,  97  Nurse  Corps  oflScers 
attended  these  courses. 

Inscrvice  Education  Proffram. — Naval  Hospitals  are  continually  pursuing 
methods  of  improving  the  quality  of  care  given  to  each  of  their  patients.  One 
method  utilized  to  assist  with  this  objective  is  the  implementation  of  effective 
inservice  education  programs  to  aid  in  staff  development.  Funds  to  assist  in 
the  obtaining  of  guest  speakers  are  authorized  by  the  Bureau  of  Medicine  and 
Surgery,  contingent  upon  the  financial  assistance  required  by  the  Naval  Facility 
and  the  contribution  to  be  provided  by  the  guest  lecturer.  During  the  period 
1  January  1968  through  30  June  1968,  Naval  Medical  Activities  received  assist- 
ance for  44  civilian  guest  lecturers  who  participated  in  their  inservice  education 
programs. 

(2)  In  Civilian  Facilities 

Medical  Residency  Training  Programs,  Outservioe. — In  order  to  obtain  train- 
ing in  those  specialties  and  STibspecialties  for  which  the  Na\T  hias  no  accredited 
program,  outstanding  civilian  hospitals  and  medical  centers  are  utilized.  The 
institution  and  the  Navy  benefit  from  this  arrangement.  The  Navy  has  ap- 
proximately 50  medical  ofiicers  assigned  to  full-time  outservice  training. 

Medical  Officer  Continuing  Education  Program. — Each  medical  oflScer  stationed 
in  the  U.S.  is  afforded  the  opportunity  to  attend  at  least  one  short  course, 
seminar,  symposum  or  conference  each  year  in  a  temporary  additional  duty 
basis  and  those  stationed  outside  the  country  have  the  same  opportunity  to  the 
extent  that  their  location  and  military  operations  permit.  This  program  provides 
a  primary  and  essential  means  for  physicians  to  keep  abreast  of  modern  de- 
velopments and  new  techniques  in  their  professional  field. 

Ensign  Medical  Program. — This  program  is  available  to  all  students  in 
United  States  and  Canadian  medical  schools  who  are  U.S.  citizens.  The  primary 
objectives  are  to  provide :  ( 1 )  an  opportunity  for  qualified  medical  students  to 
aflaiiate  with  the  Naval  Reserve  as  commissioned  oflacers  w^hile  still  in  school ; 
(2)  assurance  that  these  oflScers  will  be  able  to  complete  their  medical  studies  and 
internship  prior  to  fulfilling  their  obligations  for  active  military  duty;  (3) 
assurance  that,  when  they  do  enter  on  active  duty  in  the  service,  it  will  be  in 
the  Navy;  and  (4)  a  primary  source  of  qualified  candidates  for  the  Naval 
Intern  Program  and  for  the  Medical  Corps  of  the  Navy  and  the  Naval  Reserve. 
Upon  acceptance  into  medical  school,  the  student  is  eligible  to  apply  for  a  com- 
mission as  Ensign  1915  USNR.  He  is  then  entitled  to  apply  for  a  period  of 
active  duty  between  school  semesters  as  a  Research  or  Clinical  Clerk.  This 
provides  the  student  an  opportunity  to  observe  Navy  medicine  at  first  hand  and 
also  gives  the  Navy  a  chance  to  evaluate  his  talents  and  capabilities  for  subse- 
quent training. 

Seruior  Medical  Student  Program. — To  x)articipate  in  this  program,  a  student 
must  be  an  Ensign,  USNR,  or  agree  to  accept  such  an  appointment  if  selected. 
Application  is  made  during  the  third  year  of  medical  school.  During  attendance 
in  medical  school  for  the  senior  year  (including  elective  periods)  these  officers 
serve  on  active  duty  and  receive  the  full  pay  and  allowance  of  their  rank.  After 
having  active  duty  in  the  Senior  Medical  Student  Program,  the  student  is  obli- 
gated to  serve  3  years  on  active  duty  in  the  Naval  Medical  Corps  following  in- 
ternship. He  may  elect  to  take  a  civilian  internship  but  many  of  the  partici- 
pants apply  for  and  serve  a  Navy  internship,  and  a  good  percentage  become 
career  oflficers. 

Medical  Service  Corps  Full-time  Outservice  Training. — The  Medical  Service 
Corps  sponsors  a  limited  number  of  ofiicers  in  assignments  to  full-time  duty 
under  instruction  at  civilian  educational  institutions  in  various  programs  allied 
to  medicine  and  dentistry.  These  programs  involve  training  in  areas  of  manage- 
ment, research,  and  clinical  settings.  Due  to  the  limited  number  of  authorized 
training  billets  for  this  program,  the  need  for  training  on  the  baccalaureate, 
master's  and  doctoral  level  is  restricted  accordingly. In  addition  to  the  full-time 
training  program,  approximately  10  percent  of  the  officers  of  the  Medical  Serv- 
ice Corps  are  pursuing  their  education  on  a  part-time  off-duty  basis. 

Navy  Enlisted  Dietetic  Education  Program  {NEDEP)  Outservice. — The  Navy 
Enlisted  Dietetic  Education  Program  is  a  1-  to  3-year  college  program  which 
leads  to  a  baccalaureate  degree  in  Medical  Dietetics  and  to  appointment  to 
commissioned  grade  as  Ensign,  Medical  Service  Corps,  U.S.  Naval  Reserve,  2305. 
The  length  of  the  course  will  depend  upon  the  prior  college  work  of  the  individual 
concerned,  and  the  training  will  be  pursued  in  a  college  or  university  desig- 
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nated  by  the  Chief,  Bureau  of  Medicine  and  Surgery.  The  goal  of  this  program 
is  to  provide  the  opportunities  for  educating  a  dietitian  who  has  the  understand- 
ing and  skill  in  the  application  of  the  principles  of  good  nutrition  and  who  is 
motivated  for  a  military  career.  Input  into  the  program  is  from  the  enlisted  ranks 
of  active  duty  naval  personnel. 

Nurse  Corps  Offlcers  Full-time  Outservice  Instruction. — Selected  Nurse  Corps 
oflacers  annually  receive  orders  to  civilian  universities  for  full-time  training.  The 
purpose  of  the  program  is  to  assist  the  Nurse  Corps  in  updating  the  qualifica- 
tions of  its  members,  thus  providing  qualified  leaders  for  the  supervision,  admin- 
istration and  teaching  required  for  the  smooth  functioning  of  the  Nursing  Serv- 
ice in  each  naval  medical  facility,  where  nursing  care  is  given.  On  31  December 
1968,  there  were  39  Nurse  Corps  officers  attending  civilian  university  programs. 

Navy  Nurse  Corps  Candidate  Program. — The  Navy  Nurse  Corps  Candidate 
Program  is  designed  to  promote  the  recruitment  of  Nurse  Corps  officers  for  the 
Navy  Nurse  Cori)s.  This  program  is  a  scholarship  subsidy  program  available  to 
selected  applicants  attending  accredited  university  programs  of  nursing  and  is 
offered  to  them  in  the  junior  and/or  senior  year  of  study.  The  students  are  classi- 
fied as  Officer  Candidate  Hospitalman  until  6  months  prior  to  graduation  at 
which  time  they  are  commissioned  to  Ensign  ( 1905 ) . 

Navy  Enlisted  Nursing  Education  Program. — ^This  is  a  career  incentive  pro- 
gram which  provides  the  opportunity  for  enlisted  men  and  women  to  advance  to 
officer  rank.  Applicants  are  selected  on  a  comi)etitive  basis  and  are  placed  in 
training  in  various  accredited  university  nursing  programs  leading  to  a  Bachelor 
of  Science  Degree  in  Nursing.  The  academic  program  often  extends  from  3-  to 
4-years  before  the  student  is  eligible  for  graduation.  Participants  are  required 
to  serve  on  active  duty  as  a  commissioned  Nurse  Corps  Officer  for  four  years 
following  satisfactory  completion  of  the  course  and  state  registration  as  a  Reg- 
istered Professional  Nurse.  During  their  course  of  instruction,  the  Navy  En- 
listed Nursing  Education  Program  student  receives  the  pay  and  allowances  of 
their  rate.  Tuition  and  fees  are  paid  by  the  Navy  Department. 

Student  Nurse  Affiliations. — During  the  i)eriod  1  July  1968  through  31  Decem- 
ber 1968,  20  Naval  Medical  activities  had  a  total  of  29  Student  Nurse  Affiliations. 
The  provisions  of  clinical  facilities  for  student  experiences  serves  as  a  possible 
source  for  the  recruitment  of  student  nurses  for  the  Navy  Nurse  Corps  Candi- 
date Program,  as  Direct  Appointments  into  the  Navy  Nurse  Corps,  for  Civil 
Service  i)Ositions  and  in  many  instances,  for  the  improvement  and/or  maintenance 
of  good  public  relations  in  the  community. 

6.  Enlisted 

{!)  In  Federal  Facilities 

General. — Training  is  provided  by  Class  "A",  "B"  and  **C"  schools,  inservice 
instruction,  and  part-time  outservice  courses.  Class  "A"  schools,  or  Basic  Hos- 
pital Corps  School,  is  designed  to  prepare  corpismen  for  duties  normally  encoun- 
tered in  their  first  enlistment  and  is  weighted  heavily  toward  nursing  care  of 
patients.  Class  "B",  or  Advanced  Hospital  Corps  School,  prepares  career  hospital 
corpsmen  for  the  more  responsible  duties  required  of  petty  officers  and  particu- 
larly for  assignment  to  duty  independent  of  a  medical  officer. 

Hospital  Corps  School,  Class  "A"  (BASIC). — ^Two  basis  schools  are  presently 
in  operation  at  Great  Lakes,  Illinois  and  San  Diego,  California,  which  provide 
instruction  in  the  basic  principles  and  techniques  of  direct  patient  care  and  first 
aid  procedures.  Included  in  the  14-week  curriculum  of  basic  school  are  the  sub- 
jects of  Anatomy  and  Physiology.  Principles  and  Techniques  of  Patient  Care, 
First  Aid  and  Minor  Surgery,  Hygiene  and  Sanitation,  Materia  Medica  and 
Toxicology,  Metrology,  Nuclear  Biological  and  Chemical  Warfare  Defense  and 
Military  Requirements.  Basic  or  Class  "A"  school  is  requisite  training  for  all 
Hospital  Corx)smen.  A  total  of  6,302  Hospital  Corpsmen  were  graduated  from 
Basic  Hospital  Corps  School  during  Fiscal  Year  1968. 

•  Hospital  Corpsmen,  Class  "-B"  Advanced  General  Service  Technician. — The 
two  advanced  Hospital  Corpsmen  Schools  are  located  at  Naval  Hospital,  Ports- 
mouth, Virginia,  and  Naval  Hospital  Corps  School,  San  Diego,  California.  In- 
struction is  provided  in  advanced  principles  and  techniques  of  patient  care,  first 
aid  and  emergency  procedures,  preventive  medicine,  and  medical  administration. 
Special  emphasis  is  placed  on  skills  necessary  for  tentative  diagnosis  and  those 
skills  necessary  for  assignment  to  duty  indei)endent  of  direct  medical  officer 
supervision.  A  total  of  209  Hospital  Corpsmen  graduated  from  Advanced 
Hospital  Corps  School  during  Fiscal  Year  1968. 
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Hospital  Corpsmen,  Techmcal  Schools,  Class  "C". — Class  "C"  school  provides 
training  leading  to  the  rating  of  technician  in  one  of  the  medical  specialties  such 
as  X-ray  Technician,  or  to  a  technician  rating  in  a  military  si:>ecialty  such  as  Avia- 
tion Medicine  Technic,  Submarine  Medicine  Technic  or  Field  Medicine  Technic. 
Some  36  separate  medical  technical  specialties  are  assigned  to  Hospital  Corps- 
men.  "C"  School  training  is  conducted  at  Naval  Medical  School,  Bethesda,  Mary- 
land, Enlisted  Training  Service,  Naval  Hospital,  Portsmouth,  Virginia,  Naval 
Aerospace  Medical  Institute,  Pensacola,  Florida,  Naval  Submarine  Medical  Cen- 
ter, New  London,  Groton,  Connecticut,  Naval  Hospital  Corps  School,  San  Diego, 
California,  Naval  Preventive  Medicine  School,  Oakland,  California,  and  at  all 
major  naval  hospitals  located  in  the  continental  limits  of  the  United  States. 
During  Fiscal  Year  1968  a  total  of  6.166  Hospital  Corpsmen  were  grduated  from 
Class  "C"  Scliools  and  courses.  Of  this  number  4,672  graduated  from  the  Field 
Medical  Service  Schools  at  Camp  Lejeune,  North  Carolina  and  Camp  Pendleton, 
California. 

(2)  In  Civilian  Facilities 
The  training  of  enlisted  Navy  Medical  Department  personnel  in  civilian  fa- 
cilities is  limited  to  part-time  out-service  training.  This  is  a  program  whereby 
the  Bureau  of  Medicine  and  Surgery  will  defray  seventy-five  percent  of  the  total 
cost  of  tuition  and  fees  for  personnel  who  desire  to  take  courses  for  academic 
credit  in  an  accredited  institution.  The  courses  are  attended  apart  from  duty 
hours  and  are  approved,  contingent  upon  the  availability  of  funds.  A  total  of  575 
applications  for  part-time  outservice  training  were  processed  during  Fiscal  Year 
1968. 

2.  a.  Medical  Corps 

Medical  Inservice  Residency  Training  Programs. — The  Navy  provides  ac- 
credited residency  training  in  all  major  specialties.  Since  approximately  90  per- 
cent of  the  physicians  who  participate  in  this  training  return  to  civilan  practice 
upon  the  completion  of  their  service  obligation,  the  benefits  to  the  civilian  health 
care  are  direct.  Each  year  approximately  150  trained  specialists  are  returned  to 
civilian  practice.  This  is  a  group  that  quite  probably,  for  economic  reasons,  would 
have  remained  in  general  practice. 

The  numerous  residency  training  affiliations  with  civilian  health  care  institu- 
tions are  mutually  benefiting  and  continue  to  grow  in  number  each  year.  The  Navy 
Medical  Department  sponsors  specialized  short  courses  at  the  Naval  Medical 
School  and  at  the  various  training  hospitals  throughout  the  country.  Attendance 
by  civilian  physicians  is  encouraged  and  participation  continues  to  increase. 

The  Armed  Forces  Institute  of  Pathology  provides  a  comprehensive  program 
of  continuing  education  courses  in  Pathology.  Many  of  these  courses  are  selected 
as  integral  parts  of  residency  training  programs.  These  courses  are  available  to 
civilian  physicians  at  no  cost. 

Medical  Residency  Training  Programs,  Outservice. — To  provide  training  in 
those  specialties  and  subspecialties  for  which  the  Navy  has  no  accredited  pro- 
grams, civilian  hospitals  and  medical  centers  are  utilized.  The  civilian  institution 
and  the  Navy  benefit  from  this  arrangement.  The  Navy  has  approximately  50 
physicians  assigned  to  full-time  outservice  residency  training  programs. 

Medical  Short  Courses,  Seminars,  Symposia  and  Professional  Meetings. — Medi- 
cal officers  are  afforded  the  opportunity  to  attend  at  least  one  professional  medical 
conference,  seminar,  symposium  or  short  course  each  year.  Attendance  at  pro- 
grams of  this  nature  provides  the  means  by  Avhich  the  physician  may  keep  abreast 
of  new  developments  in  his  field  and  also  provides  for  dissemination  of  informa- 
tion to  his  civilian  counterparts. 

6.  Medical  Service  Corps 

The  Medioal  Service  Corps  Training  Programs. — ^The  programs  have  direct  and 
indirect  results  on  the  organization,  financing  and  delivery  of  health  care  in  the 
T'nited  States.  These  programs  prepare  the  Medical  Service  Corps  officer  for 
professional  training  in  essentially  all  areas  of  Health  Care  Administration.  Addi- 
tionally, Medical  Service  Corps  officers  are  trained  in  a  broad  range  of  disciplines 
in  the  science  allied  to  medicine.  These  programs  produce  a  potential  supply  of 
professionally  trained  personnel  for  the  civilian  community. 

c.  Nurse  Corps 

Nurse  Corps  Inservice  Programs  are  designed  to  improve  the  professional  com- 
I>etence  of  Nurse  Corps  officers  by  leading  to  specialization  in  areas  such  as 
Anesthesia,  Orthopedic  Nursing,  Operating  Room  Nursing  and  Management.  These 
programs  provide  an  indirect  flow  of  trained  nurses  to  the  civilian  community. 
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Student  Nurse  Officers  in  Naval  Medical  Activities  reached  a  total  of  twenty- 
nine  as  of  31  December  1968.  The  provision  of  Navy  clinical  facilities  for  civilian 
student  nurses  promotes  health  care  standards  in  the  civilian  community. 

The  Navy  Enlisted  Nursing  Education  Program  and  the  Navy  Nurse  Corps 
Candidate  Programs  are  subsidy  programs  which  make  possible  professional 
nursing  training  to  many  individuals  who,  for  economic  reasons,  would  not  have 
been  afforded  this  opportunity. 

d.  Hospital  Corps 

Hospital  Corps  training  programs  provide  a  potential  source  of  personnel 
trained  in  medical  technical  specialties.  Over  80  percent  of  the  Hospital  Corps- 
men  are  returned  to  civilian  status  upon  completion  of  their  service  obligations. 
Statistics  are  not  available  to  denote  the  percentage  of  those  who  continue  in 
health-care  occupations  or  pursue  health  care  studies  ;  however,  the  benefit,  direct 
and  indirect  to  the  total  health  care  in  the  United  States  is  significant. 

3.  The  Council  on  Medical  Education  of  the  American  Medical  Association 
provides  quality  control  for  medical  residency  training  programs  and  serves  as 
a  coordinating  agency  in  this  function.  The  Technical  Director,  Clinical  Research 
and  Medical  Education  of  the  Bureau  of  Medicine  and  Surgery  coordinates,  pro- 
vides guidance,  and  serves  as  a  liaison  oflScer  for  health  care  training  problems. 

4.  The  agencies  described  in  3  above  provide  a  continuous  service  for  purposes 
of  coordinating  health  care  training  programs.  The  benefits,  derived  therefrom 
are  intangible  for  the  most  part.  Specific  financial  saving  statistics  are  not 
available. 

5.  New  Knowledge  in  medical  techniques  or  knowledge  gained  in  Vietnam  is 
disseminated  by  the  following  methods : 

a.  Films. — The  Navy  Medical  Department  produces  motion  picture  films 
incorporating  new  techniques  and  knowledge  gained  in  the  treatment  of  war 
casualties.  Approximately  4,500  loans  of  Medical  Department  films  were  made  to 
civilian  health  care  agencies  last  year. 

b.  Scientific  Exhibit  Programs. — Navy-made  exhibits  illustrating  new  tech- 
niques in  research  and  clinical  investigation  are  made  available  at  professional 
meetings  and  conferences. 

c.  The  Navy  Medical  Department  is  a  leader  in  Medical  Closed  Circuit  T.V. 
Interservice  and  Public  Health  integration  of  these  facilities  has  enabled  wide 
dissemination  of  advances  in  medicine. 

DENTAL 

1.  a.  Officer 

The  mission  of  the  oflScer  education  programs  of  the  Dental  Corps  is  to 
provide  graduate,  postgraduate,  and  continuing  education  instruction  for  Dental 
Corps  oflicers  in  the  fields  of  dental  sciences,  research,  and  clinical  dental  science 
peculiar  to  the  requirements  of  the  Naval  Service.  It  is  essential  for  the  Naval 
Dental  OflBcer  to  have  a  thorough  understanding,  not  only  of  his  own  profession, 
but  also  of  the  inter-relationship  of  the  general  medical,  social  and  economic 
factors  affecting  both  military  and  civilian  personnel.  Therefore,  the  education 
programs  include  advanced  study  of  various  oral  diseases,  their  etiology,  pathol- 
ogy, prevention,  and  treatment.  It  is  the  educational  policy  of  the  Naval  Dental 
Corps  to  devote  principle  emphasis  on  the  prevention  of  oral  diseases,  along  with 
extending  the  professional  capabilities  of  dental  oflBcers  in  the  various  specialties 
of  dentistry  in  order  to  provide  excellent  total  health  care  for  Navy  and  Marine 
Corps  personnel. 

Educational  opportunitites  are  provided  through  graduate  postgraduate  long 
courses  at  the  Naval  Dental  School  in  aMiation  with  Georgetown  University, 
through  residency-type  training  and  internships  in  the  various  Naval  Hospitals, 
Postdoctoral  fellowship  programs,  long  courses  at  various  civilian  universities, 
and  continuing  education  programs  for  career  development  of  professionally 
trained  personnel.  These  programs  to  increase  the  supply  of  trained  personnel 
for  specialty  requirements,  careers  in  teaching  and  research  is  in  keeping  with 
the  high-priority  of  the  national  objective,  the  American  Dental  Association  and 
the  Federal  Services.  Example.^  of  dental  education  programs  for  officers  follow. 

Postdoctoral  Fellowship  Program. — One  of  the  objectives  of  the  Dental  Officer 
Education  Program  is  to  provide  the  junior  officers  an  earlier  opportunity  for 
specialty  training.  The  Postdoctoral  Fellowship  Program  that  was  initiated  in 
1965  is  fulfilling  this  objective.  Although  less  rigorous  than  residency-type 
training.  Fellowship  is  a  twelve-month  period  of  inservice  learning  under  the 
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guidance  of  an  established  preceptor.  Fellowships  are  offered  in  the  majority 
of  specialty  fields  of  dentistry  and  dental  research. 

Dental  Residency  Program, — The  Naval  Dental  Corps  provides  residency  type 
training  in  the  various  specialties  of  dentistry  at  the  eight  teaching  Naval 
Hospitals  and  at  naval  activities  which  have  education  programs  approved  by 
the  Ck)uncil  on  Dental  Education  of  the  American  Dental  Association.  The  resi- 
dency type  training  is  a  progressive  and  graduated  experience,  under  primarily 
Naval  Hospital  auspices,  designed  for  the  dental  graduate  who  has  completed 
at  least  one  year  of  graduate  or  post-graduate  training  in  basic  health  sciences 
with  an  affiliated  university  acc*eptable  to  the  Council  on  Dental  Education  of 
the  American  Dental  Association.  The  objectives  of  the  residency  programs  are 
to  supply  the  needs  of  the  Navy  for  well-trained  dental  oflScers  to  practice,  teach 
and  conduct  research  studies  in  the  respective  specialty  of  dentistry  and.  to 
provide  officers  with  the  foranal  training  required  for  certification  by  the 
respective  American  Specialty  Board.  The  residency  programs  cover  a  period  of 
one  to  two  years. 

Dental  Internship  Program. — The  principal  objective  of  the  dental  intern  train- 
ing program,  is  to  broaden  the  knowleidge  and  clinical  experience  of  the 
recent  civilian  graduate  by  affording  him  opportunities  to  treat  and.  view, 
throughout  their  clinical  progress,  those  conditions  not  common  to  the  under- 
graduate clinic,  and  especially  to  enlarge  his  understanding  of  or*al  and  sys- 
temic relations  in  health  and  disease.  The  rotating  internship  includes  training 
in  all  the  recognized  areas  of  dental  practice  except  Orthodontics.  The  intern 
program  conforms  to  the  standards  for  rotating  dental  internships  as  set  forth 
by  the  Council  on  Dental  Education  of  the  American  Dental  Association  and 
covers  a  period  of  12  months. 

Graduate/ Postgraduate  Education,  Naval  Dental  School. — The  courses  cover 
one  academic  year  with  the  opportunity  for  granting  imiversity  credit  for  the 
graduate  program.  The  basic  objectives  of  the  program  are  to  increase  the 
knowledge  of  the  science  of  dentistry  and  in  related  subjects  which  contribute 
to  ithe  umderstanding  of  dental  disease  and  to  meet  the  prerequisite  for  further 
advanced  training  in  the  various  specialties  of  dentistry.  The  graduate/post- 
graduate programs  meet  the  standards  of  the  Council  on  Dental  Education  of  the 
American  Dental  Association. 

Long  Courses  at  Civilian  Universities. — These  courses  of  one-three  years  are 
offered  to  satisfy  part  of  the  Navy's  requirement  for  well  trained  dental  officers  to 
practice,  teach,  and  conduct  research  studies  in  the  specialties  of  dentistry  and 
to  satisfy  part  of  the  requirements  of  formal  training  for  certification  by  the 
American  Specialty  Boards.  Master  of  Science  Degree  and  Doctor  of  Philosophy 
Degree  programs.  The  Navy  in-service  program  is  not  able  to  provide  the 
formal  training  requirements  in  all  the  specialties  of  dentistry  in  order  to  qualify 
officers  for  certification  by  the  American  Specialty  Boards. 

Correspondence  Course  Program. — To  augment  the  graduate  and  advanced 
educational  programs  of  the  Naval  Dental  Corps,  the  Dental  Division  of  the 
Bureau  of  Medicine  and  Surgery  offers  a  series  of  correspondence  courses. 
These  courses  are  administered  by  the  Naval  Dental  School  and  are  available 
for  all  oflScers  on  active  duty  at  sea  or  ashore  and  for  Reserve  officers  on 
inactive  duty  of  all  components  of  the  U.S.  Armed  Forces.  The  correspondence 
course  programs  include  the  latest  developments  in  the  various  specialties  of 
dentistry. 

6.  Enlisted 

The  U.S.  Naval  Dental  Corps  provides  training  opportunities  for  enlisted  per- 
sonnel who  desire  careers  as  dental  technicians.  The  training  program  is  divided 
into  basic  training,  specialized  training  and  advanced  training.  The  major  re- 
quirement for  dental  technicians  is  to  assist  the  dental  officer  in  providing  dental 
care.  The  second  need  is  for  dental  technicians  trained  in  the  specialties  of  den- 
tistry. They  may  accomplish  prosthetic  laboratory  procedures,  clinical  laboratory 
procedures  and  repair  and  install  dental  equipment.  The  third  requirement  is  for 
dental  technicians  with  advanced  training  to  assist  in  the  supervision  of  the 
oj>erations  of  clinics  or  departments  and  to  assist  dental  administrators  by  sujjer- 
vising  finance  or  personnel  offices.  Examples  of  dental  technician  training  courses 
follow. 

Basic  Course  for  Dental  Technician  (Class  "A"  School). — This  course  includes 
the  subjects  nece.ssary  for  an  individual  entering  the  Dental  Rating  Group  to  per- 
form the  duties  of  a  general  dental  technician  and  to  advance  through  the  various 
rates. 
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Basic  Course  for  Dental  Technician,  Prosthetic  (Class  "C"  School). — This 
course  is  designed  to  provide  specialized  training  for  the  dental  technician  to 
develop  skill  in  prosthetic  laboratory  technics  for  the  fabrication  of  dental  pros- 
thetic appliances. 

Course  for  Dental  Technician,  Repair  (Class  "C"  School). — This  course  is 
designed  to  train  the  Dental  Technician,  General,  in  the  principles  of  installation, 
repair  and  maintenance  of  all  types  of  dental  equipment  used  in  the  Navy. 

Course  for  Dental  Technician  Advanced  General  (Class  "B"  School). — Wider 
in  scope  and  greater  in  detail  than  the  Basic  Course,  this  training  assists  the  tech- 
nician for  further  advancement  in  rate  by  giving  him  a  broader  background  as  a 
general  technician.  The  purpose  of  the  course  is  to  train  the  general  technician  to 
perform  effectively  the  administrative,  clinical,  and  military  duties  required  of 
him. 

Course  for  Dental  Technician,  Advanced  Prosthetic  (Class  "5"  School). — In- 
struction is  patterned  to  the  needs  of  the  individual  technician  in  that  particular 
attention  is  given  to  increasing  his  ability  in  those  areas  in  which  he  may  be 
deficient  in  order  to  further  develop  the  technician's  skill  in  all  prosthetic  labo- 
ratory techniques. 

Dental  Research  Technician. — This  course  is  designed  to  train  dental  tech- 
nicians to  assist  in  Experimental  Pathology,  Microbiology,  Biochemistry,  Micro- 
photography,  Experimental  Surgery,  and  Experimental  Animal  Care. 

Course  for  Dental  Technician  Maxillofacial  Prosthetic  (Class  "C"  School). — 
This  course  is  designed  to  provide  specialized  training  for  the  dental  technician 
to  develop  skill  in  the  laboratory  procedures  in  fabrication  of  maxillofacial 
prosthetic  appliances. 

Medical  Administrative  Technic. — ^This  course  is  30  weeks  in  duration  embrac- 
ing 1125  hours  of  didactic  and  practical  instruction  in  fiscal  management,  cleri- 
cal procedures,  food  service,  industrial  health  and  industrial  safety,  personnel 
management,  business  english,  effective  speaking  and  teaching  methods,  and  mili- 
tary requirements. 

Naval  School,  Instructors  (Class  "C"  School). — The  instruction  embraces  the 
principles  of  learning,  public  speaking,  planning  instruction,  methods  of  instruc- 
tion, text  construction,  effective  use  of  training  aids,  analysis  of  instruction, 
preparation  and  use  of  instruction  sheets,  supervision,  shop  layouts,  safety  pre- 
cautions, practice  teaching,  and  instructional  procedures  and  techniques  of  ad- 
ministration of  Navy  Schools.  All  Dental  Technician  Instructors  attend  this 
course. 

Field  Medical  Service  School. — Dental  Technicians  are  assigned  to  this  course 
prior  to  assuming  duties  with  the  Marines. 

Part-time  Outservice  Training. — This  program  provides  tuition  aid  for  courses 
at  civilian  universities  which  are  directly  related  to  areas  of  Medical  Department 
responsibility  and  courses  which  are  a  part  of  a  fully  planned  program  leading 
to  a  degree. 

2.  The  training  of  both  oflBcers  and  enlisted  personnel  contributes  substantially 
Yo  improve  dental  health.  Not  only  does  this  insure  improved  dental  health  from 
a  military  viewpoint,  but  it  also  insures  better  dental  health  for  those  returning 
to  the  civilian  community.  A  very  large  number  of  personnel  enter  the  Navy  and 
Marine  Corps  each  year  who  have  never  been  seen  professionally  by  dentists. 
Many  such  persons  come  from  socially  and  financially  disadvantaged  groups. 
Dental  care  and  dental  hygiene  exposure  means  that  upon  return  to  civilian  pur- 
suits they  are  in  a  better  state  of  dental  health. 

The  training  programs  also  provide  a  manpower  supply  for  civilian  society  in 
the  form  of  military  personnel  leaving  the  service,  particularly  in  the  areas  of 
prosthetic  laboratory  technicians,  dental  research  technicians  and  maxillofacial 
prosthetic  technicians.  These  are  the  critical  manpower  areas  in  civilian  society. 

3.  Professional  Relationship  Program,. — The  objective  of  this  program  is  to 
maintain  close  liaison  with  the  Department  of  Defense  and  civilian  organizations 
in  matters  which  pertain  to  dentistry.  The  program  encompasses  attendance  of, 
and  participation  by,  Dental  Corps'  representatives  at  major  professional  and 
scientific  meetings,  exchanges  of  training  materials,  and  use  of  consultants.  The 
Navy  is  represented  at  all  American  Dental  Association  sponsored  meetings  rela- 
tive to  dental  health  care  and  dental  education  in  order  to  coordinate  the  Navy 
health  care  and  education  programs  with  the  national  health  care  objectives. 

Dental  Corps  Information  Program. — This  program  initiates  and/or  processes 
information  and  news  releases  to  keep  all  of  those  who  are  associated  with  the 
health  sciences  apprised  of  matters  of  significance  related  to  the  Dental  Corps 
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of  the  U.S.  Navy.  Material  is  prepared  regularly  for  the  U.S.  Navy  Medical 
News  Letter,  and  The  Journal  of  the  American  Dental  Association,  and  other 
appropriate  ADA  approved  journals  of  dentistry  and  dental  research. 

Training  Aids  Program. — ^The  objective  of  this  program  is  to  provide  assist- 
ance in  increasing  the  eflSciency  of  the  dental  officer  and  the  dental  technician 
training  program.  The  Joint  Armed  Forces  Exhibit  entitled  "Prevention  Perio- 
dontics" had  its  premiere  showing  at  the  109th  Annual  Session  of  the  American 
Dental  Association  in  Miami  Beach,  Florida,  and  was  the  highlight  of  all 
exhibits  in  the  scientific  section.  The  exhibit  has  been  shown  at  the  Greater 
New  York  Dental  Society  and  will  be  shown  at  the  Chicago  Midwinter  and  other 
large  sitate  dental  society  meetings  throughout  the  United  States.  The  Joint 
Armed  Forces  exhibits  portray  the  latest  developments  in  clinical  denistry  and 
dental  research  for  thousands  of  civilian  dental  practioners  throughout  the 
United  States  annually.  A  new  exhibit  is  planned  annually  as  a  Joint  Armed 
Forces  project  and  developed  by  the  Armed  Forces  Institute  of  Oral  Pathology 
exhibit  division. 

Motion  Picture  Program. — The  Naval  Dental  Corpsi  produces  training  films 
on  the  various  specialties  of  dentistry  and  videotape  TV  programs  on  the  various 
specialties  and  techniques  in  the  clinical  practice  of  denistry.  The  films  have 
received  awards  for  excellence  at  various  scientific  showings  in  the  United 
States  and  Europe.  The  demand  for  Naval  Dental  Corps  films  from  the  govern- 
ment film  outlet  and  from  the  ADA  film  lending  library  is  greater  than  the 
above  agencies  can  supply.  The  training  films  are  utilized  as  an  integral  part  of 
the  various  in-sel•^ace  training  program®  and  in  the  oral  health  demonstrations 
of  the  Navy-wide  preventive  dentistry  program.  The  film  program  is  coordinated 
with  the  programs  of  all  Federal  Services  and  is  used  as  part  of  the  Veterans 
Administration  single  concept  film  program. 

Dental  Support  in  Vietnam  Slide  Series. — A  series  of  eighty  colored  slides 
showing  our  dental  support  in  Vietnam,  with  supporting  outline  was  prepared 
to  be  shown  to  various  professionals  and  civic  organizations.  There  are  four 
categories  covered  in  the  series ;  type  of  dental  clinics,  the  People-to-People 
Program,  dental  traumatic  wounds,  and  improved  medical  equipment.  This 
presentation  has  been  given  to  over  160  groups,  with  a  combined  attendance  of 
over  11,000  people,  both  inside  and  outside  of  the  continental  United  States. 

4.  Qualifications  are  difficult  to  express  beyond  pointing  out  that  many  per- 
sonnel attend  meetings ;  films  are  freely  available  to  civilian  communities.  The 
numbers  of  personnel  afforded  civilian  employment  as  a  result  of  the  training 
provided  is  not  kno\^^l.  However,  it  is  known  that  there  are  many  employment 
opportunities  available  should  personnel  elect  to  pursue  them.  It  is  also  sig- 
nificant to  point  out  that  the  Transition  Program  sponsored  by  the  Department 
of  Defense  program  enhances  employment  opportunities. 

Accounting  Sysitms  do  not  readily  establish  data  on  the  financial  savings  or 
other  advantages  occurring  from  these  efforts,  but  it  is  evident  that  as  dental 
health  is  improved  or  employment  optportunities  increased,  all  of  society  benefits. 

5.  This  has  been  covered  in  items  2  through  5  above. 


ENCLOSURE  2 
Medical  Education  for  National  Defense 

MEDICAL 

1.  The  Medical  Education  for  National  Defense  (MEND)  Program  conducts 
a  program  within  the  nation's  medical  colleges  of  education  and  training  in  the 
principles  of  medicine  and  surgery  and  the  organization  and  delivery  of  the 
health  care  as  they  are  applied  under  adverse,  emergency  conditions  or  within 
a  hostile  environment. 

2.  a.  Through  this  program  the  DoD  is  able  to  introduce  and  incorporate  into 
the  medical  educational  system  of  this  country  those  subjects  of  significance  to 
the  military  medical  services  and  Public  Health  Service  which  would  not  other- 
wise be  introduced  into  the  curriculum  of  our  medical  schools.  Specifically,  ma- 
terial on  mass  casualty  and  disaster  medicine  with  its  attendant  problems  of  di- 
recting, managing  and  patient  handling  under  adverse  conditions ;  Public  Health 
and  preventive  medicine  including  defense  against  CBR  warfare,  field  sanita- 
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tion,  military  immunology  and  immunoprophylaxis,  rehabilitation  of  the  wounded, 
whether  from  military  or  civilian  disasters  or  actions,  air  and  water  pollution, 
whether  from  military  or  civiUan  sources ;  Tropical  medicine  with  emphasis  on 
those  diseases  of  military  significance ;  Environmental  medicine,  including,  cli- 
matic extremes,  aerospace  medicine  and  submarine  medicine. 

b.  (Indirect  Benefits)  The  nation  benefits  from  the  additional  professional 
capability  of  those  physicians  exposed  to  the  MEND  Program.  Civilian  communi- 
ties have  benefited  during  natural  disasters  (such  as  hurricanes,  tornadoes,  fires, 
floods,  and  riots)  from  the  local  medical  support  which  was  organized  by  the 
MEND  Coordinators  and  operated  within  the  framework  of  the  MEND  Program 
concepts, 

c.  The  local  MEND  Coordinator  invariably  becomes  the  counselor  for  students 
interested  in  applying  for  the  Berry  Plan.  By  virtue  of  his  association  with  the 
MEND  Program,  the  MEND  Coordinator  often  becomes  the  guidance  counselor 
for  residencies,  internships,  and  other  programs  of  the  three  military  services 
which  support  training  and  education  in  medicine. 

d.  The  MEND  Program  does  aid  in  overcoming  negativism  towards  the  military 
services  that  may  exist  at  some  medical  schools. 

3.  a.  DoD  Directive  3020.34  establishes  a  Federal  Committee  on  Medical  Edu- 
cation for  National  Defense  referred  to  as  the  "Federal  MEND  Committee".  This 
committee  is  comprised  of  representatives  appointed  by  each  of  the  following : 
The  Surgeon  General,  Department  of  the  Army,  the  Surgeon  General,  Department 
of  the  Navy,  the  Surgeon  General,  Department  of  the  Air  Force,  and  the  Surgeon 
General,  Public  Health  Service,  Department  of  Health,  Education,  &  Welfare. 
The  National  MEND  Coordinator  is  an  ex  oflBcio  member.  In  addition,  the  Health 
Advisor,  OflSce  of  Emergency  Planning  is  invited  to  participate  as  an  advisor. 
The  representative  of  the  Deputy  Assistant  Secretary  of  Defense  (Health  and 
Medicine )  acts  as  chairman.  The  Federal  MEND  Committee  meets  on  the  average 
of  four  times  a  year  providing  close  frequent  coordination  between  depart- 
ments. 

b.  A  faculty  member  is  appointed  in  every  medical  school  by  his  Dean  to  serve 
as  the  school's  "MEND  Coordinator".  He  coordinates  the  integration  of  MEND 
related  materials  and  plans  other  such  activities  as  will  best  carry  forward 
MEND  objectives  at  his  particular  school.  Using  facilities  available  within  the 
military  departments,  plan  and  conduct  a  series  of  teaching  symposia,  conferences 
and  other  educational  programs  under  MEND  auspices  for  the  benefit  of  medical 
students,  house  staff  (interns  and  residents),  and  faculty. 

c.  Sponsor  the  attendance  of  faculty  and  students  at  various  courses  con- 
ducted by  the  Armed  Forces  and  the  P.H.S.  pertaining  to.MEND-related  subjects. 

d.  Make  availaible  to  the  faculty  and  students,  through  their  school's  MEND 
Coordinator,  films,  expert  military  and  civilian  lecturers,  texts,  reports,  and 
forms  of  professional  information  that  Federal  health  agencies  have  the  unique 
ability  to  study,  develop  and  generate. 

4.  a.  Since  1955,  when  the  Program  became  effectively  operational,  MEND  has 
conducted  54  s3Tnposia  with  an  attendance  of  approximately  7,000  faculty,  house 
staff  and  students.  Representative  subjects  of  these  symposia  area :  "Defense 
against  Ohemical  &  Biological  Warfare" ;  "Preventive  Medicine  &  the  Ct>ntrol 
of  Infectious  Disease  in  Emergencies" ;  "Military  Medicine  in  Vietnam" ; 
"Burns"  ;  and  Aerospace  Medicine'. 

b.  The  MEND  Program  sponsors  an  average  of  300  attendees  per  year  to  the 
short  course  programs  including  the  annual  "Management  of  Mass  Casualties^ 
course  conducted  at  the  Army's  Medical  Field  Service  School,  Fort  Sam  Houston, 
Texas.  Representative  titles  of  short  courses  are:  "Public  Health  &  C&B  De- 
fense" ;  "Special  Environmental  Pathology  of  Southeast  Asia" :  "A.F.I.P.  Lec- 
tures" ;  and  "Surgical  and  Orthopedic  Asi)ects  of  Trauma". 

c.  In  1967  the  National  MEND  Office  established  a  film  library  with  free  loan 
to  the  medical  schools  and  other  health  agencies.  During  the  first  year  approxi- 
mately 200  loans  were  made  to  an  estimated  audience  of  20,000.  The  library  con- 
sists of  30  films  with  subject  matter  as :  "Army  Medicine  in  Vietnam" ;  "Emer- 
gency Care  of  the  Injured  Patient" ;  "Alaskan  Earthquake" ;  "Debridement  and 
Delayed  Primary  Closure — ^Vietnam" ;  "Bum  Patients  from  Vietnam" ;  and 
"Emergency  Childbirth". 

d.  MEND  has  sponsored  an  average  of  200  military  and  civilian  visiting  lec- 
turers per  year  to  speak  at  medical  schools.  These  experts  present  to  medical 
students,  house  staff,  and  faculty,  material  such  as :  "Field  Epidemiology" ; 
"Tropical  Medicine" ;  "Treatment  and  Management  of  Burns" ;  "Wound  Man- 
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agement  and  Wounding  Power  of  Missiles  in  Vietnam";  and  "Army's  MUST 
Hospital". 

e.  Over  50,000  manuals  and  pamphlets  have  been  distributed  to  the  medical 
schools  through  the  National  Office;  e.g.,  "Shock";  "Malaria";  "Plague"; 
"Cholera";  "Burns";  "Melioidosis";  "Immersion  Foot";  and  "The  Treatment 
of  Mass  Civilion  Casualties  in  a  National  Emergency". 

5.  a.  As  described  above,  the  MEND  office  makes  films  available  to  the  med- 
ical schools  on  a  free  loan  basis.  Two  films,  almost  on  continuous  loan,  are  funda- 
mental principles  of  wound  care  in  multiple  injury  cases  from  Vietnam;  (1) 
Low  Velocity  Missile  Injury  and,  (2)  High  Velocity  Missile  Injury.  Another 
popular  film  is  "Bum  Patients  from  Vietnam",  describing  early  care  and  evacu- 
ation. In  addition  the  offic-e  of  the  National  Coordinator  of  the  MEND  Program 
has  distributed  bulletins  on  the  epidemiology,  etiology,  diagnosis,  treatment,  and 
prognosis  of  melioidosis.  New  material  on  the  mechanisms  and  treatment  of 
shock  has  also  been  distributed.  Many  of  the  visiting  lecturers  to  the  medical 
schools  are  recently  returned  physicians  from  Vietnam.  The  MEND  Program 
attempts  to  skim  off  the  cream  of  all  military  medicine  and  make  it  available 
to  the  entire  field  of  medical  education  in  this  country. 

b.  Whether  there  is  a  Korea  or  Southeast  Asia  or  not,  does  not  basically  in- 
fluence the  need  for  a  MEND  Program.  The  normal  organization  and  practice 
of  medicine  in  the  services  develops  an  expertise  which  needs  to  be  and  is 
transonitted  to  the  medical  educational  community  of  this  country.  However, 
and  in  addition  to  that  described  in  1  through  4  above,  through  the  MEND 
Program  the  Army,  Navy  and  Air  Force  acquire  physicians  with  a  basic  under- 
standing of  the  principles  and  practices  of  military  medicine;  the  MEND  Pro- 
gram does  aid  in  overcoming  negativism  toward  the  milita.ry  services  that 
exists  at  some  medical  schools;  the  MEND  Program  provides  the  only  means 
by  which  the  vast  majority  of  students  and  house  staff  can  attend  symposia  and 
short  courses  related  to  mass  civilian  casualty  and  disaster  medicine  conducted 
at  other  than  their  o\^ti  institution.  There  is  not  other  existing  of  planned  pro- 
gram in  this  country  that  will  provide  for  the  attainment  or  achievement  of  the 
goals  and  objectives  of  the  MEND  Program.  Through  all  these  various  MEND 
mechanisms  the  new  physician  is  better  educated  and  trained  in  the  principles 
of  medicine  and  surgery  and  the  organization  and  delivery  of  health  care  as 
they  applied  within  a  military  or  civil  disaster  situation.  Naturally  these  new 
medical  techniques  and  knowledge  are,  in  turn,  disseminated  and  applied  in  the 
private  sectors  of  our  country. 


ENCLOSURE  3 
Training  and  Education 
officer  training  in  federal  facilities 

Army  Medical  Department  officers  are  trained  in  service  schools  under  the 
command  of  the  Surgeon  General,  other  Army  service  schools,  schools  of  the 
Na^T  and  Air  Force,  and  training  facilities  of  the  VA,  Public  Health  Service, 
and  Civil  Service  Commission.  The  Army  Medical  Department  schools  provide 
the  basic  and  advanced  military  instruction  for  all  AMEDD  officers  and,  in 
addition,  provide  training  in  skills  allied  to  medicine  and  directly  related  to 
the  military  environment.  In  addition  to  these  courses,  the  Surgeon  General 
conducts  an  extensive  training  program  within  AMEDD  health  facilities  for 
the  purpose  of  providing  officers  with  training  to  update  professional  skills 
acquiring  new  professional  skills  or  refresher  training  for  existing  skills.  In 
much  of  this  instruction,  participants  from  other  Federal  agencies  are  in 
attendance.  Training  in  other  Army  schools  and  other  Federal  facilities  provides 
instruction  to  AMEDD  officers  in  areas  necessary  for  professional  development 
and  related  fields  when  such  courses  are  not  available  in  the  schools  under  the 
command  of  the  Surgeon  General.  Courses  conducted  in  Federal  facilities  are 
of  long  and/or  short-term  duration.  Considerable  effort  has  been  made  to  pre- 
clude establishing  courses  of  instruction  within  AMEDD  facilities  when  com- 
parable courses  are  already  available  in  other  Federal  facilities. 

OFFICER  TRAINING  IN  CIVILIAN  FACILITIES 

Officers  are  trained  in  civilian  institutions  long  and/or  short  courses  for  the 
purpose  of  updating  existing  skills,  acquiring  new  skills  or  meeting  other  re- 
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quirements  of  the  military  service  when  the  type  of  training  necessary  is  not 
available  in  facilities  of  the  various  federal  agencies.  In  addition  to  the  train- 
ing of  Active  Army  Medical  Department  oflScers  in  civilian  institutions,  a  special 
program  exists  whereby  selected  Regular  Army  OflBcers  may  be  subsidized  in 
civilian  institutions  in  order  to  obtain  professional  degrees  in  the  specialities 
of  medicine,  dentistry,  and  veterinary  medicine. 


Army  Medical  Department  enlisted  personnel  are  trained  in  Army  Medical 
Department  service  school  courses,  other  Army  service  school  courses,  U.S. 
Xavy  courses,  and  training  programs  conducted  by  the  Veterans  Administration 
and  the  U.S.  Public  Health  Service.  These  courses  range  in  duration  from 
several  days  to  52  weeks.  Conversely,  personnel  of  other  military  services  and 
other  Federal  agencies  are  trained  in  Army  Medical  Department  courses.  Every 
effort  is  made  to  preclude  establishing  or  maintaining  a  course  of  instruction 
within  an  Army  Medical  Department  facility  when  comparable  training  is 
available  in  courses  conducted  by  other  military  services  or  other  Federal 
facilities.  The  majority  of  the  Army  Medical  Department  enlisted  courses  are 
designed  to  provide  personnel  the  subprofessional  skills  and  knowledges  required 
to  prepare  them  to  function  effectively  in  a  medical  military  occupational 
specialty.  In  addition,  several  refresher  courses  are  conducted  to  update  per- 
sonnel in  new  equipment,  techniques,  and  procedures ;  and  a  noncommissioned 
oflBcer  development  course  is  conducted  to  prepare  career  enlisted  personnel 
for  duty  in  key  staffand  leadership  positions.  U.S.  Navy  courses  and  other 
Federal  agency  courses  are  utilized  to  provide  occupational  specialty  or  mis- 
sion essential  training. 


Two  procurement  programs  exist  whereby  individuals  may  apply  for  sub- 
sidized training  in  civilian  institutions  for  the  purpose  of  obtaining  baccalaure- 
ate degrees  in  nursing.  In  both  program  selected  applicants  are  enlisted  in 
the  Army  in  the  paygrade  of  E3  and  receive  pay  and  allowances  of  that  grade, 
plus  tuition  support,  for  their  period  of  schooling.  The  Army  student  nurse 
program  accepts  applicants  from  accredited  degree  awarding  schools  of  nurs- 
ing after  completion  of  at  least  the  sophomore  year.  Accepted  students  remain 
in  the  school  of  their  choice  until  graduation,  commissioning  and  called  to 
active  duty  as  2nd  Lieutenants  in  the  Army  Nurse  Corps.  The  Walter  Reed 
Army  Institute  of  nursing  program  is  a  program  that  provides  for  full  pay 
and  allowances  in  the  enlisted  grade  of  E3  for  a  period  of  4  years.  During  the 
first  2  years  of  the  program  students  take  required  courses  at  accredited  col- 
leges or  universities  of  their  choice  receiving  full  tuition  support  of  these  2 
years.  Upon  completion  of  the  first  2  years  participants  transfer  to  the  Walter 
Reed  Army  Medical  Center  and  are  enrolled  in  the  University  of  Maryland 
School  of  Nursing  for  the  last  2  years.  Upon  completion  of  the  4-year  program 
and  receipt  of  a  baccalaureate  degree  of  nursing  from  the  University  of  Mary- 
land, participants  are  commissioned  2nd  lieutenants  in  the  Army  Nurse  Corps 
and  ordered  to  active  duty. 

An  additional  program  provides  for  sponsorship  of  a  limited  number  of  career 
Regular  Army  enlisted  personnel  in  civilian  educational  institutions  for  a  max- 
imum of  2  calendar  years.  Applicants  selected  for  this  training  must  be  able 
to  complete  baccalaureate  requirements  in  one  of  the  biological  sciences  or  in 
Food  Technology  within  the  maximum  period.  These  personnel  are  utilized  in 
key  positions  requiring  educational  qualifications,  that  cannot  be  provided  in 
courses  conducted  in  Federal  facilities. 

Enlisted  personnel  are  also  trained  in  civilian  short  courses  of  two  to  twenty- 
seven  days  duration.  These  courses  are  concerned  with  the  operation  and  main- 
tenance of  nonstandard  equipment  required  for  the  accomplishment  of  a  specific 
mission  or  with  new  techniques  and  procedures  developed  by  educational  or 
industrial  organization  and  utilized  in  relatively  few  Army  Medical  Depart- 
ment facilities.  Annual  training  requirements  in  any  given  course  are  too  small- 
to  justify  the  establishment  of  a  new  course  or  inclusion  of  the  subject  matter 
in  an  existing  service  school  course. 
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Attachment  3 


CONSTRUCTION 


Programing  procedures  for  the  construction,  acquisition,  or  mod- 
ernization of  military  medical  facilities  involve  four  major  steps  prior 
to  the  submission  of  the  given  fiscal  year's  program  to  the  Congress. 
These  include  a  projected  5 -year  plan,  determination  of  the  type  and 
extent  of  services  to  be  provided  in  a  particular  facility,  determina- 
tion of  square  footage  and  cost  estimates  and,  finally,  an  annual  pro- 
gram review. 

The  procedures  involved  in  the  reviews  briefly  referred  to  above 
are  the  development  of  a  cooperative  effort  involving  other  Federal 
agencies  as  well  as  the  military  departments.  Each  hospital  project 
is  developed  in  detail,  with  many  controls  to  prevent  duplication  and 
to  assure  the  essentiality  of  the  project. 

The  main  purpose  of  our  construction  program  has  been  to  replace 
our  old  World  War  II  contonment-type  hospitals  with  modem  up- 
to-date  hospital  plants. 

This  program  is  coordinated  within  the  military  departments,  with 
the  Bureau  of  the  Budget,  and  with  the  Veterans'  Administration 
and  the  Public  Health  Service. 

During  the  period  fiscal  years  1963-69,  the  following  projects  have 
been  completed  or  authorized  by  Congress : 

Number  Amount 


Hospitals: 

New:  Navy    

Replacement: 

Army    

Navy    

Air  Force  

Major  additions,  alterations,  and  modernizations: 

Army    

Navy..   

Air  Force    

Dental  clinics: 

Replacement: 

Army   

Navy    

Air  Force..     

Major  additions,  alterations,  and  modernizations: 

Army     

Navy     

Air  Force   

Dispensaries: 

New:  Navy    

Replacement: 

Army  

Navy   

Air  Force  

Major  additions,  alterations,  and  modernizations: 

Army     

Navy..   

Air  Force    

Combined  DISP/DENT:  Army    

Other: 

Miscellaneous,  laboratory,  research,  et  cetera: 

Army..     

Navy.     

Air  Force      


1 

$6,921,000 

15 

120, 720, 000 

11 

79,  516, 000 

20 

63, 903, 000 

27 

16, 319, 000 

7 

3, 302, 000 

21 

31,515, 000 

23 

9, 957, 000 

2 

1,312,000 

4 

2,118,000 

0 

0 

1 

76, 000 

10 

1,514, 000 

2 

2, 633, 000 

9 

936, 000 

18 

13, 739, 000 

13 

7, 740, 000 

0 

0 

9 

1,259,000 

11 

3, 345, 000 

8 

5, 381,000 

24 

40, 198, 000 

4 

6, 004, 000 

6 

3, 005, 000 

Total. 


421,413, 000 
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Attachment  4 

improving  the  organization  and  delivery  of  health  services 

The  military  medical  services  recognize  that  changing  socioeconomic 
conditions,  innovations  and  technology,  and  new  public  programs  pro- 
viding medical  care  have  focused  critical  attention  on  the  present  use 
of  health  manpower  facilities  and  money.  They  further  recognize  that 
this  requires  a  rigorous  reevaluation  of  inputs,  processing,  and  outputs 
to  arrive  at  a  more  comprehensive  and  efficient  system  for  the  delivery 
of  health  services. 

A  health  service  research  program  has  been  developed  by  the  Army 
to  explore  new  administrative  techniques,  investigate  alternative  pat- 
terns of  medical  care  delivery  and  to  integrate  new  technology  into  the 
mainstream  of  military  health  services. 

Under  the  program,  a  team  comprised  of  physicians,  nurses,  and 
medical  service  corps  officers  with  diverse  backgrounds,  including  in- 
dustrial engineering,  statistics,  sociology,  economics,  hospital  admin- 
istration, and  computer  technology,  will  utilize  epidemiologic,  opera- 
tions research,  systems  analysis,  and  social  service  techniques  to  de- 
scribe and  better  understand  the  military  health  service  system. 

The  Army  plans  to  establish  and  maintain,  in  conjunction  with  its 
Medical  Field  Service  School,  an  information  index  on  current  and 
completed  health  ser\dce  research  activities  within  the  public  and  pri- 
vate sector  and  periodically  publish  a  fact  sheet  abstracting  pertinent 
information. 

The  results  of  the  Army  effort  will  be  made  available  to  the  other 
two  military  medical  services. 

The  Department  of  Defense  has  recently  established  a  research 
project  described  as  the  "New  Generation  of  Military  Hospitals."  The 
primary  objective  of  the  study  is  to  reduce  significantly  the  patient 
day  cost  of  providing  health  services,  while  at  the  same  time  main- 
taining or  improving  the  quality  of  care  through  increased  efficiency 
of  the  operations  of  individual  military  hospitals.  The  proposed  sys- 
tems concepts  bein^  developed  under  this  research  project  must  inter- 
face with  appropriate  governmental  and  nongovernmental  agencies. 
The  research  project  was  developed  in  coordination  with  the  Veterans' 
Administration  and  the  Public  Health  Service.  While  the  orientation 
of  the  program  is  toward  improving  the  DOD  medical  and  health  de- 
livery systems,  many  of  its  products  will  be  directly  usable  in  the 
private  sector. 

Attachment  5 

CARE  IN  federal  FACILITIES 

The  military  departments  have  a  comprehensive  program  of  health 
care  for  active  duty  members  of  the  Armed  Forces  and  their  dei)end- 
ents  and  for  retired  members  and  their  dependents  and  the  survivors 
of  deceased  members.  U.S.  civilian  employees  overseas  and  their  de- 
pendents are  also  provided  care.  Civilian  employees  in  the  United 
States  who  suffer  occupational  injury  or  illness  are  also  provided  care 
under  limited  circumstances. 
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Active  duty  members  and  retired  members  are  provided  care  in  hos- 
pitals of  the  Veterans'  Administration  and  the  Public  Health  Service. 
The  latter  agency,  in  addition,  provides  care  for  uniformed  services 
dependents. 

The  military  medical  services  operate  approximately  240  fixed  hos- 
pitals and  465  fixed  dispensaries,  worldwide. 

While  the  care  of  the  classes  of  beneficiaries  other  than  active  duty 
members  has  a  lower  priority,  providing  them  with  care  is  consistent 
with  the  military  mission.  In  many  communities  the  medical  resources 
in  the  private  sector  would  not  be  sufficient  to  accommodate  these 
classes  of  patients.  Also  of  great  importance  is  our  realization  that  the 
so-called  professional  growth  factor  requires  that  our  career  health 
professionals  be  afforded  an  opportunity  to  treat  patients  of  all  ages 
and  both  sexes. 

We  believe  that  the  existence  of  military  medical  facilities  in  any 
community  contributes  significantly  to  the  total  health  services  pro- 
vided in  that  community.  Joint  meetings,  conferences,  and  exchange 
of  information  are  commonly  engaged  in  by  the  military  and  civilian 
health  professionals  in  such  a  community. 

Professional  papers,  conferences,  and  other  related  clinical  symposia 
are  producing  an  effective  dissemination  of  essential  military  medical 
insights  gained  in  Vietnam. 

Attachment  6 
cake  in  non-federal  facilmes 

Active  duty  members  obtain  health  care  from  civilian  physicians, 
dentists,  and  hospitals  in  an  emergency  or  when  the  distance  between 
their  place  of  duty  and  the  nearest  military  facility  is  such  that  it 
would  be  more  economical  to  the  Government  to  obtain  the  care 
locally.  There  is  no  cost  to  the  member  for  care  of  this  type. 

Most  of  the  Department  of  Defense's  expenditures  for  care  in  non- 
Federal  facilities  are  generated  by  the  civilian  health  and  medical 
program  of  the  imiformed  services  (CHAMPUS).  The  law  (chapter 
55  of  title  10,  United  States  Code)  authorizing  this  program  was 
originally  enacted  in  1956.  At  that  time  the  program  was  limited  to 
the  dependents  of  active  duty  members  and  was  essentially  a  hos- 
pitalization program,  with  few  outpatient  benefits.  In  1966,  the  law 
was  amended  by  adding  retired  members  and  their  dependents  and 
dependents  of  deceased  personnel  to  the  program.  In  addition,  the 
benefits  authorized  were  greatly  expanded  so  that  today,  with  ex- 
ceptions (notably  routine  dental  care)  the  CHAMPUS  offers  com- 
prehensive health  care  services. 

There  are  several  cost  sharing  formulas  prescribed  under  the  pro- 
gram. Active  duty  dependents  pay  the  first  $25  or  $1.75  per  day, 
whichever  is  greater,  for  hospitalization.  For  outpatient  care  they 
pay  an  annual  deductible  of  $50,  but  not  to  exceed  $100  per  family, 
after  which  the  Government  pays  80  percent  of  the  remaining  costs. 
All  other  beneficiaries  pay  25  percent  of  the  costs  of  hospitalizat-ion, 
with  the  Government  paying  the  remaining  75  percent.  For  outpa- 
tient care  they  pay  the  same  annual  deductibles  as  apply  in  the  case 
of  active  duty  dependents,  but  following  that  the  Government  only 
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pays  75  percent  (rather  than  80  percent)  of  the  remaining  charges. 

The  1966  amendments  also  authorized  the  establishment  of  a  special 
program  for  the  mentally  retarded  or  physically  handicapped  de- 
pendents of  active  duty  members,  including  institutional  care.  Under 
this  segment  of  the  program  members  in  the  lowest  enlisted  pay  grade 
must  pay  the  first  $25  per  month  for  the  services  provided  their  de- 
pendents and  members  in  the  highest  commissioned  pay  grade  must 
similarly  pay  $250  per  month.  Active  duty  members  in  all  other  pay 
grades  pay  varying  amounts  between  these  two  extremes.  In  addition, 
the  member  must  pay  any  costs  incurred  beyond  the  Government's 
maximum  share  of  $350  per  month. 

The  Department  of  the  Army,  acting  as  executive  agent  for  the 
Department  of  Defense,  administers  this  program  for  all  seven  of  the 
uniformed  services  in  the  United  States,  Canada,  Mexico,  Puerto  Kico, 
and  the  various  countries  comprising  the  U.S.  European  Command. 
For  the  remaining  areas  of  the  world  each  service  administers  its 
own  program. 

CHAMPUS  policies  and  operations  are  coordinated  with  the  Bu- 
reau of  Health  Insurance  of  the  Social  Security  Administration,  the 
Social  and  Rehabilitation  Service  of  the  Department  of  Health,  Edu- 
cation, and  Welfare,  the  Bureau  of  Retirement  and  Insurance,  Civil 
Service  Commission  and,  in  limited  circumstances,  with  the  Vet- 
erans' Administration.  In  addition,  22  of  the  CHAMPUS  fiscal  agents 
also  serve  as  intermediaries  for  the  social  security  medicare  program. 
Informal  coordination  is  also  maintained  with  key  professional  or- 
ganizations in  the  health  care  field,  such  as  the  American  Medical 
Association,  State  medical  societies,  the  American  Pharmaceutical 
Association  and  the  National  Association  of  Retail  Druggists. 

A  copy  of  (the  11th  annual  report  for  the  CHAMPUS  program  is 
attached  as  enclosure  1  to  this  attachment. 
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FOREWORD 

The  year  1967  was  the  year  of  change.    The  original  Dependents'  Medical 
Care  Act  or  7  December  I956  applied  only  to  dependents  of  active  duty 

PERSONNEL  AND  WAS  ESSENTIALLY  A   PROGRAM  FOR  SHORT-TERM  HOSPITALIZATION 
IN  CIVILIAN  FACILITIES.      THE  MILITARY  MEDICAL  BENEFITS  AMENDMENTS  OF 

1966  (Public  Law  89-6|lt)  essentially  rewrote  the  program,  providing  for 

EXTENSIVE  OUTPATIENT  CARE  AND  CONCURRENTLY  EXPANDING  THE    INPATIENT  BENE- 
FITS  BY   REMOVING  MANY  OF   THE   RESTRICTIONS  WHICH  WERE   EMBODIED    IN  THE 
ORIGINAL   LAW.     ADDITIONALLY,    FOR  THE  FIRST  TIME,    THE  AMENDMENTS  EXTENDED 
MEDICAL  CARE  BENEFITS  FROM  CIVILIAN  SOURCES  TO  RETIRED  PERSONNEL  AND  THEIR 
DEPENDENTS,   AND  TO  THE  DEPENDENTS  OF  DECEASED  PERSONNEL.     ALSO,   A  SPECIAL 
PROGRAM  AUTHORIZED  CARE  FOR  THE  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL  SUFFER- 
ING  FROM  EITHER  SERIOUS  PHYSICAL  HANDICAPS  OR  MODERATE  AND  SEVERE  MENTAL 
RETARDATION.     ON   I  OCTOBER   I966  OUTPATIENT  CARE  WAS  AUTHORIZED  FOR  DEPEN- 
DENTS OF  ACTIVE  DUTY  PERSONNEL,   AND  ON   I   JANUARY   19^7  THE  REMAINDER  OF 
BENEFITS  BECAME  EFFECTIVE.     On   I   JANUARY    I967>   THE  PROGRAM  WAS  REDESIGNATED 

AS  THE  Civilian  Health  and  Medical  Program  of  the  Uniformed  Services 
(CHAMPUS). 

Although  this  report  covers  Calendar  Year  1967^  in  order  to  provide  mean- 
ingful comparisons  with  previous  reports,  particularly  in  the  financial 

AREA,   some  or  the  DATA  ARE  PRESENTED  ON  A  FISCAL  YEAR  BASIS. 
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INTRODUCTION 

The  amendments  entailed  change  on  every  front.    From  the  beneficiary's 

POINT   OF   VIEW,    THE   MOST    IMPORTANT  CHANGES  WERE:      (l)      ThE    INCREASED  BENE- 
FITS,  AND   (2)     THE  COST  TO  THE  SPONSOR.     ThE  SCOPE  OF  AUTHORIZED  CARE  BECAME 
SO  EXTENSIVE  THAT  THE  EXCLUSIONS  ARE  ALMOST    INSIGNIFICANT,   AS  SHOWN  IN 

Charts  t  and  2. 


The  program  operates  on  a  cost-sharing  arrangement.  Beneficiaries 
assume  responsibility  for  a  deductible  and  a  coinsurance  liability,  as 

DEPICTED  BY  CHART  3.  In  ADDITION  TO  THE  COST-SHARING  ARRANGEMENTS  REFLEC- 
TED IN  Chart  3>  a  separate  payment  system  has  been  established  for  health 

SERVICES  provided  UNDER  THE  PROGRAM  FOR  THE  HANDICAPPED.     A  MONTHLY  DEDUC- 
TIBLE based  ON  THE  PAY  GRADE  OF  THE  SPONSOR  WAS  ADOPTED,  WITH  THE  GOVERN- 
MENT'S PAYING  THE  REMAINDER  UP  TO  A  MAXIMUM  OF  $350  PER  MONTH.    (ChART  k,) 


From  an  operational  point  of  view,  the  Amendments  required  several 
concurrent  actions  in  order  to  insure  as  smooth  a  transition  as  possible 
from  the  original  to  the  expanded  program.    first,  all  contracts  with 
civilian  agencies  required  extensfve  modification  on  i  october  19^6  and 
AGAIN  ON  I  January  1967*    Second,  the  complex  task  of  administering 

INCREASED    INPATIENT   BENEFITS,    THE   NEW  OUTPATIENT   BENEFITS,    THE   PROGRAM  FOR 

THE  Handicapped,  and  the  payment  for  outpatient  drugs,  required  definitive 

PLANS    IN  order  TO  PROVIDE  WORKABLE   PROCEDURES.      THIRD,    OPERATING  STAFFS 
WITHIN  OCHAMPUS,    AS  WELL  AS  AT  THE   CONTRACTOR  LEVEL,    HAD  TO  BE  AUGMENTED 
AND  TRAINED  TO  HANDLE   THE   EXPANSION.      FOURTH,    COMPLETE   RE-DESIGN  OF  EXISTING 
CLAIM  FORMS  WAS  MANDATORY.      LASTLY,   AN  UPDATED  COMPUTER  CONFIGURATION  WAS 
PROCURED  AND    INSTALLED,   AND  SOME  200  COMPUTER  PROGRAMS  AND  ACCOMPANYING 
INSTRUCTIONS  COMPLETELY  REWRITTEN.     THESE  ACTIONS  REPRESENT  THE  MAJOR 
REQUIREMENTS    IN    IMPLEMENT  I NG  ^THE  AMENDMENTS,   BUT  ARE  BY  NO  MEANS  ALL- 
ENCOMPASSING.     The  NARRATIVE,   TABLES,   AND  CHARTS  WHICH  FOLLOW  REFLECT  MORE 
DETAILED    INFORMATION  REQARDINO  THE    IMPACT  OF  THE  EXPANDED  PROGRAM. 
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CHART  1. 


THECHAMPUS  ( Major  Program)* 


AUTHORIZED  SERVICES  .  INPATIENT  OR  OUTPATIENT 

Treatment  of : 

Medico!  ond  surgicol  conditions. 
Nervous,  mental,  and  emotional  disorders. 
Chronic  conditions  and  diseases. 
Contagious  diseases. 

Moternity  ond  infant  care. 

Diagnostic  tests  and  services. 

Anesthetics  and  oxygen  and  their  administration. 

Blood  transfusions. 

Radiation  therapy. 

Physical  therapy. 

Orthopedic  braces  (except  orthopedic  shoes)  ond  crutches. 

Dental  core  required  as  a  necessary  adjunct  to  medicol  or  surgical  treatment. 

Artificial  limbs  and  artificial  eyes. 

Services  of  persons  speciotizing  in  a  science  olliod  to  the  practice  el  medicine 

when  ordered  by  a  physician. 
Immunizations  when  required  as  a  part  of  medical  treatment. 
Use  of  hospital  outpatient  facilities. 
Family  planning  services. 
Drugs. 

Rental  of  durable  equipment,  such  as  wheelchairs,  iron  iwngt*  ond  hespitol  beds. 
Home  calls,  when  medically  necessory.  ^ 
Civilian  ambulance  service.  ^ 
Christian  Science  services. 


NON  .  AUTHORIZED  SERVICES 
Domiciliary  or  custodial  care. 

Routine  physiciol  examinations  and  routine  immunizations. 
Routine  core  of  the  jewborn  and  well-baby  core. 
Spectacles  or  examinations  for  them. 

Prosthetic  devices  (other  than  artificial  limbs  and  ortificioi  eyes),  hearing  olds, 

and  orthopedic  shoes. 
Dental  care  except  dental  care  required  as  a  necessary  adjunct  to  medical  or 

surgical  treatment. 


*  Available  (or  all  categories  of  beneficiaries. 
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CHART  2. 


THE  CHAMPUS  (Program  (or  the  Handicapped)  ^ 


AUTHORIZED  SERVICES  •  INPATIENT  OR  OUTPATIENT 

Diagnosis. 

Inpatient,  outpatient,  and  home  treatment. 

Institutional  care. 

Training  and  special  education. 

Dental  care  necessary  to  alleviate  handicapping  condition. 
Prosthetic  devices  and  orthopedic  appliances. 
Special  optical  devices. 

Durable  equipment.  When  certified  as  needed  in  the  treatment  or  training. 
Drugs. 

Transportation  for  institutionalized  patients. 

Other  supplies  and  services  when  necessary  to  treat,  rehabilltote,  or  educot* 

a  handicapped  spouse  or  child. 
Services  of  teachers,  services  of  vocational  instructors. 
Services  of  professional  personnel  e.g.  physicians,  dentists,  optometrists, 

speech  therapists,  awdielogistt,  vocational  instructors,  seciol  workers. 

\  ' 

NON  .  AUTHORIZED  SERVICES 

Ordinary  spectacles. 
Routine  dental  care. 

Treatment  for  acute  medical  or  surgical  conditions  of  a  temporary  nature. 
Treatment  of  nervous  or  mental  disorders. 


*  Available  to  dependents  of  octive  members  only. 
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CHART  3. 
PAYMENT  FOR  HEALTH  BENEFITS 


Psynwnl  (or  autkorlivj  Kcellh  k«n*llti  wilt  b*  mad*  by  *b*  0»v»rnm*M  !•  ptevijart  af  ban* 
al  tba  cbatga  payabia  by  lha  paliani  a*  aatllnad  balaw : 

llti  twb|ect  te  the  dedactlen  al  any  parllan 

INPATIENT  SERVICES 

Peymanf  by  tba  PalianI 

Payment  by  the  Cevernment 

Oapa«d*nl«  af  actlva  duty  mambart 

Tba  Itl  $25  al  tK»  hetpital't  cborgat  ar 

Tbe  remeinder  el  the  hetpltet't  cherget  and 
the  leet  el  prelettlenel  pertennel  ler  medical 
care  larnlthed  en  an  Inpatient  batit. 

Rallrarf  mambait  and  tbair  dapandantt 
and  tba  dapandantt  al  dacaatad  mambatt 

25  parcant  al  tba  batpital't  cbargat  and 
laai  el  prelattianol  partannal  lor  nadlcat 
cara  larnlibad  en  en  InpotianI  beiit. 

OUTPATIENT  SERVICES 

The  remeinder  el  the  hetpltel't  cherget  and 
the  remainder  al  the  leet  al  prelettlenel 
pertennel  lar  inpatient  medical  care. 

Payment  by  tba  Patient 

Payment  by  tbe  Cavarnment 

Dapandanli  a(  actlva  duty  mambar* 

Tbe  Itt  S50  el  anpantet  Incurred  by  the 

lltcal  yeer  (net  te  eiceed  S  100  pat  lamity) 
plat  20  percent  el  the  cherget  In  eiceti  •! 
SSO  ar  S  100.  at  opprepriate. 

80  percent  el  the  cbargat  far  evtpatient 
tervicet  in  eicett  af  the  amival  deductible 
•f  SSOer  SIOO. 

Ratirad  mambaft  and  tbair  dapandantt 
•nd  tba  dapandantt  al  da«a«tad  ntanbart 

The  Itt  SSO  ol  expentet  Incurred  by  the 
benellciery  let  eutpotient  tervicet  each 
lltcal  yeor  (net  ta  eicead  S  100  per  lamlly) 
plat  25  percent  al  the  cbargat  in  aicatt  al 
SSO  ar  S  too,  at  appraprlata. 

75  percent  af  tbe  cbargat  far  aatpatient 
tervicet  in  aicatt  af  tbe  awnaal  dedaclible 
•1  SSO  ar  SIOO. 

CHART  4. 

COST  .  SHARING  ARRANGEMENT  PROGRAM  FOR  THE  HANDICAPPED 

Spenser'*  Pay  Grade 

V 

Spenser' » 
Menthly  Share 

 $  25 

E7  

  35 

  40 

E9  

  45 

  50 

  45 

  50 

  65 

  75 

07      

  100 

OS        150 

r...   200 
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SECTION  I. 
MANAGEMENT  AND  FINANCIAL  OPERATIONS 


1.  GENERAL.    CHAMPUS  benefits  are  riNANCEO  from  funds  appropriated 
BY  Congress  and  made  available  through  the  military  departments  and  the 
Health,  Education,  and  Welfare  Department  to  the  Executive  Director, 
OCHAMPUS.    Payments  for  this  care  are  made  through  two  independent  types 
of  contracts:    (i)    Payments  to  medical  professional  personnel  and  other 

sources  of   care,    and    (2)      PAYMENT  TO  HOSPITALS   FOR    INPATIENT  SERVICES. 

CONTRACT  ADMINISTRATION 

2.  CONTRACTS  FOR  PAYMENT  OF  PHYSICIAN  AND  ALLIED  SCIENCE  PERSONNEL 
SERVICES;  OUTPATIENT  CARE;  AND  SERVICES  PROVIDED  UNDER  THE  PROGRAM  FOR  THZ 
MAND I CAPPED.    Civilian  contracts  in  effect  for  the  payment  of  physicians 

IN  THE  50  STATES,    THE  DISTRICT  OF  COLUMBIA,   AND   PUERTO  RiCO  WERE  MODIFIED 
TO  PROVIDE   FOR  THESE  CONTRACTORS   TO  PAY  FOR  OUTPATIENT  CARE,  INCLUDING 
DRUGS,   AND  FOR  CARE   PROVIDED  UNDER  THE   PROGRAM  FOR  THE  HANDICAPPED.  PRIOR 

TO  May  of  I967,  these  contracts  were  either  two-party  or  three-party  and 

WERE   RENEWED  ANNUALLY  ON  A   PHASED   BASIS.      In  TWO-PARTY  CONTRACTS,    ONE  PARTY 
WAS  ALWAYS  THE  GOVERNMENT,   AND  THE  OTHER  EITHER:      (l)     A  STATE  MEDICAL 
SOCIETY  OR  ASSOCIATION   (aCTING  AS  FISCAL  ADMINISTRATOR),    OR   (2)     AN  INSUR- 
ANCE COMPANY.    Three-party  contracts  included  the  government  as  one  party, 

THE  OTHER  TWO  PARTIES  BEING:  (l)  THE  STATE  MED  I CAL  SOC I ETY  OR  ASSOCIATION, 
AND    (2)     A  FISCAL  ADMINISTRATOR   (fOR  THE  MOST   PART  A  BLUE  SHIELD  PLAn). 

As  OF  I  January  I967,  I5  state  medical  societies  or  associations  were  mot 

PARTY  TO  THE  CONTRACT.  IN  10  STATES,  THE  MEDICAL  SOCIETIES  OR  ASSOCIATIONS 
ACTED  AS  THEIR  OWN  FISCAL  ADMINISTRATORS.      ThREE-PARTY  CONTRACTS  WERE  IN 

effect  in  the  remaining  25  states,  district  of  columbia  and  puerto  rico. 

Official  notification  was  received  from  the  Department  of  Defense  in 
May  1967  TO  discontinue  the  use  of  maximum  schedules  of  allowances  and,  as 
contracts  expired,  to  convert  to  the  Social  Security  Administration's 

METHOD  of   paying   PHYSICIANS  UNDER   "MEDICARE,"    I.E.,    REASONABLE  CHARGES.  IN 
determining  REASONABLE  CHARGES,    THE  FISCAL  ADMINISTRATOR  WAS  TO  CONSIDER 
THE  CUSTOMARY  CHARGES  GENERALLY  MADE   BY  THE   PHYSICIAN,   AND  THE  PREVAILING 
CHARGES    IN  THE   LOCALITY  FOR  SIMILAR  SERVICES.      IN  CARRYING  OUT  THESE  DUTIES, 
THE  CONTRACTOR  WAS  REQUIRED,   TO  THE  EXTENT  PRACTICABLE,   TO:      (l)  CONSULT 
WITH  AND  CONSIDER  THE  ADVICE  OF  STATE  AND   LOCAL  ORGANIZATIONS  OF  PHYSICIANS 
AND,   AS  APPROPRIATE,    OTHER  ORGANIZATIONS    IN  THE  HEALTH  FIELD;   AND  (2) 
,  UTILIZE  SUCH  SOCIETIES  OR  ASSOCIATIONS  AND  OTHER  GROUPS  TO  PROVIDE  ADVICE 
AND  ASSISTANCE,    IN  THE  EVENT  A  PATIENT  OR  SOURCE  OF  CARE  DISAGREED  WITH  THE 
CONTRACTOR'S  DETERMINATION. 

In  THE  STATES  WHERE  THE  MEDICAL  SOC I ETy/aSSOC lAT I  ON  WAS  NOT  PARTY  TO 
THE  CONTRACT,  MODIFICATION  WAS  MADE  AS  EXPCD IT lOUSLY  A3  POSSIBLE  TO  REFLCCT 
THE  REASONABLE  FCC  CONCEPT.     AS  THREE-PARTY  CONTRACTS  TCRMINATEO,   HEW  CON- 
TRACTS WERE  NCOOTIATCO  TO  PAY  OM  THE  BASIS  OF  RCASONABLC  CHARQCS. 
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Three  fiscal  administrators  declined  to  continue  as  contractors  under 

THE   EXPANDED  PROGRAM.      THE  ARKANSAS  MEDICAL   SOCIETY  AND  THE  MINNESOTA  STATC 

Medical  Association  elected  to  terminate  their  contracts  and  to  transfer 

THE   administrative   FUNCTIONS   TO  THE  ARKANSAS   BLUE   SHIELD  AND  THE  MINNESOTA 

Blue  Shield,  respectively.    When  the  Connecticut  Medical  Service  contract 
terminated,  a  new  contract  was  negotiated  with  the  connecticut  general  llfc 
Insurance  Company.    In  general,  the  reasonable  fee  concept  had  been  imple- 
mented BY  31  December  1967*    It  is  interesting  to  note  that  by  the  end  or 

the  year,   a  total  of  20  CARRIERS  WERE  COMMON  TO  BOTH  CHAMPUS  AND  SSA 

"Medicare." 

The  CONTRACTORS  FACED  A  DIFFICULT  TASK    IN   IMPLEMENTING  THE  EXPANDED 
PROGRAM.      For  the  MOST  PART,   THE  WORKLOAD  DOUBLED,   AND  EVEN  TREBLED,  IN 
THOSE  AREAS  WHERE  THERE  EXISTED  LARGE  CONCENTRATIONS  OF  RETIRED  PERSONNEL 
AND  THEIR  DEPENDENTS.      IN  ORDER  TO  PROCESS  THE   INCREASED  CLAIM  VOLUME, 
PERSONNEL  STAFFS  WERE  AUGMENTED  AND    INTERNAL  PROCEDURES  WERE  MODIFIED.  IN 
ADDITION  TO  HIRING  AND  TRAINING  NEW  EMPLOYEES,   CONTRACTORS  WERE  CONFRONTED 
WITH  THE  TASK  OF  RETRAINING  AND  REORIENTING  PERSONNEL  ALREADY   INVOLVED  IN 
THE  ADMINISTRATION  OF  THE  OLD  PROGRAM. 

3.    CONTRACTS  FDR  PAYMENT  OF  HOSPITAL  INPATIENT  CLAIMS.    Blue  Cross 
Association  continues  to  serve  as  the  prime  contractor  for  the  payment  of 
hospitals  in  33  states,  the  district  of  columbia,  and  puerto  rico.  mutual 
OF  Omaha  Insurance  Company  pays  hospitals  in  the  remaining  1 7  states.  Only 

MINOR  changes  HAVE  OCCURRED    IN  THE  ADMINISTRATIVE  RESPONSIBILITIES  OF  THE 
TWO  PRIME  CONTRACTORS  PAYING  HOSPITALS.     NOTABLY,   HOSPITAL-BASED  PROFES- 
SIONAL PERSONNEL,   SUCH  AS  RADIOLOGISTS  AND  PATHOLOGISTS,   PREVIOUSLY  HAD  BEEN 
PAID  BY  THE  HOSPITAL  CONTRACTOR.     DUE  TO  A  CHANGE   IN  BILLING  PRACTICES,  MANY 
OF  THESE  PERSONNEL  ARE  NOW  PAID  BY  THE  FISCAL  ADMINISTRATORS  PAYING  PHYSI- 
CIANS.   These  two  prime  hospital  contracts  are  renewed  on  a  fiscal  year 

BASIS. 

k,    ADMINISTRATIVE  COSTS.    Prior  to  the  expanded  program,  administra- 
tive EXPENSES   IN  PROCESSING  AND  PAYING  CLAIMS  APPROXIMATED  2.2%  OF  THL, 
FUNDED  COST.     OUE  TO  THE    INCREASED  ADMINISTRATIVE  COMPLEXITIES  STEMMING 
PRIMARILY  FROM  THE  VARIOUS  PROVISIONS  OF  THE  AMENDMENTS,   TOGETHER  WITH 
RISING  MEDICAL  COSTS,    IT    IS  ESTIMATED  THAT  CURRENT  EXPENSES  WILL  APPROXIMATE 
h  TO  U.5J^  OF  THE  FUNDED  COSTS. 

5.  CHAMPUS  CONTRACTORS,  by  state,  as  of  3 1  December  I967,  are  shown 
IN  Chart 

6.  OPERATIONS.    Every  effort  is  made  to  assist  the  contractors  in 

THEIR  OPERATIONS.     A  CONTRACT   PERFORMANCE  REVIEW  TEAM  WAS  ESTABLISHED  TO 
MAKE  ON-SITE  CONTRACT-COMPLIANCE  VISITS  TO  THE  VARIOUS  FISCAL  ADMINISTRATORS 
FOR  THE  PURPOSE  OF  EVALUATING  PERFORMANCE  AND  PROVIDING  ASSISTANCE.  INI- 
TIALLY,  ATTENTION  WAS  DIRECTED  PRIMARILY  TO  THOSE  STATES  EXPERIENCING  HEAVY 
CLAIM  VOLUME  AND    ITS  ASSOCIATED  DIFFICULTIES.     FROM  THE  OUTSET,   THESE  VISITS 
PROVED  TO  BE  HIGHLY  EFFECTIVE,   AND  POSITIVE  RESULTS  WERE    IMMEDIATELY  APPAR- 
ENT.   Such  visits  will  be  planned  on  a  reoularly  scneouled  basis  in  the 

FUTURE., 
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CHART  5. 

CHAMPUS  CONTRACTORS 
(As  of  31  December  1967) 


PHYSICIANS 

SOCIETY  (ONLY) 

BLUE  SHIELD  (ONLY) 

WASHINGTON  HOSPITAL  SERVICE 

*  Georgia 

*  Oklahoma 

BLUE  CROSS 

*  Indiana 

Oregon 

Alaska 

*  Iowa 

Wa  shington 

Missi  ssippi 

*  Florida 

Nevada 

Maryland 

New  York 

Tennessee 

MEDICAL  SOCIETY  & 

*  North  Dakota 

Vermont 

MUTUAL  OF  OMAHA 

West  Virginia  ^ 

Alabama 

*  Arkansas 

Puerto  Rico 

MEDICAL  SOCIETY  & 

California 

BLUE  SHIELD 

Colorado 

Hawai  i 

Delaware 

MUTUAL  OF  OMAHA  (ONLY) 

New  Mexico 

District  of  Columbia 

*  Illinois 

North  Caroline 

*  Kansas 

Ohio 

Pennsylvania 

Kentucky 

Rhode  Islond 

*  South  Dakota 

Maine 

*  South  Carolina 

Utah 

Massachusetts 

*  Texas 

Virginia 

Michigan 

\ 

\ 

Wyoming 

*  Minnesota 

"  Nebraska 

New  Hampshire 

CONTINENTAL  SERVICE 

*  Wisconsin 

LIFE  &  HEALTH 

Arizono 

INSURANCE  CO.  (ONLY) 

Idaho 

Connecticut 

*  Missouri 

Montana 

New  Jersey 

HOSPITALS 

BLUE  CROSS  ASSOCIATION 

MUTUAL  OF  OMAHA 

33  States,  District  of  Columbia 

17  States 

and  Puerto  Rice 

*  Stotes  in  which  hospitals  are  paid  by  Mutual  of  Omaha. 

6 


FEDERAL  ROLE  IN  HEALTH 


FINANCIAL  MANAGEMCNT 
.    I .  FUNDING. 

A.    OBLIGATIONS.    The  amount  or  obligations  to  be  recorded  is 
determined  by  the  date  of  the  completion  of  care,  not  the  date  the  con- 
tractor paid  the  claim  nor  the  date  ochampus  reimbursed  the  contractor. 
Accordingly,  8.3;^  of  a  given  funding  program  is  obligated  each  month  ourino 

THE   fiscal   year   EXCEPT    JUNE,    WHEN  8.71^    IS   OBLIGATED   TO  ARRIVE   AT   A  TOTAL 

OF  100^.     This  system  could  not  be  followed  strictly  during  RT  I967,  since 
the  expanded  program  was  implemented  in  two  increments.    as  operational 
experience  is  gained,  these  monthly  percentages  may  be  revised  and  the 
method  of  obligating  funds  more  closely  correlated  to  actual  monthly 
expenditures. 

b.  disbursements.  Since  the  beginning  of  the  program,  there  has 
been  a  relatively  consistent  lag  between  the  time  care  is  rendered  and  the 
time  hospitals  and  physicians  submit  their  claims  for  payment.  Generally, 
at  the  end  of  a  fiscal  year,  approximately  75/^  ^o  soj^  of  the  claims  have 

BEEN   PAID  WHICH  ARE   APPLICABLE    TO   THAT   YEAR.      At    THE   END  OF    THE  FOLLOWING 
FISCAL  YEAR,    THIS   TOTAL    IS  NEVERTHELESS,    IN  SOME    INSTANCES  PAYMENT 

IS   MADE    FOR   CARE   WHICH  WAS   PROVIDED  AS   EARLY   AS   7  DECEMBER    1956.  AnY 

claims  submitted  more  than  five  years  after  the  medical  care  is  completed 
must  be  forwarded  to  ochampus.    the  executive  director  has  discretionary 
authority  as  to  whether  the  claim  shall  be  allowed.    payment  to  a  source  of 
care  is  governed  by  the  statute  of  limitations  of  the  state  in  which  the 
care  was  given. 

All  claims  for  care  provided  under  CHAMPUS  to  beneficiaries  residing  in 
Canada  and  Mexico  are  paid  centrally  from  the  Denver  office.    This  MtTHOo 
of  payment  was  considered  to  be  the  most  effic^ient  and  economical  after  due 
consideration  of  the  expected  claim  volume  and  the  health  administrative 

RESOURCES  available    IN  THESE   COUNTRIES.      PAYMENTS  FOR  SERVICES   PROVIDED  IN 

Canada  and  Mexico  during  CY  I967  totalled  $I5'|,0I2  and  $20,295,  respectively. 

c.  PAYMENTS  TO  CONTRACTORS.    The  following  tables  list  the 
accrued  disbursements  made  to  contractors  for  care  during  the  period  I  July 
through  31  December  1967*  as  compared  with  the  same  period  in  I966.  Tables 

I    AND  2   REFLECT  A   SUBSTANTIAL    INCREASE    IN  COSTS  FOR  THE   PERIOD    I  JULY 

THROUGH  31  December  I967.  These  data  are  based  on  accruals  through  30  April 
1968.    Therefore,  the  data  for  1966  represent  an  accrual  of  22  months,  while 

THE    data   for    1967   represent   AN  ACCRUAL   OF    10  MONTHS.       It   WILL   BE   NOTED  THAT 
PARTICIPATION   BY   ACTIVE   DUTY   DEPENDENTS,    FOR  BOTH   HOSPITAL  AND  PHYSICIAN 
SERVICES,    HAS   CHANGED  DURING   THE    I8-MONTH  PERIOD.      ARMY   PARTICIPATION  HAS 

increased  and  navy  has  decreased,  in  both  hospital  and  physician  usage. 
The  Air  Force  participation  has  remained  relatively  stable.    Charges  by 
physicians  and  ancillary  sources  of  care,  in  the  aggregate,  represent  about 
one-third  of  total  inpatient  care,  while  hospital  charges  represent  the 
BALANCE.    Expenditures  for  hospital  charges  for  the  dependents  of  retired 

AND  DECEASED  PERSONNEL  ARE   3.3  TIMES  GREATER  THAN  FOR  RETIREES.  INPATIENT 
PHYSICIAN  COSTS  FOR   THIS  DEPENDENT   POPULATION  ARE   3*^  TIMES  GREATER  THAN 
FOR   RETIREES.      It  SHOULD  BE  NOTED    IN    lABLE   3  TKAT  OUTPATIENT  CARE  FOR  ACTIVC  . 
DUTY  DEPENDENTS  DID  NOT  BEGIN  UNTIL   I  OCTOBER   I966.     TME  DISBURSEMENTS 
DURING  THIS  THREE-HONTH  PERIOD  ARE  SUBSTANTIALLY  BELOW  THOSC  OF  THE  LAST      :  ! 
SIX   MONTHS  OF  I967» 
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TABLE  1.  DISBURSEMENTS  FOR  INPATIENT  HOSPITAL  CLAIMS*  1  July  >966  .  31  D«e«mb*r  1967 


BRANCH  OP 

tOTAL 

OEPENOEKTS  Of  ACTIVB 
OUTV  PERSOHHEL 

DEPENOENTS  Of  RETIRED 
OR  DECEASED  PERIONMEL 

RtTIRED  PERSONMCL 

senvice 

AHOUMT 

AMOUMT 

AMOUNT 

% 

AMOUNT 

« 

(JULY  1966  .  31  DECEMBER  I9«« 

ARMY 

t  8.823,927 

32.9 

$  8,823.927 

32.9 

HAVY 

10,765,699 

40.1 

10.765.699 

40.1 

AIR  FORCE 

6.S81,786 

24.5 

6,581.786 

24.5 

BEHEPIT$  EFFECTIVE  1  JANUARY  1967 

P  H  J 

684,128 

2.5 

684,128 

2.5 

TOTAL 

$26,855,540 

100.0 

$26,855,540 

100.0 

1  JANUARY  1967 

.  30  JUNE  1967 

ARMY 

1  13,744,156 

364 

$  11,902,187 

36.9 

$1,343,040 

33.1 

1  498,929 

36.3 

MAVY 

14.130.810 

37.5 

12.121,978 

37.5 

1.525,972 

37.6 

482,860 

35.2 

AIR  FORCE 

8,935,207 

23.7 

7,473,569 

23.1 

1,101,790 

27.1 

359,848 

26.2 

P  H  S 

909.472 

2.4 

787,628 

2.5 

90,432 

2.2 

31,412 

2.3 

TOTAL 

$37,719,645 

100.0 

$32,285,362 

100.0 

$4,061,234 

100.0 

$1,373,049 

100.0 

1  JULY  1967  .  31  DECEMBER  1967 

ARMY 

$14,117,797 

36.6 

$11,937,942 

37.4 

$1,590,953 

31.2 

$  588,902 

37.6 

HAVY 

14.201.417 

36.8 

11,756,793 

36.8 

1.912,105 

37.4 

533,519 

34.0 

AIR  FORCE 

9,433,070 

24.4 

7,528.725 

23.6 

1.495,974 

29.3 

408.371 

26.0 

PHS 

829.889 

2.2 

686,048 

3.2 

105,622 

2.1 

38,219 

2.4 

TOTAL 

$38,582,173 

100.0 

$31,909,508 

100.0 

$5,104,654 

100.0 

$1,568,011 

100.0 

BottJ  en  alt  clolmi  pre<*ittJ  thrMfh  30  April  1968.  Dv«  «•  lag  In  tubmUtlen  *t't\o\mt,  •ppfe«lin«l*lf  98%     ik*  t«p«el«4 
total  clolmi  hovo  boon  pol4.  Inclorfoi  room  and  beotd,  nwrtlng  coro,  m«Jlcallon»,  oporalint  fo«m,  olc,  lot  wKlch  •  keipllol 
bull  and  I*  rolmbvriod. 


TABLE  2.  DISBURSEMENTS  FOR  INPATIENT  PHYSICIAN  CLAIMS*  1  July  1966  .  31  December  1967 


BRANCH  OP 

TOT  At 

DEPENOENTS  OP  ACTIVE 
DUTY  PERSONNEL 

DEPENDENTS  OP  RETIRED 
OR  DECEASED  PERSONNEL 

RETIRED  PERSONNEL 

SERVICE 

AMOUNT 

n 

AMOUNT 

% 

AMOUNT 

% 

AMOUNT 

1  JULY  1966  •  31  DECEMBER  196« 

ARMY 
HAVY 

AIR  FORCE 
PH$ 

$  4,534,878 
6,156.918 
3.663.772 
373.278 

30.8 
41.8 
24.9 
2.5 

$  4.534.878 
6.156.918 
3.663.772 
373.278 

30.8 
41.8 
24.9 

2.$ 

BENEFITS  EFFECTIVE  1  JANUARY  1967 

TOTAL 

$14,728,846 

100.0 

$14,728,646 

100.0 

1  JANUARY  1967 

.  30  JUNE  1967 

ARMY 
NAVY 

AIR  FORCE 
PM$ 

$  6.623.296 
7.496.331 
4,489,935 
441,827 

34.8 
39.3 
23.6 
2.3 

$  5,998,530 
6,716.599 
3.955.021 
402.622 

35.1 
39.3 
23.2 
2.4 

$  473.630 
619,428 
425,089 
30,251 

30.6 
40.0 
27.4 
2.0 

$151,136 
160,304 
109,825 
8,954 

35.1 
37.3 
25.5 
2.1 

TOTAL 

$19,051,389 

100.0 

$  17.072,772 

100.0 

$  1,548,398 

10O.0 

$430,219 

100.0 

1  JULY  1967  .  31  DECEMBER  1967 

ARMY 
NAVY 

AIR  FORCE 
PHS 

$  6,969.424 
7.563.097 
4.640.392 
419.709 

35.6 
38.6 
23.7 
2.1 

$  6,107,556 
6,533,165 
3,881,319 
365.255* 

36.2 
38.6 
23.0 
2.2 

$  651,271 
826,939 
620,164 
43,402 

30.4 
38.6 
29.0 
2.0 

$210,597 
202.993 
138,909 
11,052 

37.4 
36.0 
24.6 
2.0 

TOTAL 

$  19,592.622 

100.0 

116.887,29$ 

100.0 

.  $2,141,776 

100.0 

$563,551 

100.0 

*  Baiod  M  an  cla 
•fc««a  cbaria*  ai 

«t  ptacaitad  ibraat 
«  Ml  blllad  kf  tdo  1 

|H  30  Afrll  1MI.  Iticladat  Ilia  tatvka*  af  aftaiidlaf  r^fh 
«tpllal,  a.|.,  canMlteirtt,  fadlalafUt*,  paMMlaflUfa,  |wW4 

tan*  and 
Ma  ittf  m 

•rtiaf  taatcai  af  ca 

tttp*,  fkfthti  rikai 

ro 

mpitH,  aM 
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TABLE  3.  DISBURSEMENT  FOR  OUTPATIENT  CLAIMS*  1  October  1966  •  31  December  1967 


OAANCH  OP 

TOTAL 

DEPENDENTS  OP  ACTIVE 
DUTY  PERSONNEL 

DEPENDENTS  OP  RETIRED 
OR  DECEASED  PERSONNEL 

MTIRED  PCRSONHEL 

AMOUNT 

AMOUNT  % 

AMOUNT  % 

AMOUNT  11 

1  OCTOBER  1966  .  31  DECEMBER  1966 

ARMY 
NAVY 

AIR  FORCE 
P  M  S 
TOTAL 

%       70, 199 
133,063 
84.605 

ifose 

23.2 
44  0 
28.1 
4.7 

1  70,199 
133,063 
84,805 
14,P5P 

23  2 
440 

28.1 
4.7 

BENEFITS  EFFECTIVE  1  JANUARY  1967 

t  302,175 

100.0 

i  302,125 

100  0 

1  JANUARY  1947  •  30  JUNE  1967 

ARMY 
NAVY 

AIR  FORCE 
P  H  $ 
TOTAL 

$  844,939 

1,?9;.655 
683.814 
123,907 

26  9 
41.1 
28.1 
39 

i  495,626 
860,295 
611,783 
101,354 

23  9 
41  6 
29.6 
4.9 

t  257,223 
334,886 
206,787 
18,133 

31$ 
41.0 
25.3 
2.2 

t  91,890 

97,474 
65,244 
4,420 

35$ 
37.6 
25.2 
1.7 

t  3,145,315 

100.0 

1  2,069,258 

100.0 

1  817,029 

100.0 

t  259,028 

100.0 

1  JULY  1967  ■  31  DECEMBER  1967 

ARMY 
MAVY 

AIR  FORCE 
PH  $ 
TOTAL 

S  677,458 
1,021,087 
717,248 
96,633 

27.0 
40.6 
28.6 
3.8 

S  401,432 
670,091 
475,547 
78,276 

24.7 
41.2 
29.3 
4.8 

$  207,090 
274,851 
194,292 
15,086 

29.9 
39.8 
38.1 
2.2 

t  68,936 
76,  US 
47,409 
3,271 

35.2 
38.9 
24.2 
1.7 

$  2,512,426 

100.0 

$  1,625,346 

100.0 

S  691,319 

100.0 

S  195,761 

100.0 

*  Betvd  on  oil  clslm*  preoioJ  ikfaugh  30  Aptll  1968.  Inclwd*!  evtpoNtnl  prakcrlpllofi  JtHfi.  Eiclvdt*  •wtyatlant  car*  pnttiti 
und«r  ih*  Pte(rain  let  lli*  Handlcoppad. 


Table  k  RcrLEcrs  expenditures  for  hanoicappeo  and  mentally  retarded 

DEPENDENTS   OF   ACTIVE   DUTY   PERSONNEL.      DURING   THE    LAST   SIX   MONTHS   OF  CALENDAR 
Yr.AR    1967,    TOTAL   EXPENDITURES    INCREASED   BY    \0\.k]i,    WHEN  COMPARED  WITH 
EXPENDITURES   FOR   THE   FIRST   HALF   OF    THE   YEAR.      ThE  AIR   FORCE'   IS   THE  MOST 
ACTIVE    PARTICIPANT    IN   THE    PROGRAM  FOR   THE   HANDICAPPED.       IT  WOULD  APPEAR 
THAT   THIS    IS   THE   RESULT   OF   AlR   FORCE    INTEREST    IN   THESE   PATIENTS   PRIOR  TO 
THE    INCEPTION  OF   THE   EXPANDED   PROGRAM.      THE  AlR   FORCE   HAD   LONG  CONDUCTED  A 
NONAPPROPRIATED  FUND   PROGRAM  CALLED   "CHILDREN  HAVE  A   POTENTIAL,"  WHICH  WAS 
DIRECTED   TOWARD  ASSISTING   HANDICAPPED  AND   RETARDED  DEPENDENTS.      DURING  THE 
LAST   HALF   OF  CALENDAR  YEAR  ,    EXPENDITURES   FOR  EACH  CATEGORY  OF  PATIENT 

WERE   ABOUT   THE  SAME. 


TABLE  4.  DISBURSEMENTS  FOR  PROGRAM  FOR  THE  HANDICAPPED  CY  1967 


BRANCH  OF 

TOTAL 

PHYSICALLY  HANDICAPPED 

MENTALLY  RETARDED 

SERVICE 

AMOUNT 

% 

AMOUNT 

% 

AMOUNT 

% 

1  JANUARY  1967  •  30  JUNE  1967 

ARMY 

$  120,097 

31.7 

$  41,055 

32.1 

$  79,042 

31.4 

NAVY 

66,527 

18.1 

16,958 

13.3 

51,569 

20.5 

AIR  FORCE 

178,381 

47.0 

63,223 

49.5 

115,158 

45.8 

P  H  S 

12,215 

3.2 

6,556 

5.1 

5,659 

2.3 

TOTAL 

$  379,220 

100.0 

$  127,792 

100.0 

$  251,428 

100.0 

1  JULY  - 

31  DECEMBER  1967 

ARMY 

$  271,152 

35.5 

$  134.972 

36.7 

i  136,180 

34.4 

NAVY 

146,909 

19.2 

57.491 

15.6 

89,418 

22.6 

AIR  FORCE 

326.233 

42.7 

167.206 

45.5 

159.027 

40.2 

P  H  S 

19,360 

7.6 

8.171  ' 

2.2 

11,189 

2.1 

TOTAL 

t  7«3,«54 

100.0 

1  367,140 

100.0 

i  395.814 

100.0 

*  Basad  an  all  elolmi  ^acaaaad  Hirawfh  30  April  1960. 
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The  cost  increases  in  the  various  elements  of  the  CHAMPUS  are  the 

RESULT  OF    SEVERAL   FACTORS.      On    I    JANUARY    1967^    THE   NUMBER  OF  POTENTIAL 

beneficiaries  increased  about  '^0%.    over  the  year,  as  these  beneficiaries 
became  better  informed  and  made  greater  use  of  these  benefits,  the  average 
Daily  Patient  Load  for  all  beneficiaries  increased  from  3,256  in  1966  to 
^4,659  IN  1967*    The  Average  Daily  Patient  Load  for  dependents  of  active  duty 

PERSONNEL  ALONE,    ROSE   FROM  3^25^  TO  1, 6')$.      In  ADDITION,    DISBURSEMENTS  HAVE 
BEEN  AFFECTED   BY   RISING   COSTS    IN  ALL  AREAS  OF   HEALTH  CARE. 

D.  ADVANCE  PAYMENTS.    Before  a  contract  is  consummated  and  pay- 
ments EFFECTED  THEREUNDER,   OCHAMPUS  DETERMINES  WHETHER  THE  CONTRACTOR 
REQUIRES   AN    INTEREST-FREE   ADVANCE   PAYMENT  AS  WORKING   CAPITAL   TO  PERMIT 
PROMPT   PAYMENT   TO  CIVILIAN  SOURCES  OF   CARE.      THE  MAXIMUM  AMOUNT  AUTHORIZED 
FOR  AN  ADVANCE    IS   NOT  MORE   THAN  TWO  MONTHS*    ESTIMATED  DISBURSEMENTS  UNDER  • 
THE   CONTRACT.     As  OF   3O  JUNE    19^6,   AUTHORIZED  ADVANCE   PAYMENTS  WERE 
$8,835,000,   AGAINST  WHICH   $8,577,500  HAD   BEEN    ISSUED   TO  CONTRACTORS.  WiTM 
THE    IMPLEMENTATION  OF   THE   EXPANDED   PROGRAM,   AUTHORIZED  ADVANCES  WERE 
INCREASED   TO   $I2,609,500,    AND   $12,278,1*00,    OR  97*^^  OF   THE  AUTHORIZED  AMOUNT, 
WAS    ISSUED  AS  WORKING   CAPITAL   TO  PARTICIPATING  CONTRACTORS.     CONFRONTED  WITH 
THE   POSSIBILITY   THAT  AS  MUCH  AS   $17  MILLION  WOULD   BE   REQUIRED    IN  ADVANCE 
PAYMENTS  AS   THE   TOTAL  FUNDING   PROGRAM    INCREASED,    THE   SYSTEM  OF   FUNDING  CON- 
TRACTORS FROM  OCHAMPUS  WAS   REVISED  AND  REIMBURSEMENTS   TO  THE  ADVANCE 
ACCOUNTS  WERE   EXPEDITED.      PLANS  WERE   FURTHER  DESIGNED  WHICH  WILL  PERMIT 
OCHAMPUS  TO  REDUCE   THE  AUTHORIZED  AND  ACTUAL  ADVANCE  ACCOUNTS  TO  APPROXI- 
MATELY $9  MILLION.    This  will  be  accomplished  by  adopting  the  correspondent 

BANK  method  OF   FUNDING.     UNDER  THIS   SYSTEM,   OCHAMPUS  WILL  DEPOSIT  MONEY  IN 

A  Denver  bank,  which  will  immediately  transfer  the  funds  to  the  contractor's 
bank,  resulting  in  the  contractor  receiving  payment  within  two  to  three 
hours.    This  procedure  will  enable  the  governmei^t  to  save  money  by  having 
less  in  interest-free  funds  outstanding. 

E.  ADJUSTMENTS.    Adjustments  are  made  and  reported  as  required  by 
10  use  1081,  which  stipulates  a  calendar  year  reporting  period.  Accordingly, 
adjustments  in  costs  made  during  Calendar  Year  1967  are  reflected  in  Table 

5.    These  figures  represent  the  net  effect  of  a  number  of  increases  and 
decreases  to  individual  claims.    All  contracts  contain  provisions  for  the 
review,  audit,  and  adjustment  of  payments  made  on  claims  submitted  by 
physicians  and  hospitals.    Payments  made  are  reviewed  by  four  independent 
entities:    (I)  The  contractor;  (2)  OCHAMPUS;  {3)  the  Defense  Contract  Audit 
Agency  (whose  responsibilities  in  this  respect  subsequently  have  been 
assumed  by  the  Department  of  Health,  Education,  and  Welfare);  and,  (M  the 
General  Accounting  Office.    Each  contract  provides  that  the  contractor  will 

MAKE  THE  appropriate  ADJUSTMENT  WHEN    IT    IS  DETERMINED  THAT  A  CLAIM  HAS  BEEN 

erroneously  paid  in  whole  or  in  part.    when  such  payment  has  been  made,  the 
^  contractor  initiates  the  appropriate  adjustment  and  reflects  the  action 
taken  in  the  next  invoice  submitted  to  ochampus.    adjustments  in  profes- 
sional costs  are  related  to  payments  for  physician  and  hospital  services. 
Adjustments  in  administrative  costs  represent  the  differences  between  pro- 
visional CLAIM  rate  payments  TO  CONTRACTORS,   UNDER  THE  TERMS  OF  THE  RESPCC- 
TIVE  CONTRACTS,   AND  THE  FINAL  AUDITED  ACTUAL  COSTS^OR  ADMINISTRATIVE 
PROCESSING  OF  CLAIMS.  -^""^^ 
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TABLE  5.  ADJUSTED  PAYMENTS 

1  Jonuity  1967   .   31  0«c«mk«r  1967 

PrelatilonnI  Co*«« 

ArfmlnUHotlvo  CetU 

Conlroclor* 

Conlraclwt 

Total  Cotti 

Tstol        1  Hotpliol     1  Phytlcloni 

Totol        1  Motpltol  1 

Phydclen* 

PeymvnK  Priof  fo  A)4|u*lfn«nl 

t  1 14, 746,  lAt 

PtnlatttennI  Sarvlcat 

1  ni.7I8.3A4 

Hetpllnl  Cenltatlot* 

t7S,9l9,S8« 

PKytlelon  Contfoclott 

I36.atl,77a 

ArfmlnltttoHnn 

12,007.802 

Hotplfol  Cofilroclotft 

1576.199 

PKyt  Ic  Inn  Cnnlrnctert 

1  1,431,603 

N«l  A<t|u*««d  Incfant* 

t  (19.290) 

t  (IA0.390) 

S  (nt.729) 

PKrIlt°oo"rJ!!°»Vef«»t 

%  Ht.MI) 

Admlnlilrallon 

1  <  141.000 

Heapllal  Conlraclwi 

S  71.579 

Phyilclon  Canfroctort 

t  69.421 

Equatti   Adjutlsd  Psymantt 

Sn4.72«.B7« 

PfeUttlenol  S«r«lc** 

1112.578,074 

Netpllol  Conltoctof* 

$73,807,857 

Phyilclon  Contraclort 

I3«,770.2I7 

ArfmlnUlrotlon 

$2,148,802 

Heipllol  Cenlroclott 

5«47,778 

PKyilelen  Cenlroetert 

tl.50l.0}4 

2.    OCHAMPUS  COSTS.    The  overhead  costs  or  operating  the  OrricE  roR 
THE  Civilian  Health  and  Medical  Program  or  the  Unitormed  Services  for  threc 

SEMI-ANNUAL  PERIODS  ARE  SHOWN   IN  TABLE  6.     THESE  COSTS  ARE  FUNDED  BY  THE 

Department  or  the  Army,  which  administers  the  program  through  the  Executive 
Director,  OCHAMPUS.    Increases  in  costs  are  due  primarily  to  the  impact  or 
the  expanded  program  and  to  overall  rising  costs  in  the  economy. 


TABLE  6.  CHAMPUS  OFFICE  COSTS  OF  OPERATIONS* 

1  July  1966 

1  Jonuory  1967 

1  July  1967 

31  D«e*mb»r  1966 

30  Jun*  1967 

31  D«c«mb»r  1967 

TOTAL  office  COSTS 

$238,227 

$358,846 

1381,555 

civilian  personnel  salaries 

195.486 

259,031 

317,416 

personnel  BENEFITS" 

14.532 

18,959 

23,200 

TRAVEL 

10.935 

n.ni 

12,809 

OTHER 

17,274 

69,745 

28.130 

PER  CENT  OF  OFFICE  COSTS  TO 

TOTAL  PROGRAM  COSTS 

0.540%  " 

0.437* 

0.411% 

•  Aa  of  31  O.ccnikar  1967. 
**  P*raonn*l  b«n«flft  ot«  4«fln«4      th*  e*vMmMnf*«  contrlbiHlon  t«  cNlltan  •mptf—*  MtlMMMit,  IH* 
IfiaMranc*  and  hMlth  InawMitc*. 
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SECTION  11. 

LEGAL  ACTIVITIES 


In  aooition  to  providing  lcoal  advice  on  all  aspects  or  the  operation 
or  THE  CHAMPUS,  the  Legal  Counsel's  OrricE  was  primarily  involved  in  the 

rOLLOWING   major  AREAS   OF  ACTIVITY: 

I .     -mi RO- PARTY  LIABILITY  CLAIMS  UNDER  THE  FEDERAL  MEDICAL  CARE 
RECOVERY  KT»    PUBLIC  Law  07-693,  O/th  Congress  {kz  USC  2b5l-3),  effect ivc 
I  January  I963,  provides  authority  for  recovery  by  the  United  States  or  the 

REASONABLE   COST   OF   MEDICAL  CARE  AND  TREATMENT  FURNISHED  AUTHORIZED  PERSONS 
rOR    INJURIES   SUSTAINED   BECAUSE   Or   THE  WRONGrUL  OR  NEGLIGENT  ACTS   Or  A  THIRD 
PARTY.      This   law  applies  whether  the  medical  treatment  was  rURNISHED    IN  A 

UNiroRMED  Service  medical  rACiLiTY  or  in  a  civilian  medical  rACiLiTY.  In 

IMPLEMENTING   THIS   STATUTE,    13,^12  ACCIDENT  AND    INJURY  CASES  WERE  EXAMINED 
TO    IDENTirY   THE   TORT  rROM  THE   NON-TORT  CLAIMS.      Th  I S  COMPARED  WITH  10,376 
SUCH  CLAIMS  EXAMINED    IN    {966.     APPROXIMATELY  39^  Or  THE  CLAIMS  EXAMINED 
WERE  DETERMINED  TO  BE  POSSIBLE  TORT  CLAIMS  AND  WERE  SUBMITTED  TO  THE 
RESPONSIBLE  STArr  JUDQC  ADVOCATE  OR  LEGAL  OrPICER  rOR    INVESTIGATION  AND 
COLLCCTION  ACTION,   AS    INDICATED  BELOW: 

INCREASE  CY 

POSSIBLE  TDRTS  CY  1 967  CY  1 966        67  OVER  CY  66 


Army 

Navy-Marine 

Air  Force 

USPHS,  USCQ,  ESSA 

1,931 
1,717 

121 

1,284 

1,370  ' 

1,228 

103 

647 
3'»7 

TOTAL 

5,212 

3,985 

1,227 

NON- TORTS 

8,300 

6,390 

1,910 

TOTAL  CLAIMS  EXAMINED 

13,512 

•0,375 

3,«37 

Table  7  and  Charts  6  and  7  depict  the  number  or  claims  and  the  dollar 

AMOUNTS  ASSERTED  AND  COLLECTED  DURING  CY   I967,   COMPARED  WITH  CY   I966,  FOR 
EACH  or   THE  UNirORMED  SERVICES.     ThEY  RErLECT  riGURES  rOR  CLAIMS  ASSERTED 
AND  COLLECTED  rOR  TREATMENT    IN  BOTH  SERVICE  HOSPITALS  AND    IN  CIVILIAN  rACI- 
LITIES.      It    is  ESTIMATED  THAT  APPROXIMATELY  40^^  OF  ALL  SUCH  CLAIMS  REPRE- 
SENT  TREATMENT    IN  CIVILIAN  rACILITIES.     On  THIS   BASIS,    IN  CY  19^7, 
APPROXIMATELY  $I,6|4,779  WAS  COLLECTED  BY  THE  VARIOUS  UNirORMED  SERVICES 
-FOR  CARE  PROVIDED  CHAMPUS  BENEr I C I AR I ES    IN  CIVILIAN  rACILITIES. 

During  CY  19^7,  changes  in  procedure  were  introduced  which  enabled 
Legal  OrricERs  or  all  the  UNiroRMEo  Services,  except  the  Air  Force,  to 

EXPEDITE    initiation  Or  CLAIMS    INVESTIGATIONS   INVOLVING  CHAMPUS  BENEFI- 
CIARIES.   This  was  accomplished  by  submittinq  the  results  op  the  forego i no 

SCREENINGS  DIRECTLY  TO  THE  StAPF  JuDGE  ADVOCATES  AND  LEGAL  OPPICERS   IN  TNC 
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riCLO  HAVING  COMMAND  CLAIMS   RC3PON3 I B I L I TY   TOR  THE   OCOQRAPHICAL  AREAS  IN 
question;    HERETOrORC,    SUCH  CLAIMS  WERE   SUBMITTED   TO  THE   DEPARTMENTAL  HEAD- 
QUARTERS IN  Washington.    Because  claims  responsibility  roR  the  Air  Force  is 

BASED  ON  COMMAND   TO  WHICH  ASSIGNED,    RATHER  THAN  GEOGRAPHICAL  AREA,    IT  HAS 
BEEN    IMPRACTICAL   TO  DECENTRALIZE   THE   REfERRAL  OF   CLAIMS  TOR  AlR  FORCC 
PERSONNEL. 


TABLE  7.  THIRD  .  PARTY  LIABILITY  CLAIMS    CY'«  1966  ond  1967 


H4VT  HC 

Ai*  ronct 


CLAIMt  *>»IIT(D 
\U1  l«M 


OOLl**  AMOUMT  «SSt*T(0 
t»l7  1M» 


I.IIl.SII  » 
i.lij.is;.)! 


T.JO)  lU  )> 


ClAIMJ  COLLCCTCD 


i.in.oi )] 
>.45«.iu.*; 

5tl.l>«.» 
7.>t«.J4I.J*        7  Oil 


1.7J7 


DOLL** 
l»47 

1.JJ».«)J  40 
l,4l|.0OJ.7l 
l.>]l.>7t  M 
U7.4»  01 
4.0M.*M.7S 


COLLtCTIO 
ItM 

I.l7t.t>7.e4 
t.UI.III.*) 
I.«7.«M.«7 
U>.i7UI 

i.sn.m.tt 


dollai  ahoum 
ctin;  m> 


101.77)  M 
174.704  tl 
IM.50*  M 

I  .too  II 

»4.l}«  tt 


CHART  6. 

COMPARISON  OF  NUMBER  OF  CLAIMS  ASSERTED  AND  COLLECTED  UNDER  THIRD  -  PARTY 
LIABILITY  PROVISIONS  OF  THE  FEDERAL  MEDICAL  CARE  RECOVERY  ACT 
CY  1966  .  1967 


:1.820  1.805 


tt67  1964 
ARMY 


3,459 


n 


19*7  I9M 
NAVV/MC 


2  535 

[  '1 

912 

349 

19M  mi 

AIR  FORCE 


CLAIMS  ASSERTED  IT""^     CLAIMS  COLLECTED- 

ImMm  us  CMtt  6aw4  mt  Cmmftmmi  Cmp*  •!  lU  EnvlraMwaM  ScI«k*  SwtImo  AAatalotfrtlM. 
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CHART  7. 

COMPARISON  OF  DOLLAR  AMOUNTS  ASSERTED  AND  COLLECTED  UNDER  THIRD  -  PARTY 

LIABILITY  PROVISIONS  OF  THE  FEDERAL  MEDICAL  CARE  RECOVERY  ACT 

MM....  .1  D.M.r.  CY  1966  •  1967  *m«„  ,i  o.ii... 

It 


tl.4II.M 


1 


claims  asserted 

•  lM\m4»i  US  CaatI  Omvi  —4  CmmhUiImW  Cwm  •*  •••• 


CLAIMS  COLLECTED  \ 
iH\  SclMCt  S*t«l<*«  AimlfiU 


2.    SUSPICION  OF  FRAUD  CASES.    During  CY  I967,  internal  audit  or  claims 

FORMS  REVEALED  ONLY  22  CASES  OF  SUSPECTED  FRAUDULENT  UTILIZATION  OF  BCNCFITS 

UNDER  CHAMPUS.    These  fall  into  three  principal  groups: 


VIOLATION 


NUMBER 


Loaning  Dependent  ID  Card  to  Friend  2 
Using  Dependent  ID  Card  After  Final  Divorce  8 
Using  Dependent  ID  Card  After  Discharge  of  Sponsor  J£ 

TOTAL  22 

The  foregoing  cases  were  investigated  and  referred  either  to  the  Department 
OF  Justice  or  to  the  service  concerned  for  necessary  criminal  prosecution 
OR  disciplinary  action,  with  concurrent  action  taken  to  seek  recoupment  of 

MONIES  EXPENDED  FOR  INELIGIBLE  BENEFICIARIES.  THE  TOTAL  AMOUNT  INVOLVED  IN 
these   "suspicion  of  fraud"  collection  actions    IN    1967   IS  SLIGHTLY  LESS  THAN 

$1^,000.    Considering  the  number  of  claims  processed  in  1967*  and  the  total 

DOLLAR  value  OF  THESE  CLAIMS,   THE  NUMBER  AND  AMOUNT    INVOLVED   IN  POSSIBLE 
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rrauouutnt  use  or  champus  bcnerits  15,  by  comparison,  minute.       i s  results 
in  large  measure  trom  the  system  of  controls,  cross-checks,  internal  audits^ 
and  alertness  of  personnel  at  all  echelons  to  detect,  investigate,  and  refch 
ror  collection  and  prosecution  those  claims  which  appear  to  be  fraudulent. 
The  overall  deterrent  effect  of  these  controls  is  considered  significant. 

3.    CONTRACTS.    CY  1967  reflects  a  heavy  increase  in  contract  activity 

DUE    TO   the   changes   NECESSITATED   BY  CONVERSION  TO  THE   CUSTOMARY  AND  PRE- 
VAILING  FEE   CONCEPT   FOR  PAYMENT   OF   PHYSICIANS.      FORTY-NINE    INDIVIDUAL  NEW 
CONTRACTS,    TOGETHER  WITH   RELATED  SUPPORTING   LEGAL  DOCUMENTS,    WERE  EXAMINED 
FOR   LEGAL   SUFFICIENCY  DURING  CY    1967'      • N  ADDITION,    FORTY-SIX  CONTRACT 
MODIFICATIONS  WERE   REVIEWED  RESULTING  FROM  ADOPTION  OF   THE  CUSTOMARY  AND 
PREVAILING   FEE  CONCEPT. 

k,    MISCELLANEOUS.    A  variety  of  legal  questions,  primarily  of  a  mili- 
tary AFFAIRS  NATURE,   WERE   PRESENTED  AND  RESOLVED  DURING  THE  YEAR.  THEY 
involved   SUCH  MATTERS  AS: 

A.      The    IMPACT  of  payments  made  BY  other    INSURANCE    IN  OETCRMININQ 
THE  EXTENT  OF  THE  GOVERNMENT'S  OBLIGATION  UNDER  CHAMPUS. 

8.      The  EXTENT  TO  WHICH  CHAMPUS  WOULD  BEAR  THE  BURDEN  OF  SOCIAL 
SECURITY  TAXES,   AND  VARIOUS  STATE  AND  LOCAL  TAXES  FOR  SUPPLIES  AND  SERVICES 
RENDERED  CHAMPUS  BENEFICIARIES. 

C.  The  DETERMINING  OF   ELIGIBILITY  OF  VARIOUS  CATEGORIES  OF  INDIVI- 
DUALS  FOR  CHAMPUS  BENEFITS. 

D.  The  DETERMINATION  AS  TO  WHETHER  VAR I OUS  FORMS  OF  MEDICAL  AND 
RCLATCD  SERVICES  WERE  AUTHORIZED  BENEFITS  UNDER  CHAMPUS.  ' 

e.     DISPOSITION  OF  QUERIES  RELATED  TO  THE  FULL  PAYMENT  CONCEPT. 

F.    Providing  assistance  to  qovernmsnt  and  civilian  attorneys 

REPRESENTING   INJURED  PARTIES   IN  TORT  ACTIONS. 


LIAISON  ACTIVITIES 


Understandably,  the  combination  of  (I)  short  lead  time,  (2)  the 

INCREASE    IN  THE  NUMBER  OF  BENEFICIARIES,   AND   (3)  THE  EXPANDED  SCOPE  OF  CARE 
RESULTED    IN  A  TREMENDOUS    INCREASE    IN  THE  VOLUME  OF    INQUIRIES  RECEIVED  IN 
THIS  OFFICE.      This    increase  occurred  despite  concerted  EFFORTS  ON  THE  PART 

OF  THE  Uniformed  Services  to  disseminate  information  to  beneficiaries. 
Those  affected  to  the  greatest  degree  were  retirees  and  their  dependen:  i. 
At  one  time,  it  was  estimated  that  77J^  of  the  beneficiaries  had  very  littlc 
information  on  the  program.    llaison  activities  during  i967  were  directed 
primarily  toward  providing  comprehensive  responses  and  assistance  to  the 

EVER- INCREASING  NUMBER  OF  INQUIRIES.  AT  THE  CLOSE  OF  THE  YEAR,  IMPROVEMENT 
WAS  NOTED  AS   INDICATED  BY  A  STEADY  DECREASE   IN  THE  NUMBER  OF  INQUIRIES. 
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PROFESSIONAL  ACTIVITIES 

During  Calendar  Year  I967»  approximately  10,000  claims  were  submittco 

rOR    INDIVIDUAL  CONSIDERATION.      Th  I S   REPRESENTS  A  20%   INCREASE  AS  COMPARED 

WITH  1966.     Implementation  or  the  expanded  provisions  or  the  new  law  in 

INCREMENTS   BEGINNING    I   OCTORER    I966  AND  CONTINUED  ON    I   JANUARY    I967  IS 

responsible  roR  this  increase. 

Adoption  or  the  customary  and  prevailing  rEE  concept,  as  previously 
discussed,  resulted  in  a  marked  decrease  in  this  type  or  case  in  the  last 

QUARTER  or    1967*      It    IS  EXPECTED  THAT   THIS  DECREASE  WILL  CONTINUE  UNTIL  ALL 
CLAIMS   rOR  SERVICES   RENDERED  PRIOR  TO    INSTITUTION  OF   THIS   PAYMENT  CONCEPT 
HAVE   BEEN  PROCESSED.     ArTER  THAT   TIME,    ADJUDICATION  Or  CLAIMS  WILL  BE 
LIMITED  TO  DISAGREEMENTS  WHICH  CANNOT   BE   RESOLVED  AT   THE  CONTRACTOR  LEVEL. 

Claims  received  por  podiatry  care  and  roR  Christian  Science  services 
DURING  Calendar  Year  1967  were  adjudicated  and  paid  through  the  Denver 
orriCE,  since  the  state  riscAL  agents  were  not  equipped  to  handle  them. 
In  each  case,  OCHAMPUS  was  in  a  position  to  gain  national  experience  by 
contact  with  the  American  Podiatry  Association  and  with  The  First  Church  or 
Christ,  Scientist,  respectively.    It  is  anticipated  that  the  ruNCTiON  or 
processing  and  paying  of  podiatry  claims  will  be  transferred  to  the  state 
fiscal  agents. 

A  NEW  manual  entitled  "CHAMPUS  Procedural  Manual  for  Cooes  and 
Nomenclature"  was  published  and  distributed  to  the  contractors  in  order  to 

OBTAIN  uniformity    IN  TERMINOLOGY  AND  TO  CXPEDITC  THE  PROCESSING  OF  CLAIMS. 


DENTAL  ACTIVITIES  V 

Implementation  of  the  1966  Amendments  contributed  to  a  large  increase 
IN  the  number  of  dental  claims  received  during  the  year.    At  the  beginning 

OF   the   period,    approximately    100  claims   per  MONTH  WERE   RECEIVED  FOR  DETER- 
MINATION OF   PAYABILITY  WHERE  THE  DENTAL  CARE  WAS   BELIEVED  TO  BE  ADJUNCTIVE 
TO  THE  TREATMENT   OF   THE   PRIMARY   SURGICAL  OR  MEDICAL  CONDITION.  THE 
INCREASE  WAS  MOST  NOTICEABLE    IN  THAT  AT  THE  END  OF  CALENDAR  YEAR  19^7* 
APPROXIMATELY  750  CLAIMS  PER  MONTH  WERE  BEING  RECEIVED.     THERE  WERE  TWO 
CONTRIBUTING  FACTORS! 

(1)  The    INCLUSION  of  the  retired  and  their  DEPENDENTS  UNDER  THE 
PROGRAM.      This  category  being  an  older  age  group,   as  would  be  EXPECTED, 
APPEARED   TO  HAVE  MORE  MEDICAL  AND  SURGICAL  PROBLEMS  WHEREIN  THE  ATTENDING 
PHYSICIAN  CONSIDERED  THAT  DENTAL  CARE  WAS   REQUIRED    IN  THE  TREATMENT   OF  THE 

primary  condition. 

(2)  The  Program  for  the  Handicapped  authorized  dental  care  to  correct 
the  handicapping  condition.    seventy  cases  were  approved  under  the  program 
FOR  THE  Handicapped  during  this  period,  the  majority  being  for  the  purpose 

OF   ORTHODONTIA   TO  CORRECT  A  QUALIFYING  DEGREE  OF  MALOCCLUSION. 

There  continues  to  be  considerable  correspondence  received  in  OCHAMPUS 

REGARDING  THE  LACK  OF  ADEQUATE  DENTAL  CARE  UNDER  THE  PROGRAM.     ThIS  IS 
understandable  SINCE  ROUTINE  DENTAL  CARE    IS  NOT  A  PROGRAM  BENCFIT. 
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SECTION  III. 

STATISTICAL  ANALYSIS 

As   MCNTIONEO    IN    THE    FOREWORD,    THE   ORIGINAL   DEPENDENTS*   MEDICAL  CARE  ACT 

(Public  Law  569)  became  eftective  on  7  December  I956.    This  act  provided 

DEF INITIVE    AUTHORITY   FOR   THE    DEPENDENTS   OF   ACTIVE   DUTY   PERSONNEL   AND  FOR  RE- 
TIRED  MEMBERS   AND   THEIR  DEPENDENTS    TO   RECEIVE   MEDICAL   CARE    IN  UNIFORMED  SER- 
VICES  MEDICAL   FACILITIES.      ADDITIONALLY,    THE   ACT    PROVIDED   FOR  CERTAIN  IN- 
PATIENT   CARE    TO   BE    FURNISHED  FROM  CIVILIAN  FACILITIES    TO  DEPENDENTS   OF  ACTIVC 
DUTY    PERSONNEL.      THUS,    FOR  ABOUT   A   DECADE,    ONLY   THE   DEPENDENTS   OF   ACTIVE  DUTY 
PERr.ONNEL   QUALIFIED    TO   RECEIVE   CARE    FROM   CIVILIAN   SOURCES.      On   3O  SEPTEMBER 

196^1,  THE  Military  Medical  Benefits  Amendments  of  1966  (Public  Law  89-6|'4) 

WERE    signed    into   LAW  DY    THE    PRESIDENT.      THESE   AMENDMENTS   EXTENDED  CIVILIAN 
MEDICAL   CARE    BENEFITS    TO   THE    RETIRED  AND    THEIR   DEPENDENTS   AND   TO   THE  DEPEN- 
DENTS  OF   DECEASED   PERSONNEL.      ThE  AMENDMENTS   SIGNIFICANTLY   EXPANDED  THE 
SCOPE   OF    THE    PROGRAM,    PROVIDING   FOR  OUTPATIENT   CARE   FOR  ALL  CATEGORIES  OF 
BENEFICIARIES   AND   CONCURRENTLY    IMPROVING   THE    INPATIENT   BENEFITS   BY  REMOVING 
MANY  OF    THE   RESTRICTIONS  WHICH  WERE   EMBODIEU    IN   THE   ORIGINAL  LAW. 

As   PREVIOUSLY   NOTED,    THE  AMENDMENTS   PROVIDED  FOR   PHASED  EFFECTIVE  DATES. 
The   EFFECTIVE   DATE   FOR  OUTPATIENT   CARE   FOR  DEPENDENTS   OF  ACTIVE   DUTY  PER- 
SONNEL WAS  I  October  I966.    All  other  benefits  went  into  effect  I  January 
1967.    Since  practically  all  of  the  expanded  benefits  took  effect  on  the  first 
of  the  year,  most  data  presented  here  are  on  a  calendar  year  basis.    To  permit 
comparison  with  previous  annual  reports,  trends  are  shown  on  a  fiscal  year 
basis.    Detailed  data  are  based  mainly  on  claims  submitted  by  hospitals  and 
processed  by  champus  through  3^  april  i968.    since  it  is  est  i  mateo  that  more 
than  $8%  of  all  hospital  claims  for  care  rendered  before  i  january  i968  had 
been  processed  by  3o  april,  no  adjustments  have ^been  made  to  these  data  for 
the  lag  in  submission  of  claims. 

With  the  continuing  build-up  of  our  Armed  Forces  in  Southeast  Asia,  family 
separations  increased  during         .    many  dependents  who  normally  would  have 
received  care  in  uniformed  services  medical  facilities,  had  they  been  residing 

WITH   THEIR   SPONSOR,    RECEIVED  CARE    IN  CIVILIAN  HOSPITALS.      It    IS  QUITE  POSSIBLE 
THAT    THE    INCREASED  WORKLOADS   CAUSED   BY   PATIENTS    BEING   EVACUATED  FROM  VIETNAM 
REDUCED   THE   NUMBER   OF    BEDS   AVAILABLE   FOR  DEPENDENTS,    AND   THEREFORE  THEY 
RECEIVED  CARE    IN  CIVILIAN  HOSPITALS.      It  FOLLOWS   THAT   THESE   TWO  FACTORS  CAUSED 
AN    INCREASE    IN  ADMISSIONS  OF   DEPENDENTS   TO  CIVILIAN  HOSPITALS. 

As  COULD   BE   PREDICTED  FROM  THE   RISING  COSTS  OF   MEDICAL  CARE  ACROSS  THE 
COUNTRY,    THE   AVERAGE   COST   PER   PATIENT   DAY    INCREASED  SIGNIFICANTLY  DURING  THE 

YEAR.    Overall,  nearly  $123  million  of  government  funds  were  expended  for 

CIVILIAN  HEALTH   SERVICES   RECEIVED  DURING  CALENDAR  YEAR    1967*      (TABLE  8). 

These  monies  do  not  include  administrative  costs.    Not  shown  are  $805,000 
FOR  direct  reimbursements  to  beneficiaries,  and  about  $1.1  million  expended 
FOR  health  services  for  handicapped  dependents.    As  shown  in  Table  8,  approxi- 
mately  $102  MILLION,   OR  OF   THE  TOTAL,   WAS  FOR  CARE   RECEIVED  BY  DEPENDENTS 

of  active  duty  personnel;  about  k%  was  for  retired  personnel;  and  the  remain- 
ing I2;<  WAS  for  dependents  of  retired  or  deceased-^personnel.    Payments  to 
hospitals  accounted  for  approximately  $76  million,  or  635^  of  the  total,  as 

compared  to  37^  FOR  ALL  OTHER  SOURCES  OF  HEALTH  SERVICES. 
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TABLE  8. 

PAYMENTS*  TO  CONTRACTORS  FOR  CARE  FURNISHED  BY  CATEGORY  OF  BENEFICIARY" 
(Excluding  Costs  Under  the  Program  for  the  Hondlcapped) 


CY  1967 
( Thousands ) 


Cotegory  of  Benefieiory 

Hospital 
Services 

Professional 
Services  *** 

Total  Cost 
For  All  Services 

Dependents  of  Active  Duty  Personnel 
Dependents  of  Retired  or  Deceased  Personnel 
Retired  Personnel 

$64,317 
9,179 
2,945 

$37,532 
5,185 
1,445 

$101,849 
14,364 
4,390 

Totol  Costs  for  All  Beneficiaries 

S76.441 

$44,162 

$  120,603 

*  De«s  not  Include  any  of  tfie  administrative  costs,  either  overhead  eoit*  for  operating  the  Office  of  CHAMPUS, 
or  centraetort'  costs  for  processing  clolmi.   Does  not  Include  direct  relmburtements  to  beneficiaries. 
**  Based  on  oil  claims  processed  through  30  April  1968. 

'**  Includes  cost*  for  drugs,  attending  phytlcions,  radiologist*,  pathologists,  consultants,  private  duty  nufs«s« 
ambulance  services,  psychologists,  physical  therapists,  etc. 


CHART  8. 

NUMBER  OF  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL,  RETIRED  PERSONNEL,  AND 
DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL  CY  1967 

«4llllen 


Source  I  D«p«nd«n«t  of  Active  Duty  Pertsnnel  •  StotUtleei  Services  Centet,  OSD.  Based  en  on 
•  ampU  reported  for  March. 

Retired,  end  Dependents  of  Retired  er  Deceased  Personnel  •  Each  Untfermed  Service. 

Dependents  ef  Active  Duty  personnel  (Includes  PttS  Dependents).^  :  \ 
Retired  Personnel,  end  Dependents  ef  Retired  or  Oeceosed  PerseniMl. 
Tetel  Ail  Eililble  Beneficiaries. 
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I.      POPULATION.      THt  NUMBER  or   potential  BCNEF IC IARICS    19  PRESCNTCO  IN 
THE  rOLLOWINQ   TWO  CHARTS.      ChART  8  SHOWS   THAT    IN    I967  MORE   THAN  5.8  Ml'  LION 
PERSONS  WERE   ELIGIBLE   TO  RECEIVE   BENEFITS   UNDER  CHAMPUS.     Or  THIS  NUMBlR, 
ABOUT   TWO-THIRDS,    OR  3.9  MILLION   PERSONS,    WERE  DEPENDENTS   Or  ACTIVE  DOTY 
PERSONNEL.      ThE  REMAINING    I  .9  MILLION  WERE   THOSE  PERSONS  AUTHORIZED  TO 
PARTICIPATE    IN  THE   PROORAM  A3  Or    I   JANUARY    I967,    I.E.,    RETIRED  PCRSONMCL 
AND  THEIR  DEPENDENTS,   AND  THE  DEPENDENTS  Or  DECEASED  PERSONNEL. 


Chart  9  shows  the  annual  number  or  wives  and  children  or  military  per- 
sonnel,  WORLD-WIDE,   rROM    I96O  TO    1967'      THESE   POPULATION  ESTIMATES  ARE 
DERIVED  rROM  A  SAMPLE   SURVEY  CONDUCTED   BY   EACH   BRANCH  Or  SERVICE. 

During  a  given  year,  it  is  estimated  that  about  \0%  or  these  dependents 

RESIDE   OUTSIDE   THE  UNITED  STATES  AND   PUERTO  RiCO.      In  ADDITION  TO  THE  NUM- 
BER or   DEPENDENTS   SHOWN    IN  ChART  9,    THERE  ARE  ABOUT  65,000  ELIGIBLE  DEPEN- 
DENTS or  THE  Commissioned  Corps  or  the  Public  Health  Service,  the  Coast 
Guard,  and  the  Commissioned  Corps  or  the  Environmental  Science  Services 
Administration.    Although  the  total  number  or  dependents  changed  very 
slightly  from  1966  TO  \S6'J,  the  number  or  wives  incrcascd  by  about  90,000 

IN  1967. 


CHART  9. 

NUMBER  OF  DEPENDENTS  OF  ACTIVE  DUTY  MILITARY  PERSONNEL  •  WORLDWIDE 

CY  1960  -  1967  ^ 

Mlllran  MIIIlM 

J    . 


19 


FEDERAL  ROLE  IN  HEALTH 


281 


2.    OEPE^PENTS  OF  ACTIVE  DUTY  PERSONNEL.    Admissions  to  civilian 

HOSPITALS  AND   THE   CORRESPOND | NO  AVERAOE  DAILY   PATIENT  LOAO  DURING   THE  PAST 
ElOHT   YEARS  ARE   SHOWN    IN   TABLE   9*     UNLIKE   THE   DOWNWARD  TREND  NOTED    IN  PRE- 
VIOUS  YEARS,   A  MARKED  UPSWING  OCCURRED    IN   PC    I967.      ThE  MOST  IMPORTANT 
CONTRIBUTORY  FACTOR  APPEARS  TO  BE   THE   CONTINUING  BUILD-UP  OF   FORCES  IN 

SOUTHEAST  Asia.    Dependents  of  active  duty  personnel  residing  apart  from 

SPONSORS  HAVE  FREEDOM  OF  CHOICE  FOR   INPATIENT  CARE  BETWEEN  UNIFORMED  SER- 
VICES MEDICAL  FACILITIES  AND  CIVILIAN  HOSPITALS.     As  A  GENERAL  RULE,  DEPEN- 
DENTS SEPARATED  FROM  THEIR  SPONSORS  TEND  TO  RETURN  TO  THEIR  FORMER  PLACES 
OF   RESIDENCE,   WHICH  ARE   OFTEN  AT  A  DISTANCE  FROM  MILITARY  HOSPITALS.  ThCRC- 
FORE,    IT  FOLLOWS  QUITE  NATURALLY  THAT  THERE  WOULD  BE  AN    INCREASE    IN  CIVILIAN 
HOSPITALIZATIONS. 

From  data  compiled  from  hospital  claims,  it  is  estimated  that  in  FY 

1967  ABOUT  70$^  of   the  hospitalized  DEPENDENTS  WERE  RESIDING  APART  FROM 
THEIR  SPONSORS,   AS  COMPARED  TO  60^   IN  FY   I966  AND  ^2^  IN  FY   I965.     On  A 
PERCENTAGE  BASIS  BY  BRANCH  OF  SERVICE,   THERE  WAS  A  WIDE  VARIANCE    IN  THE 

INCREASE   IN  DEPENDENTS  RESIDING  APART  PROM  SPONSORS.     AlR  FORCC  DEPENDENTS 
RESIDING  APART  WHO  RECEIVED  CARE   IN  CIVILIAN  HOSPITALS   INCREASED  BY  2\% 

(375^  IN  FY  1965  TO  58ji  IN  FY  1967),  Army  by  \k%        to  ^9%),  and  Navy  by 
9%  i^M  TO  605^). 


table  9. 

ADMISSIONS  AND  AVERAGE  DAILY  PATIENT  LOAD  OF  DEPENDENTS  OF 
ACTIVE  DUTY  PERSONNEL  IN  CIVILIAN  HOSPITALS 
IN  UNITED  STATES  AND  PUERTO  RICO 
FY  1960  -  1967 


Fitcal  Year 

Hospital  Admistiont* 
( Thousands ) 

Av«rag«  Dally  Potltnt  Load 
( Thousands ) 

1960 

193.8 

3.0 

1961 

209.4 

3.2 

1962 

247.2 

3.8 

1963 

238.5 

3.7 

1964 

234.3 

3.6 

1965 

212.5 

3.3 

1966 

210.5 

3.2 

1967 

233.7 

3.6 

Based  on  claims  processed  through  30  April  1968.  Duo  to  lag  in  sobmlttlon  of  elolms, 
FY  1967  admissions  represent  about  99Xof  expoctod  total odmittlent. 
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In  Chart  10,  all  births  occurring  in  both  civilian  and  service  hospi- 
tals WERE  combined  AND  EXPRESSED  A3  A    "rERTILI^TY"  RATE   PER    1,000  MILITARY 

WIVES.    This  "fertility"  rate  cannot  be  compared  to  the  fertility  rate  usco 
IN  vital  statistics  publications,  since  in  the  latter,  the  rate  is  defined 
AS  the  number  of  live  births  per  1,000  women,  ages  15  TO  kh.    The  unavail- 
ability OF  the  age  distribution  of  dependent  wives  precludes  the  use  of  the 

LATTER  DEFINITION  OF    "FERTILITY."      ThE   PURPOSE  OF   THIS  CHART    18  MERELY  TO 
REVEAL   THE   TREND  WHICH  HAS   OCCURRED    IN  THE   NUMBER  OF   BIRTHS   PER    1,000  WIVES 
DURING   THE   PAST  FEW  YEARS.     AS   REFLECTED    IN  THE   CHART,    THERE   HAS   BEEN  A 
NOTICEABLE  DECLINE    IN  THE    "FERTILITY"   RATE   SINCE   FY    I963.      THE  DECLINE  IN 
FY    1967  WAS  SMALL  WHEN  COMPARED  WITH  THAT  OF   THE  TWO  PREVIOUS  FISCAL  YEARS. 

The  rate  of  decline  seemed  to  level  off  in  1967.    A  similar  change  mas  bccn 

REPORTED  BY  THE   PUBLIC  HEALTH  SERVICE  FOR  THE  POPULATION  OF  THE  UMITEO 

States. 


CHART  10. 

"FERTILITY"  RATE,  HUMBER  OF  BIRTHS  PER  1,000 
WIVES  OF  ACTIVE  DUTY  PERSONNEL  •  WORLDWIDE 
FY  1960  -  1967 


P«r  Theutand 
300 


P«f  Thousand 


=  100  - 

5 


1961 


1962 


1963  1964 
Fltcol  Y«af 


too 


1966 


•  Data  Im  ••rvic*  hetplloU  Inelud*  Armir,  Movr.  •"^  Pwbllt 

(Smirc«i  SiotUlleol  $«t»le«»  C«irt»r,  OSD).  — 


Haallli  S«r«k«  k*«plfoU  locM^  ••»lrfwM«. 
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A.    ADMISSIONS  BY  BRANCH  OF  SERVICE.    Chart  M  ocpicts  the  pchcem- 

TAGC  or  A0HISSION3    IN  CIVILIAN  HOSPITALS   BY   BRANCH  OF   SERVICC   OF   THE  9P0N* 

soR.    Since  the  builo-up  or  roRCES  in  Southeast  Asia,  there  has  been  a 

MARKED  CHANGE   BY   BRANCH  Or   SERVICE  IN  PERCENTAGE  or  ADMISSIONS  TO  CIVILIAN 

HOSPITALS  rOR  DEPENDENTS  Or  ACTIVE  DUTY  PERSONNEL.      ThE  ARMY'S  SHARE  Or 

ADMISSIONS  HAS    INCREASED  BY  ALMOST  10^  SINCE   FY   \S6^,  WHILE  THE  AlR  FORCC*t 

SHARE  DECREASED  BY  NEARLY  J^,      THE  NAVY  AND  THE  PHS  SHOW  COMPARATIVELY 
SMALL  DECREASES. 


CHART  n. 

PERCENT  ADMISSIONS*  IN  CIVILIAN  HOSPITALS  FOR  DEPENDENTS  OF 
ACTIVE  DUTY  PERSONNEL  BY  BRANCH  OF  SERVICE  OF  SPONSOR 
FY  1960  .  1967 

P«tc«nt  Parcanf 


.  Navv/MC 

 ......    '   ^ 

— — ^rtriT""     jrjni^^ 

^                             Air  Pore* 

[                    1                    1                   1                    1                    1  1 

1960  1961  1962  1963  1964  1965  1966  1967 

Flteoi  Year 


(  Percent ) 


1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

Army 

25.6 

27.3 

32.3 

29.3 

27.7 

27.3 

30.5 

37.0 

Novy /MC 

33.1 

35.5 

33.7 

36.7 

38.2 

39.4 

39.3 

36.8 

Air  Force 

38.8 

34.6 

31.5 

31.4 

31.4 

30.4 

27.5 

23.8 

PHS" 

2.5 

2.6 

2.5 

2.6 

2.7 

2.9 

2.7 

2.4 

Tefal 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

*  Bated  en  clelmi  precetaed  threwgk  30  April  1968.  Due  to  lag  In  ■ubmlttlen  of  elolma,  FY  1967 
edmleelens  represent  abewt  99%  ef  expected  tetol  admlstlent. 
**  Includes  the  Cemnilsslened  Cerps  ef  tlw  Public  Health  Service,  the  Ceet*  G«aid,  tmi  Hw 
CeMMlsslened  Cerpe  of  tbe  EnvltomMntal  Science  Servlcea  AdmbiUtraflan. 
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B.    AGE  AND  SEX  DtSTT^IDUTtON  OF  HOSPITALIZED  PATIENTS.    The  aoc 

OISTRIOUTION   or   WIVES   AND   CHILDREN   HOSPITALIZED    IN   CIVILIAN  rACILITICS 

DURING  Calendar  Year  1967  is  presented  in  Table  10.    As  shown  in  the  last 

LINE   OF   THE   TABLE,    ALMOST    170,000  ADMISSIONS,    OR  Or   THE   TOTAL,    WERE  fOU 

WIVES,    125^  WERE  FOR  DAUGHTERS,    AND    \6%  WERE   FOR  SONS.      DEPENDENTS  OF  ACTIVE 
DUTY   PERSONNEL  ARE  A   RELATIVELY   YOUNQ  GROUP.     APPROXIMATELY  6b%  OF  THE 
WIVES   RECEIVING  CARE    IN  CIVILIAN  HOSPITALS  WERE  Zk  YEARS  OF   AQC  OR  VOUNQCRf 
WHILE  83^  OF    THE   CHILDREN  WERE   UNDER  AGE  10. 


TABLE  10. 

DISTRIBUTION  OF  HOSPITAL  ADMISSIONS*  BY  AGE  AND  PATIENT'S 
RELATIONSHIP  TO  SPONSOR  FOR  DEPENDENTS 
OF  ACTIVE  DUTY  PERSONNEL 
CY  1967 


Age  Group 

Al!  Dependents 

Wives 

Daughters 

Sons 

Admissions 

% 

Admissions 

% 

Admissions 

% 

Admissions 

% 

Under  1 

15.733 

6.7 

6,585 

22.8 

9,148 

25.1 

1  .  4 

21,130 

9.0 

8,947 

31.0 

12,183 

33.5 

5  .  9 

17,095 

7.3 

7,728 

26.8 

9,367 

25.8 

10  -  14 

7,363 

3.1 

721 

0.4 

3,076 

10.7 

3,566 

9.8 

15  -  19 

49,134 

20.9 

45,148 

26.6 

2,159 

7.5 

1,827 

5.0 

20  .  24 

70,819 

30.1 

70,213 

41.3 

^  333 

1.2 

273 

0.8 

25  .  34 

39,859 

.16.9 

39,853 

23.4 

2 

0.6 

4 

0.0 

35  -  44 

11,490 

4.9 

11,482 

6.8 

2 

0.0 

6 

0.0 

45  -  54 

2,275 

1.0 

2,275 

1.3 

55  -  64 

226 

0.1 

226 

0.1 

65  + 

8 

0.0 

8 

0.0 

Unknown 

69 

0.0 

68 

0.1 

1 

0.0 

Totals 

235,201 

100.0 

169,994 

100.0 

28,832 

100.0 

36,375 

100.0 

*   Based  on  claims  processed  through  30  April  1968.  Due  to  log  in  submission  of  claims,  CY  1967 
admissions  represent  about  98%  of  expected  total  admissions. 


Table  II  portrays  the  age  distribution  of  patients  by  major  type  of 
CARE.    For  this  table,  cases  were  classified  into  three  groups  according  to 
whether  hospitalization  was  for  delivery,  surgical  procedure,  or  medical 
treatment.    During  Calendar  Year  \S6j,  about  9^,000,  or  ko^  of  all  admis- 
sions, WERE  rOR  deliveries,  were  for  medical  treatment,  and  33^  VCRC 

for  surgical  procedurcs* 
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TABLE  n. 

AGE  DISTRIBUTION  OF  HOSPITAL  ADMISSIONS*  BY  MAJOR  TYPE 
OF  CARE  FOR  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL 
CY  1967 


Age  Group 

Total 
Admltslont 

Ma|or  Type  of  Cor* 

Dellverle*  ** 

Medical 

Surgical 

Under  1 

15,733 

12,748 

2,985 

1  .  4 

21,130 

11,563 

9,567 

5  .  9 

17,095 

4,606 

12,489 

10  .  14 

7,363 

459 

2,683 

4,221 

15  •  19 

49,134 

31,477 

6,847 

10,810 

20  .  24 

70,819 

44,231 

9,716 

16,872 

25  .  34 

39,859 

17,031 

9,548 

13,280 

35  .  44 

1 1,490 

1,714 

4,651 

5,125 

45  .  54 

2,275 

14 

1,197 

1,064 

55  .  64 

226 

131 

95 

65-1- 

8 

5 

3 

Unknown 

69 

54 

15 

Totals 

235,201 

94,980 

63,695 

76,526 

*  Based  on  cloims  processed  through  30  April  1968.  Due  to  hig  in  submitilon  of  clalmt, 
CY  1967  admissions  represent  obout  98%  of  expected  total  odmitKions. 
Includes  Cesarean  Sections. 


c.    HOSPITAL  ADMISSIONS  BY  STATE  AND  BRANCH  OF  SERVICE.    Table  12 
SHOWS  THE  Calendar  Year  l^by  distribution  of  civilian  hospital  aomissions 

BY  STATE  AND  BY  BRANCH  OF  SERVICE  WITHIN  THE  STATE.     THE  LEFT  SIDE  OF  THE 
TABLE  SHOWS  THE  PERCENTAGE  OF  EACH  BRANCH  AS  AGAINST  THE  STATE  TOTAL,  AND 
THE   RIGHT  SIDE  SHOWS  THE  PERCENTAGE  OF  EACH  STATE  AS  AGAINST  THE  TOTAL 
ADMISSIONS  OF   EACH  BRANCH  OF  SERVICE.     FOR  EXAMPLE,    IN  CALIFORNIA    |8,8j^  OF' 
THE  J5*^99  AOMISSIONS  WERE  FOR  DEPENDENTS  OF  ARMY  PERSONNEL;   AND  OF  THE 

92,503  Army  admissions,  occurred  in  California. 

By  geographic  area,  admissions  for  Army  dependents  are  greatest  in 
THE  south  Atlantic  states.  Navy  in  the  Pacific  states.  Air  Force  in  the 
southwest  central  states,  and  PHS  in  the  Pacific  states.    For  all  branches 

OF  SERVICE  COMBINED,  THE  PACIFIC  STATES  HAVE  THE  LARQCST  NUtlBCR  OP  HOSPITAL 
aomissions  FOR  OCPENDENTS  OF  ACTIVE  DUTY  PCRSONNEL* 
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TABLE  12. 

CIVILIAN  HOSPITAL  ADMISSIONS*  BY  STATE,  PERCENT  DISTRIBUTION  BY  SERVICE 
MEMBERSHIP  OF  SPONSOR  FOR  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL  CY  1967 


C  MIA 

N     h  1 

Branch  el  S»r»lcii 
Porcont  nf  Slato  Totnl 

Branch  of  Sorvico 
Porcont  of  National  Total 

Aiimliilonr 

Arm, 

Mo.,  MC 

Air  tw 

PHS  •• 

All  S«r«lcol 

Army 

Na,,/MC 

Air  Forco 

PHJ" 

AH  Sar.lcot 

•        ng  nnil 

26.8 

47.2 

19  8 

6.2 

100.0 

3.8 

7.4 

4.9 

15.3 

5.6 

Cnnnsrllcut 

25.6 

58.4 

9.7 

6.3 

100.0 

0.1 

1.9 

0.5 

3.3 

TT 

]  Rii 

20.9 

45.0 

24  6 

9.5 

100  0 

0.6 

1.5 

1.3 

5.0 

1.2 

4  509 

29.9 

40  5 

23.2 

6.4 

100.0 

1.5 

2.2 

2.0 

5.4 

1.9 

35.7 

30.0 

30.4 

3.9 

100.0 

0.3 

0.3 

0.5 

0.6 

0.4 

1  $)7 

22.0 

67.7 

7.6 

2.7 

100.0 

0.4 

1.3 

0.2 

0.8 

0.7 

S3; 

36.5 

25.9 

35.9 

1.7 

100.0 

0.3 

0.2 

0.4 

0.2 

0.2 

MMrfU  Allnnlle 

44.0 

33.5 

20.1 

2.4 

100.0 

11.1 

9.4 

8.8 

10.6 

9.9 

*"  •'"•'•I' 

• 

43.1 

37.0 

14.2 

5.7 

100.0 

1.8 

1.0 

4.2 

1.7 

40.8 

31.1 

25.6 

2.5 

100.0 

3.9 

3.2 

4.2 

4.2 

3.7 

10.703 

46.9 

34.3 

17.7 

1.1 

100.0 

5.4 

4.4 

3.6 

2.2 

4.5 

Sniilh  Allanllc 

44,919 

40.9 

37.J 

19.5 

2.4 

100.0 

19.9 

20.0 

16.3 

30.4 

19.1 

Dolawnf* 

ss; 

40.0 

33.8 

24.8 

1.4 

100,0 

0.3 

0.2 

0.2 

•oT 

*oT 

Ol<lrlcl  ot  Columbia 

37.0 

26.4 

34.1 

2.5 

100.0 

0.4 

0.3 

0.7 

0.5 

O.S 

1  n  1  in 

26.4 

48.1 

22.0 

3.5 

100.0 

2.9 

S.9 

4.2 

6.6 

4.3 

C."'  la 

8  129 

45.0 

31.4 

22.4 

1.2 

100.0 

4.0 

3.1 

3.4 

1.9 

3.S 

j'49S 

53.5 

29.3 

13.3 

3.9 

100.0 

1.5 

0.9 

0.6 

I.I 

I.I 

Norih  Carotins 

8,475 

51.3 

27.5 

16.8 

4.4 

100.0 

4.7 

2.8 

2.7 

6.9 

3.8 

Sauih  CofoIlM 

3,703 

40.4 

33.4 

25.5 

0.7 

100.0 

1.6 

1.5 

1.1 

O.S 

l.< 

Virginia 

7,155 

36.3 

S0.6 

11.9 

1.2 

100.0 

2.8 

4.3 

t.« 

1.6 

3.0 

"•SI  Virglnio 

3,076 

52.3 

27.4 

19.4 

0.9 

100.0 

1.7 

1.0 

0.5 

1.3 

Eott  North  CanMsl 

33,424 

Sl.l 

26.4 

20.3 

2.2 

100.0 

18.4 

lO.S 

12.7 

I3.« 

14.2 

Itllnolt 

59.1 

24.9 

15.3 

0.7 

100.0 

4.6 

2.1 

2.1 

0.9 

3.1 

4*783 

56.0 

26.2 

17.4 

0.4 

100.0 

2.9 

1.5 

1.6 

0.4 

Mlcklgon 

81 30 

48.0 

24.5 

23.9 

3.6 

100.0 

4.2 

2.4 

3.6 

s.s 

3.S 

Ohio 

9!478 

49.5 

28.6 

19.3 

2.6 

100.0 

S.I 

3.2 

3.4 

4.S 

4.0 

Witcontin 

3,825 

40.2 

28.0 

28.6 

3.2 

100.0 

1.6 

1.3 

3.0 

3.3 

1.8 

1 

Eott  South  Control 

IT  7(11 

52.3 

24.6 

21.9 

1.2 

100.0 

10.0 

5.2 

7.2 

3.9 

7.S 

Alobomo 

51.7 

18.8 

27.0 

2.5 

100.0 

2.5 

1.0 

2.3 

2.1 

1.9 

Kontucky 

3  96  8 

63.2 

21.1 

14.9 

0.8 

100.0 

2.7 

1.0 

1.1 

0.6 

1.7 

Mlitlitlppl 

3,462 

40.4 

36.2 

22.7 

0.7 

100.0 

I.S 

I.S 

1.5 

O.S 

'  1.5 

5,717 

52.6 

24.6 

22.1 

0.7 

100.0 

3.3 

1.7 

2.3 

0.7 

3.4 

w«»t  North  Control 

IR  7R4 

43.3 

23.4 

32.2 

I.I 

100.0 

8.8 

$.2 

11.3 

3.8 

1.0 

Iowa 

3,168 

43.7 

29.0 

26. S 

0.8 

100.0 

1.5 

1.1 

'  1.6 

O.S 

1.4 

Kontoi 

3,031 

40.8 

23.2 

35.6 

0.4 

100.0 

1.3 

0.8 

2.0 

0.3 

1.3 

Mlnnetoto 

4,066 

36.6 

26.9 

35.2 

1.3 

100.0 

1.6 

1.3 

2.7 

1.0 

i.r 

MItiourl 

55.0 

21.4 

21.9 

1.7 

100.0 

3.2 

1.4 

2.2 

l.« 

2.3 

Nobrotko 

1  719 

31.7 

19.3 

48.3 

0.7 

100.0 

0.6 

0.4 

I.S 

OJ 

North  Dokoto 

705 

32.5 

11.3 

55.5 

0.7 

100.0 

0.3 

0.1 

0.7 

0.1 

0.3 

South  Dokoto 

733 

41.7 

16.1 

40.8 

1.4 

100.0 

0.3 

-  0.1 

0.6 

0.2 

0.3 

Weil  aoutn  uofirroi 

44.2 

22.1 

32.6 

1.1 

100.0 

12.9 

7.1 

16.5 

S.S 

11.5 

Arkoniot 

3.302 

48.4 

19.0 

32.5 

0.1 

100.0 

1.7 

0.8 

2.0 

0.1 

1.4 

Louisiana 

4,279 

42.3 

18.4 

38.3 

1.0 

100.0 

2.0 

0.9 

3.1 

0.8 

I.I 

Ok  lohems 

4,291 

49.5 

19.5 

30.6 

0.4 

100.0 

2.3 

1.0 

2.S 

0.3 

I.I 

Teaos 

1  5, 1 2 1 

42.3 

24.5 

31.6 

1.6 

100.0 

6.9 

4.4 

8.9 

4.3 

6.S 

Mountoln 

11.413 

34.3 

28.2 

36.5 

1.0 

100.0 

4.2 

3.8 

7.8 

2.1 

4.9 

28.5 

28.5 

41.9 

1.1 

100.0 

0.9 

1.0 

2.3 

0.6 

1.3 

Coloroilo 

2!l5S 

30.3 

0.6 

100.0 

1.1 

0.6 

1.2 

0.3 

0.9 

1,347 

31.9 

45!2 

22.2 

0.7 

100.0 

0.4 

0.7 

0.6 

0.2 

o.« 

Montano 

1,171 

31.2 

20.3 

46.5 

2.0 

100.0 

0.4 

0.3 

1.0 

0.4 

O.S 

N.,ailo 

1.026 

18.3 

39.6 

40.9 

1.2 

100.0 

0.2 

0.4 

0.8 

0.2 

0.4 

No«  Uorico 

1.041 

38.5 

23.7 

36.6 

1.2 

100.0 

0.4 

0.3 

0.7 

0.2 

O.S 

Utah 

1,234 

43.3 

21.6 

34.4 

0.7 

100.0 

0.6 

0.3 

O.i 

0.2 

O.S 

Wyoming 

488 

32.0 

24.8 

42.8 

0.4 

100.0 

0.2 

0.2 

0.4 

0.0 

0.2 

Poclflc 

45.169 

21.9 

58.2 

17.0 

2.9 

100.0 

10.7 

31.3 

14.4 

34.6 

19.2 

Colllornlo 

35,499 

18.8 

65.7 

14.3 

1.2 

100.0 

7.2 

37.8 

9.5 

I.I 

IS.I 

Oragon 

3.405 

32.1 

28.9 

32.0 

7.0 

100.0 

1.2 

1.2 

2.1 

4.4 

I.S 

Wothlnglon 

3,205 

35.2 

31.5 

25.5 

7.8 

100.0 

2.0 

1.9 

3.S 

7.5 

3.3 

Aloiko 

267 

9.4 

3.7 

7.5 

79.4 

100.0 

0.0 

0.0 

0.0 

4.0 

0.1 

Hoooll 

793 

34.2 

40.3 

21.2 

4.3 

100.0 

OJ 

0.4 

0.3 

o.« 

0.3 

Puorto  Rleo 

306 

56.9 

27.5 

12.7 

2.9 

100.0 

0.2 

0.1 

0.1 

0.2 

0.1 

U.S.  ami  Puorto  Rko 
Numbor  ol  Admltflloni 

23S,201 

39.4 

(♦2,S43) 

35.6 
(83.829) 

22.7 
(53.44J) 

2.3 
($,3«4 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

•  Bo<o4  on  oil  clol-t  procootoJ  ttwMflt  30  April  IMI.  Do*  to  l«t  hi  •Mfc««t»««»i  tt  <l«hoi.  CY  «9»7  •Jroliitortt  MpM**^  oUvt  n%  •! 
oipoclod  lotol  ajnltllont. 

••  IncMot  iho  Como<Utl«r»4  Cmp*  •»  tfco  PMtt  M«ltli  Sw*te«.  itM  Cwtf  Gmi4.  wf>t  it>»  C«i«iUoIom4  C»»t  tl  th«  tiwh— intol  $cl 
Swvlcot  A4«lnlttrotl«t. 
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TABLE  13. 

PERCENT  HOSPITAL  ADMISSIONS*  AND  AVERAGE  LENGTH  OF  STAY  BY  MAJOR  TYPE 
OF  CARE  BY  STATE  FOR  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL  CY  1967 


Numh^t  ol 
Admlsf  loni 

Admlll 

Petcunl 
tent  ol  Stole  Total 

Average  Length  •(  Stey 

Dell. err  *' 

Merllcnl 

Surgical 

Delivery 

Uedlcol 

Sutglcol 

All  Cot* 

N»«  EnqlnnH 

Connftf  ttrut 

48.3 

23.4 

28.3 

4.5 

lO.S 

5.7 

4.) 

Mnln* 

41.0 

29.5 

30.5 

4.9 

7.1 

4.7 

S.4 

4,  5M 

44.0 

25.3 

30.7 

5.1 

10.6 

S.S 

4.7 

902 

45.0 

26.1 

28.9 

5.0 

7.4 

5.0 

5.4 

RkoHr  MniM* 

1.537 

30.4 

33.6 

36.0 

4.4 

10.4 

5.2 

4.7 

537 

34.3 

33.5 

9.2 

4.7 

4.t 

MlHflU  Allnndc 

N..  }rf,.y 

3,947 

52.8 

21.1 

26.1 

4.6 

8.4 

4.5 

5.4 

Nf..  YmV 

«,73« 

49.9 

21.9 

28.2 

4.7 

B.t 

4.9 

5.5 

P«nn«vlvonl0 

10,703 

46.5 

23.5 

30.0 

5.2 

8.4 

5.3 

4.0 

Soutl^  Aflnnlle 

557 

45  2 

26.2 

28.6 

4.0 

13.4 

4.0 

6.5 

Olorlci  el  Columlila 

1,099 

25.6 

15.5 

58.9 

4.2 

tl.2 

2.8 

4.5 

10.230 

36.9 

27.4 

35.7 

4.5 

9.4 

4.8 

6.0 

Georqia 

B.I  29 

34.5 

28.6 

36.9 

4.8 

7.5 

4.9 

5.6 

2,495 

50.9 

22.9 

26.2 

4.9 

17.9 

5.3 

8.0 

Norlh  Carslino 

8,475 

38.5 

24.3 

37.2 

4.7 

7.2 

4.8 

5.4 

SeutK  Cofollna 

3.703 

38.7 

27.7 

33.6 

4.6 

9.7 

5.6 

4.4 

33.2 

36.5 

4.8 

13.3 

4.5 

7.5 

Wsi)  Virginia 

3!  076 

35.4 

34.4 

30.2 

5.0 

5.8 

5.0 

5.3 

cult  Norfh  Cvnitol 

llllnell 

7,208 

49.1 

28.9 

22.0 

5.3 

8.0 

5.3 

4.1 

Indiana 

4,783 

49.5 

24.7 

25.8 

4.9 

7.1 

5.7 

5.7 

MIchlgon 

8.130 

45.6 

24.3 

30.1 

4.7 

7.8 

4.5 

5.4 

9.478 

46.8 

23.6 

29.6 

4.8 

■  g.2 

S.I 

5.7 

.  Wisconsin 

3,82S 

41.2 

30.2 

28.6 

5.4 

6.7 

s.o 

5.7 

East  South  Canttal 

Alahomo 

4.554 

39.1 

30.3 

30.6 

*-6 

6.1 

4.8 

5.1 

Kenlucky 

3.948 

40.4 

30. 1 

29.5 

4.5 

4.7 

4.4 

5.2 

Mltslidppl 

3.462 

32.7 

40.4 

26.9 

4.6 

5.7 

5.1 

Tannesss* 

5,717 

34.4 

32.8 

32.8 

\ 

7.8 

4.3 

6.3 

West  North  CanlTal 

le«a 

3.168 

40.5 

31.2 

28.3 

5.3 

6.6 

4.8 

5.6 

Kan«at 

3,031 

34.5 

33.3 

32.2 

5.2 

11.8 

5.1 

7.4 

Mlnnnsola 

4.064 

38.9 

32.4 

28.7 

5.0 

7.1 

4.8 

5.6 

Missouri 

5,362 

42.4 

29.8 

27.8 

5.4 

8.8 

5.9 

6.5 

Nnhraska 

1,719 

31.8 

36.2 

32.0 

5.3 

9.5 

5.0 

6.7 

North  Dakota 

705 

28.5 

37.3 

34.2 

5.7 

-8.2 

4.4 

6.2 

South  Dakota 

733 

33.3 

40.4 

26.3 

5.5 

5.5 

4.1 

5.1 

Wrsi  Sauth  CanttsI 

Arkansas 

3.302 

33.2 

34.1 

32.7 

4.5 

6.1 

4.7 

5.1 

LouUlana 

4.279 

36.6 

30.3 

33.1 

4.5 

6.6 

4.8 

5.3 

Ok  Inhoma 

4,291 

40.2 

27.3 

32.5 

4.8 

8.2 

4.8 

5.7 

Te.at 

15.121 

38.1 

28.5 

33.4 

4.7 

10.1 

4.9 

6.3 

Mounto  In 

2.951 

34.6 

22.4 

43.0 

4.0 

11.8 

5.1 

6.2 

Colorodo 

2!  155 

33.8 

35.4 

30.8 

4.5 

11.6 

4.2 

6.9 

1,347 

39.6 

26.9 

33.5 

4.0 

5.1 

3.8 

4.2 

Monlnno 

1,171 

31.7 

35.6 

32.7 

4.4 

5.4 

4.5 

4.8 

Nrvodo 

1.026 

39.8 

19.8 

40.4 

4.7 

7.2 

5.4 

5.4 

No.  Mrrlee 

1.041 

36.5 

31.2 

32.3 

4.1 

7.4 

4.8 

5.3 

Ulnh 

1,234 

38.9 

18.5 

42.6 

4.1 

11.2 

3.6 

5.2 

W,on.lng 

488 

34.2 

37.7 

28.1 

4.3 

5.5 

4.5 

4.8 

Pacllic 

Colllornla 

35.499 

40.1 

22.9 

37.0 

3.7 

9.6 

4.2 

5.2 

3,405 

39.0 

25.0 

36.0 

4.1 

6.6 

3.8 

4.4 

Wo«hlnglao 

5,205 

42.4 

27.1 

30.5 

3.8 

5.4 

3.9 

4.3 

Alaska 

267 

28.9 

31.8 

39.3 

4.0 

3.9 

3.2 

3.7 

Hawaii 

793 

29.9 

22.1 

48.0 

4.2 

7.3 

3.0 

4.3 

Puetia  Rice 

306 

28.4 

36.9 

34.7 

4.0 

8.6 

4.1 

5.7 

U.  $.  end  Puerto  Rica 

235.201 

1  40.4 

27.1 

32.5 

4.8 

1.6 

4.8 

5.7 

'   Bated  on  ell  clelmt  precetted  ihtwfh  30  April  \Ht.  Om  U  la(  Iti  ivbtatttlan  •!  clal«%  CY  tM7  •4iaUii«i«i  Npratairt  abawf  N«  W 


**   Inc hides  Cetaraan  Sacllant. 
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0.    LENGTH  OF  HOSPITAL  STAY.    Hospital  admissions  by  major  type  or 

CARE  AND  AVERAGE   LENQTH  OF  STAY  BY  STATE  ARE  SHOWN    IN  TABLE    I3.     AS  SEEN  IN 

THE  Number  of  Admissions  column  of  the  table,  California,  Texas,  Pennsyl- 
vania, AND  Florida  had  the  greatest  number  of  admissions  during  the  year. 

THE  right  POftTION  OF   THE  TABLE  SHOWS  THE  CONSIDERABLE  VARIATION   IN  THE 
AVERAGE   LENQTH  OF  STAY.     FOR  EXAMPLE,  CALIFORNIA  HAD  THE  LOWEST  AVERAGE 
LENGTH  OF  STAY  FOR  DELIVERIES   (3.7  DAYS),   WHILE  NORTH  DAKOTA  HAD  THE  HIGH- 
EST (5.7  days).    Even  greater  variation  occurred  in  average  length  of  stay 

FOR  MEDICAL  TREATMENT.      FOR  EXAMPLE,  MARYLAND'S  AVERAGE  LENGTH  OF  STAY  WAS 
17.9  DAYS,   WHILE  ALASKA 's  WAS  J. 9  DAYS.     ThE  NATIONAL  AVERAGE  LENGTH  OF 
STAY  FOR  MEDICAL  TREATMENT    IS  0.6  DAYS.      ThE  AVERAGE  LENGTH  OF  STAY  IN 
SEVERAL  STATES,   SUCH  AS  MARYLAND,   VIRGINIA,   DELAWARE,   KANSAS,   AND  COLORADO 
EXCEEDS  THE  NATIONAL  AVERAGE.      IN  THESE  STATES,   THERE  PROBABLY    IS  A  HIGHER 
INCIDENCE  OF  BENEFICIARIES  RECEIVING  LONG-TERM  HOSPITAL  CARE  FOR  CHRONIC 
DISEASES  AND  EMOTIONAL  DISORDERS.     ThIS  FACT  WOULD  TEND  TO   INCREASE  THE 
AVERAGE  LENGTH  OF  STAY.      IN  GENERAL,   THE  PACIFIC  STATES  HAVE  THE  SHORTEST 
LENGTH  OF  HOSPITAL  STAY. 


THE  TREND  IN  THE  AVERAGE  LENGTH  OF  STAY  BY  MAJOR  TYPE  OF  CARE  IS  PRE- 
SENTED IN  Chart  12.    The  average  length  of  stay  has  changed  very  little 

SINCE   i960  FOR  THESE  THREE  MAJOR  CATEGORIES  OF  CARE. 


CHART  12. 

AVERAGE  LENGTH  OF  STAY  *  BY  TYPE  OF  CARE  FOR  DEPENDENTS  OF  ' 
Doy.  ACTIVE  DUTY  PERSONNEL  FY  1960  •  1967 


V  Medical 

Siifaleol 

DallvMlf* 

- 

- 

)- 

1                    1                    1                    1                    1  1 

- 

4 


2 


FY  I960            FY  1961  FY  1962  FY  1963  FY  1964  FY  1965  FY  1966  FY  IW7 
 (Day,)  1960       1961       1962       1963      1964      1965       1966       1967  (Dgyt) 


Dellvarle*  ** 

5.0 

5.0 

4.9 

4.9 

4.9 

4.9 

4.8 

4.7 

Medleol 

8.1 

8.1 

8.0 

8.1 

8.1 

8.0 

7.7 

7.9 

Surgical 

5.0 

4.8 

4.8 

4.8 

4.7 

4.7 

4.1 

4.8 

Ail  Care 

5.6 

5.6 

5.6 

5.6 

5.6 

5.6 

5.6 

5.6 

*  Baaed  en  claim*  preceteed  through  30  April  1968. 
**  Include*  Cesarean  Secllena. 


E.    HOSPITAL  COSTS.    As  indicated  in  Chart  I3«  there  has  been  a 

STEADY    increase    IN  HOSPITAL  COSTS.     FROM  FY   19^0  THROUGH  FY   \S66,  THE 
INCREASE  AMOUNTED  TO  ABOUT         PER  YEAR)   HOWEVER,    IN  FY  19^7  COSTS  ROSE 
APPROXIMATELY   l^.^^  OVER  FY  I966.     THE  RATE  OF   INCREASE  PORTRAYED   IN  THE 
CHART  CLOSELY  PARALLELS  THE  NATIONAL  EXPERIENCE  FOR  NONrCDCRAL,  SHORT-TERM 
NOSPITALS* 
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CHART  13. 

AVERAGE  HOSPITAL  COST*  PER  INPATIENT  DAY  FOR 
DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL 


*     Totol  government  cods  (or  oil  hespltot  elolmi,  divided  Ly  lotel  hoipltol  doyt,  does  no4  Include  eoit  to  pollenl. 
Bated  en  claims  processed  thru  30  April  1968. 


Table       shows  average  hospital  and  professional  costs  and  the  average 
length  of  stay  per  admission  for  uncomplicated  deliveries^  for  abortions, 
and  for  the  various  complications  of  pregnancy.    approximately  6z%  of  the 
total  expenditures  by  the  government  for  maternity  patients  was  for  hospi- 
TAL CARE* 


TABLE  14. 

AVERAGE  COST  PER  ADMISSION*  AND  AVERAGE  LENGTH  OF  STAY  FOR  MATERNITY 
CARE  FOR  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL  CY  1967 


Avg.  Hospital 

Avg.  Profess lenel 

Hespltol  and 

Average 

Principal  Diognesit  end  ICDA  Cede 

Number  of 

Cost  per 

Cost  per 

Prefessionel 

Length 

Admissions 

Admission** 

Admission  *** 

Costs 

ef  Stay 

DellvefUs  without  mention  of  cemplleatlens  •  660 

91.132 

$257 

tt62 

S419 

4.5 

Abertloni   ■  6S0 

6,336 

166 

87 

253 

2.9 

Compllcotlons  of  Pregnancy: 

Conlte-Urlnory  Infections   •  640.641 

569 

211 

29 

240 

5.1 

Toxemias  of  Pregnancy   •  642 

1,011 

190 

30 

220 

5.1 

Plocento  Previo   -  643 

76 

174 

25 

199 

4.7 

Hcmorrhogs   ■  644 

66 

173 

46 

219 

4.7 

Ectopic  Pregnancy   •  645 

276 

406 

235 

641 

6.9 

Anemlo  of  Pregnoncy   -  646 

41 

191 

69 

260 

4.5 

Alt  Other  Complications   •  64B 

7,965 

89 

12 

101 

2.1 

*   Based  en  all  claims  processed  through  30  April  1968.   Due  to  leg  In  sebmlsslon  ef  clelms.  CY  1967  admission*  represent  ebeut  96 . 

ef  eipecied  total  admissions.  "  ' 

"   Hespltol  Costs  Include  charges  for  potholeglcol  exomlnotlons,  onesthesle,  X  -  Rays,  and  other  enclllery  services  (In  eddttlen  te  room 
end  beard)  where  net  supplied  by  outside  specialists  who  submit  separate  bill*  lor  their  service*. 
***   Prefesslenol  Costs  Include  Inpatient  charges  mede  by  the  attending  physician,  end  «ha*e  of  eneelheelelaflst*.  cenenheftt*.  radlalofl*!*. 
prlvota  duty  nur*a*,  a«c.,  nieny  o(  whom  bill  leparalely  for  (hair  sarvlee*. 
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3.    DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL  AND  RETIRED  PERSONNEL. 

CHAM PUS   PROVISIONS  APPLICABLE   TO  RETIRED   PERSONNEL  ANO  THEIR  OEPENOENTS  AND 
THE   DEPENDENTS   OF   DECEASED   PERSONNEL  DIFFER    IN  SEVERAL   RESPECTS  FROM  THOSE 
APPLICABLE   TO  DEPENDENTS   OF   ACTIVE   DUTY   PERSONNEL.      FiRST,    BENEFICIARIES  IN 
THE   FORMER  CATEGORY   HAVE   FREEDOM  OF   CHOICE   BETWEEN  UNIFORMED  SERVICES  FACI-  ! 
LITIES   AND   CIVILIAN   FACILITIES,    REGARDLESS  WHETHER  FOR    INPATIENT   OR  OUT- 
PATIENT CARE.    Second,  these  beneficiaries  are  required  to  pay  2'^%  or 

REASONABLE   COSTS    (bOTH   HOSPITAL  CHARGES  AND   PROFESSIONAL  FEEs)   WHEN  HOSPI- 
TALIZED,   WHILE  DEPENDENTS   OF   ACTIVE   DUTY   PERSONNEL   PAY  ONLY   THE  GREATER 
AMOUNT   OF   EITHER   $1-75  DAY   OR   $2^   PER  ADMISSION,   WHICH  COVERS  BOTH 

HOSPITAL  AND   PROFESSIONAL  SERVICE   CHARGES.      ThIRO,    THE   COINSURANCE  RATE 
PAID   BY   RETIRED   PERSONNEL  AND   THEIR  DEPENDENTS  AND   THE  DEPENDENTS  OF 
DECEASED   PERSONNEL  FOR  OUTPATIENT   CARE    IS  25^^  OF   REASONABLE  CHARGES,  WHILE 
DEPENDENTS   OF   ACTIVE   DUTY   PERSONNEL   PAY  20%. 

I 

Table  15  shows  a  summary  of  the  number  of  admissions,  Average  Daily 
Patient  Load,  and  average  length  of  stay  for  dependents  of  retired  or 
deceased  personnel,  and  for  retired  personnel.    Dependents  account  for 

APPROXIMATELY   fQ^  OF   THE   TOTAL  ADMISSIONS.      IT    IS  ANTICIPATED  THAT  SUBSTAN- 
TIAL   increases    IN  ADMISSIONS  FOR  BOTH  RETIRED  PERSONNEL  AND  THEIR  DEPEN- 
DENTS WILL  OCCUR    IN  THE  FUTURE,   AS  MORE  BENEFICIARIES  BECOME  AWARE  OF  THEIR 
ELIGIBILITY   FOR  CARE  UNDER  THE  CHAMPUS. 

TABLE  15. 

ADMISSIONS  TO  CIVILIAN  HOSPITALS,  AVERAGE  DAILY  PATIENT  LOAD,  AND  AVERAGE  LENGTH  OF 
STAY  FOR  DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL  AND  FOR  RETIRED  PERSONNEL* 

CY  1967 


Retired 
Personnel 

Dependents  of  Retired 
or  Deceased  Personnel 

Totol 

Number  of  Admission* 

9,797 

33,835 

43,632 

Average  Doily  Potient  Lead 

242 

999 

Average  Length  of  Stay 

9.0 

1 

*   Based  on  oil  claims  processed  through  30  April  1968.  Due  to  log  in  submission  of  claims, 
CY  1967  admissions  represent  about  98%  of  expected  total  admissions. 


A.    AGE  AND  SEX  DISTT^IBUTION  OF  HOSPITALIZED  PATIENTS.    Table  |6 
reflects  that,  of  the  total  admisssions  for  dependents  of  retired  or 
deceased  personnel,  wives  accounted  for  6'^%,  sons  \s%,  and  daughters  \^%, 
When  compared  with  the  patient's  relationship  to  sponsor  for  active  duty 
personnel,  admissions  of  wives  of  retired  or  deceased  personnel  were 
lower,  daughters  were       higher,  and  sons  were  2%  higher.  approximately 
68^  of  the  wives  of  retired  or  deceased  personnel  receiving  care  in  civi- 
LIAN HOSPITALS  WERE    IN  THE  AGE  GROUP  35  THROUGH  5^.     OvER  OF  THE 
DEPENDENT  SONS  ANO  DAUGHTERS  WERE  AGE    10  OR  OLDER,   ANO  ABOUT  'f6%  OF  THE 
RETIRED  PERSONNEL  WERE  AGE         OR  OLDER  AT  THE  TIME  THCY  RCCCIVCO  CARC  IN 
CIVILIAN  HOSPITALS. 
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TABLE  16. 

DISTRIBUTION  OF  HOSPITAL  ADMISSIONS*  BY  AGE  AND  PATIENT'S  RELATIONSHIP  TO  SPONSOR 
FOR  DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL,  AND  FOR  RETIRED  PERSONNEL 

CY  1967 


D*^nd*M«  •!  R*tli*d  et  D*c*si*d  Pwtcnn*! 

R*Ull«fltklp  (•  Spsntar 

T.««l 

WIvtt 

Dsu«M*r 

Uixlct  1 

383 

X 

1.1 

% 

A4mli>l«ni 

168 

% 

2.9 

AdnlttlMI 

215 

% 

3.6 

AdmlttlMi 

X 

1  .  4 

1.)77 

3.5 

549 

9.5 

628 

10.4 

5  .  ♦ 

2.533 

7.5 

1,184 

20.4 

1,349 

22.4 

10  .  14 

2.«34 

7  1 

13 

0.1 

1,186 

20.4 

t,435 

33.8 

IS  .  19 

4.3B9 

13.0 

215 

1.0 

2,242 

38.6 

1.932 

32.1 

n  ■  u 

l,«15 

4  ( 

756 

3  4 

444 

7.6 

415 

6.9 

2S  ■  34 

2,701 

«.o 

2.659 

12.1 

25 

0.4 

17 

0.3 

35  -  44 

8,121 

24.0 

8,082 

36.7 

11 

0.3 

28 

0.5 

<45 

2,367 

24.2 

45  ■  54 

7,023 

20.7 

7,023 

31.9 

45  .  S4 

4,626 

47.2 

55  -  64 

3.242 

9.6 

3,242 

14.7 

55  .  64 

2,785 

38.4 

iS  + 

« 

0.0 

6 

0.0 

65  + 

19 

0.3 

n 

0.0 

11 

0.1 

33.835 

100.0 

22,007 

100.0 

5,809 

100.0 

6,019 

100.0 

Tttoli 

9,797 

100.0 

*  B«t*d  Ofi  cUlint  ptotttfi  llirsvfh  30  Apfit  1968.  Dm  (•  U«  In  •■bmlttlen  el  cUlmt,  CY  1967  •dmlttlmi  rt^tttM  aketrt  98%  •(  ••*•)  adaUtlMN. 


As    INDICATED    IN  TABLE    17,   DURING  CALENDAR  YEAR   I967,   MORE  THAN  HALF 
THE  ADMISSIONS  OF  DEPENDENTS  OF   RETIRED  OR  DECEASED  PERSONNEL  TO  CIVILIAN 
HOSPITALS  WERE  FOR  SURGICAL  CARE.     AMONG  THE  RETIRED,   APPROXIMATELY  65^ 
OF  THE  ADMISSIONS  WERE  FOR  MEDICAL  TREATMENT.     RETIREES  AND  SPOUSES  AND 
CHILDREN  OF  RETIRED  OR  DECEASED  PERSONNEL  WHO  ARE  NOT  ENTITLED  TO  HOSPITAL 
INSURANCE  BENEFITS  UNDER  TiTLE    I   OF  THE  SOCIAL  SECURITY  AMENDMENTS  OF  I965 
REMAIN  ELIGIBLE  FOR  HEALTH  BENEFITS  UNDER  THE  CHAMPUS.  CONSEQUENTLY, 
DURING  THE  YEAR  SEVERAL  PATIENTS  AGE  6^  YEARS  AND  OVER  WERE  ADMITTED  TO 
CIVILIAN  HOSPITALS  UNDER  THIS  PROGRAM. 


TABLE  17. 

AGE  DISTRIBUTION  OF  HOSPITAL  ADMISSIONS*  BY  MAJOR  TYPE  OF  CARE  FOR  DEPENDENTS  OF 
RETIRED  OR  DECEASED  PERSONNEL  AND  FOR  RETIRED  PERSONNEL  CY  1967 


Oopondontt  el  Relirod  or  Doctetod  Portennol 

Rotlrod  Portennol 

Mojor  Typo  e(  Coro 

Total 
AJmUtlon* 

Mojor  Type  el  Core 

Agt  Croup 

Totel 
Adinlttient 

Dollvorlot  ** 

Modlcat 

Surgical. 

Ago  Crevp 

Modlcol 

Sorglcol 

Under  1 

383 

307 

76 

1  .  4 

1,177 

550 

637 

5  -  9 

2,533 

683 

1,850 

10  .  14 

2,634 

4 

937 

1.693 

IS  -  19 

4,389 

315 

1,910 

2,164 

20  .  34 

1,615 

463 

514 

638 

2S  •  34 

2,701 

891 

774 

1,036 

35  ■  44 

8,131 

851 

3,385 

3.985 

<45 

2.367 

1.561 

806 

45  ■  54 

7,033 

27 

3.455 

3.541 

45  .  S4 

4.63« 

3,038 

1,588 

55  ■  64 

3,343 

3 

1,833 

1,417 

S5  ■  64 

2.785 

1,742 

1.043 

65  + 

6 

4 

2 

65  + 

19 

14 

S 

Unknown 

11 

10 

1 

Unlinowii 

ToloU 

33,835 

3.563 

14,343 

17,030 

TotoU 

-  9.797 

6.355 

3.443 

*  Botod  on  oil  elelm*  procottod  tttrMfh  30  A^ll  1*M.  Dm  I*  l«f  In  tvbiMttlM  •!  cUlM.  CY  \H7  a^UtlMM  rapvtwH  ahMt  ft«  •! 
•■poctod  folol  •dmltiiont. 
**  hicla^f  C«»«r*M  SocllMt. 
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B.    HOSPITAL  ADMISSIONS  BY  STATE  AND  BRANCH  OF  SERVICE.    Table  |8 

SHOWS  ADMISSIONS   TO  CIVILIAN  HOSPITALS   BY   STATE  AND   THE   PCRCCNT  DISTRIBU- 
TION  BY   SERVICE  MEMBERSHIP  OF   SPONSOR  FOR  DEPENDENTS  OF   RETIRED  OR  DECEASED 
PERSONNEL,    AND  FOR   RETIRED   PERSONNEL.      ThE   PACIFIC   STATES  HAD  THE  GREATEST 

number  of  admissions  among  the  geographic  arflas,  and  california  had  the 
largest  number  of  admissions  among  states.    four  states,  california, 
Florida,  Texas,  and  Georgia,  accounted  for  ^35^  of  all  admissions.    By  branch 
OF  service,  the  Navy/USMC  had  the  greatest  percentage  of  admissions  (36J^). 
The  greatest  number  of  Army,  Air  Force,  and  PHS  admissions  occurred  in  the 
SOUTH  Atlantic  states,  and  Navv/USMC  in  the  Pacific  states. 


c.    LENGTH  OF  HOSPITAL  STAY.    Data  pertaining  to  hospital  admis- 
sions ACCORDING  TO  MAJOR  TYPE  OF  CARE  AND  AVERAGE  LENGTH  OF  STAY  BY  STATE 

for  dependents  of  retired  or  deceased  personnel  are  set  forth  in  table  19, 
The  average  length  of  stay  by  type  of  care  varied  widely  in  different 
STATES.    Overall,  the  lengths  of  stay  for  these  beneficiaries  were  higher 

THAN  FOR  dependents  OF  ACTIVE  DUTY   PERSONNEL  FOR  EACH  MAJOR  TYPE  OF  CARE. 

Some  states  had  a  very  high  average  length  of  stay  for  medical  treatment 
(Maryland,  ^3.2  days;  Kansas,  21.2  days;  Connecticut,  20.9  days;  and 
Virginia,  I5.8  days).    This  fact  probably  is  attributable  to  long-term  care 

FOR  chronic  diseases  AND  EMOTIONAL  DISORDERS. 


Table  20  shows  the  percent  of  hospital  admissions  and  average  length 
of  stay  by  major  type  of  care  by  state  for  retired  personnel.  california, 
Texas,  and  Florida  were  the  states  with  the  greatest  number  of  admissions, 
as  reflected  in  previous  tables,  there  was  a  wide  variance  by  state  in  the 
average  length  of  stay.    retired  personnel  were  hospitalized  for  shorter 
periods  of  time  for  medical  treatment  than  were  the  dependents,  in  that 
their  average  length  of  stay  was  8.8  days  compared  with  10.8  days  for 

DEPENDENTS.      ThE  AVERAGE   LENGTH  OF   STAY  FOR   RETIRED   PERSONNEL  FOR  SURGICAL 
PROCEDURES  WAS  9*5  DAYS,   COMPARED  WITH  6.5  DAYS  FOR  DEPENDENTS  OF  RETIRED 
OR  DECEASED  PERSONNEL.      THIS  DIFFERENCE  WAS  DUE  PROBABLY  TO  THE  FACT  THAT 
SHORT-TERM  HOSPITALIZATION  FOR  MINOR  SURGERY  ON  DEPENDENT  CHILDREN  TENDS  TO 
LOWER  THE  AVERAGE  LENGTH  OF  STAY  FOR  ALL  DEPENDENTS. 


k,    OUTPATIENT  PRESCRIPTION  DRUG  EXPERIENCE.    Approximately  I06,000 

OUTPATIENT   PRESCRIPTIONS  WERE   PROCESSED  AND  PAID  DURING  CALENDAR  YEAR  \96'f, 
REPRESENTING  AN  EXPENDITURE  OF  APPROXIMATELY   $3*12,000.     CHARTS    \k  AND  15 
DEPICT  THE  NUMBER  OF   PRESCRIPTIONS  AND  THE  EXPENDITURE  BY  SERVICE  AND  BY 
CATEGORY  OF   BENEFICIARY.     SEVENTY-FIVE  PERCENT  OF  ALL  PAYMENTS  FOR  PRESCRIP- 
TION DRUGS  WERE  RE ikBURSEMENTS  TO  BENEFICIARIES,   WHILE  THE  REMAINING  25^ 
WERE  PAYMENTS  TO  VENDOR  PHARMACIES.     CHARTS    1^  AND    15  DO  NOT  INCLUDE 
APPROXIMATELY  6,000  PRESCRIPTIONS  PROCESSED  AT  A  COST  OF  ABOUT  $j9,000 
DURING  THE  PERIOD   I  OCTOBER  THROUGH  3 1   DECEMBER-  1^66 . 
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TABLE  18. 

CIVILIAN  HOSPITAL  ADMISSIONS*  BY  STATE,  PERCENT  DISTRIBUTION  BY  SERVICE 
MEMBERSHIP  OF  SPONSOR  FOR  DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL, 
AND  FOR  RETIRED  PERSONNEL  CY  1967 


CtMngrnphlc  At«a 
 ^'"'*  

Number  ol 

Rrnnch  nl  Service 
Percent  ol  Stole  Total 

Branch  ol  Service 
Percent  ol  National  Totol 

Admlarlont 

Army 

Nnvy  MC 

Air  Force 

PHS  •* 

All  Service* 

Arm 

Hovy/MC 

Alt  Fore* 

PHS** 

All  Servlcoe 

N*w  Englnnd 

1,*72 

27.2 

42.6 

24.4 

y.8 

lon.o 



3.2 

4.5 

3.2 

11.0 

3.8 

22.9 

51.8 

19.6 

5.7 

100.0 

0.6 

1.1 

0.5 

0.8 

Mnin* 

33B 

29  3 

37.6 

20.1 

13.0 

loo.o 

0.7 

0.8 

0.5 

s.o 

0.8 

4Re 

27.0 

36.7 

32.8 

3.5 

100.0 

0.9 

1.1 

1.3 

1.9 

1.1 

New  H(imp<hlr» 

199 

29.1 

36.2 

32.2 

2.5 

100.0 

0.4 

O.S 

0.5 

0.6 

0.4 

210 

19.0 

68. 1 

8.1 

4.8 

100.0 

0.3 

0.9 

0.1 

1.1 

0.5 

101 

48. 5 

17.8 

31.7 

2.0 

100.0 

0.3 

0.1 

0.3 

0.2 

0.2 

MMHU  Adantle 

41.2 

32.9 

22.9 

3.0 

100.0 

5.5 

4.1 

3.S 

6.7 

4.4 

37.7 

40.5 

15.3 

6.5 

100.0 

0.8 

0.9 

0.4 

n 

0.7 

iOJ 

40.5 

31.7 

24.0 

3.8 

100.0 

1.7 

1.2 

1.1 

2.6 

1.4 

P«nni  Tvania 
•nnir  van  a 

42.6 

31.2 

24.7 

1.5 

100.0 

3.0 

2.0 

2.0 

1.7 

2.3 

Soul)i  Allanllc 

11.005 

34.8 

36.3 

26.0 

2.9 

100.0 

26.6 

25.4 

22.7 

35.8 

25.2 

34.6 

32.7 

30.9 

1.8 

100.0 

0.2 

0.1 

0.1 

0.1 

0.1 

o'ltrTcVo*  Celumlila 

311 

37.6 

33.8 

28.3 

0.3 

100.0 

0.8 

0.7 

0.7 

0.1 

0.7 

Fl  Ma 

26.0 

38.5 

32.4 

3.1 

100.0 

7.9 

10.7 

11.3 

15.1 

10.1 

Georgia 

1.933 

49.3 

22.3 

27.3 

1.1 

100.0 

6.6 

2.7 

4.2 

2.5 

4.4 

Moryland 

309 

38.8 

11  * 

17.2 

1.6 

100.0 

0.8 

0.8 

0.4 

0.6 

0.7 

North  Carolina 

I.3B4 

i"' 

100.0 

4.0 

2.8 

2.1 

11.1 

3.2 

South  Corollno 

807 

37.3 

11  1 

11 
29.1 

1.5 

100.0 

2.1 

1.7 

1.9 

1.3 

1.8 

Virginia 

1.509 

1 

11  1 

100.0 

3.2 

5.3 

1.4 

^1 

3.5 

Wot!  Virginia 

308 

45.1 

31.5 

23.1 

n  1 
0.3 

100.0 

1.0 

0.6 

0.4 

0.1 

0.7 

Eott  No^h  Cannot 

2  63i 

40.6 

27.2 

30.5 

1.7 

100.0 

7.4 

4.6 

6.4 

J.I 

6.1 

llllnolt 

758 

38.5 

28.5 

31.7 

1.3 

100.0 

2.0 

1.4 

1.9 

TT 

1.8 

362 

'•' 

?  t 

Michigan 

401 

1*  1 

J7  7 

«  7 

inn  n 

in 

n  7 

I" 

1 « 

no 

Ohio 

689 

36  4 

34  3 

28  0 

13 

ion  n 

17 

1  $ 

■ 

10 

16 

Wliconf  In 

426 

43  7 

19  7 

34  7 

19 

100  0 

13 

0  5 

0  9 

10 

Eatt  South  Canttol 

3,162 

44.3 

23.1 

31.7 

0.9 

100.0 

9.7 

4.6 

8.0 

3.4 

7.3 

845 

Kantucliy 

547 

63  3 

16  6 

19  7 

0  4 

too  0 

2  4 

06 

0  9 

0.2 

1.3 

MitslitlppI 

788 

35  6 

24  4 

38  7 

13 

■ 

19 

■ 

■ 

In 

1.8 

Tannetia* 

982 

43.9 

26.3 

28.9 

no 
0.9 

100.0 

in 
3.0 

1.6 

2.3 

2.3 

Watt  Matth  Cantral 

2,750 

35.9 

28.8 

33.9 

1.4 

100.0 

.  6.9 

'  5.0 

7.4 

4.3 

6.3 

333 

35.8 

30.9 

31.5 

1.8 

100.0 

^  -ol 

0.7 

0.8 

0.7 

0.8 

'Kansoi 

413 

28.8 

23.0 

47.9 

0.3 

100.0 

0.8 

0.6 

1.6 

0.1 

0.9 

Minnosola 

646 

37.9 

35.2 

25.2 

1.7 

100.0 

1.7 

1.4 

1.3 

1.3 

1.5 

Mliiourl 

962 

39.2 

27.8 

31.3 

1.7 

100.0 

2.6 

1.7 

2.4 

S.8 

2.2 

Nebraika 

263 

30.4 

25.1 

44.1 

0.4 

100.0 

0.6 

0.4 

0.9 

O.I 

0.6 

North  Dolialo 

56 

39.3 

26.8 

33.9 

0.0 

100.0 

0.2 

0.1 

0.2 

0.0 

0.1 

South  Ooliola 

77 

32.5 

24.7 

38.9 

3.9 

100.0 

0.2 

0.1 

0.2 

0.3 

0.2 

W    t  S    th  C    l»  1 
•  •     ou       an  s 

6  803 

38.0 

20.3 

40.8 

0.9 

100.0 

17.9 

8.8 

22.1 

6.7 

15.6 

rkan»oi 

—  

47.6 

23.1 

29.0 

0.3 

100.0 

3.5 

1.6 

2.5 

0.4 

2.4 

ou  J  ono 

I'nin 

29.3 

22.5 

47.3 

0.9 

100.0 

2.1 

1.5 

3.9 

1.0 

2.4 

Oil  lohomo 

878 

15.5 

35.9 

2.9 

0.8 

2.$ 

0.1 

2.0 

Ta.ai 

3,828 

35.2 

20.1 

43.5 

1.2 

100.0 

9.4 

4.9 

13.2 

5.2 

».» 

Mountain 

2,592 

33.8 

24.4 

41.1 

0.7 

100.0 

6.1 

4.0 

8.5 

2.0 

5.9 

Arliona 

840 

31.4 

23.3 

44.2 

1.1 

100.0 

1.8 

1.2 

2.9 

1.0 

1.9 

Colorodo 

575 

44.2 

19.6 

36.0 

0.2 

100.0 

1.8 

0.7 

1.7 

0.1 

t.3 

233 

32.6 

34.8 

31.3 

1.3 

100.0 

0.5 

0.5 

0.6 

0.4 

O.S 

Montana 

172 

26.7 

30.2 

41.9 

1.2 

100.0 

0.3 

0.3 

0.6 

0.2 

0.4 

260 

19.6 

35.0 

45.0 

0.4 

100.0 

0.4 

0.6 

0.9 

0.) 

0.6 

New  Ma>lee 

273 

37.0 

16.5 

45.8 

0.7 

100.0 

0.7 

0.3 

1.0 

0.2 

0.6 

Utah 

199 

35.2 

24.1 

40.7 

0.0 

100.0 

0.5 

0.3 

0.7 

0.0 

0.5 

Wyoming 

40 

37.5 

17.5 

45.0 

0.0 

100.0 

0.) 

0.1 

0.1 

0.0 

0.1 

Paclllc 

11.018 

21.4 

55.8 

20.8 

2.0 

100.0 

16.4 

39.0 

18.2 

24.9 

25.3 

CalHornla 

8,572 

18.2 

61.2 

19.1 

1.5 

100.0 

10.8 

33.3 

13.0 

14.6 

I9.« 

1.076 

29.5 

39.7 

28.5 

2.3 

100.0 

2.2 

2.7 

2.4 

2.8 

2.5 

Washington 

1,207 

34.2 

35.2 

26.6 

4.0 

100.0 

2.9 

2.7 

2.« 

5.5 

2.8 

Alotlio 

29 

27.6 

13.8 

27.6 

31.0 

too.o 

0.1 

0.0 

0.1 

1.0 

0.1 

Hawaii 

134 

43.3 

40.3 

9.7 

6.7 

100.0 

0.4 

0.3 

O.t 

1.0 

O.J 

Puarto  Rico 

52 

86.S 

3.9 

7.7 

1.9 

100.0 

0.3 

0.0 

0.0 

0.1 

0.1 

U.S.  and  Puarta  Rico 
Numbar  of  AdmUdeni 

43,632 

33.0 
(14.404) 

3«.1 
Oi.762) 

28.9 
(12,582) 

2.0 
(884) 

100.0 

100.0 

100.0 

100.0 

100.0 

loe.e 

*  Boead  on  oil  clolmt  precottoj  ll«o««l«  30  April  1968.  Duo  to  lof  In  tubmltoloA  o(  clolmi.  CV  19«7  odmloolont  roproooirt  ofcowt  «•»  ol 
oepoclod  total  adtnltden*. 

Includot  tho  CemiiiltoloiMd  Corp*  ol  iho  Pvbtic  Hoollh  Sorvlco.  Hio  Coool  Gmo4.  and  tho  ComoiltiloM^  Corpt  tl  Htm  CnoteomoooWl  SiImm 
Sorvko*  AdiolnlitTotloii. 
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TABLE  19. 

PERCENT  HOSPITAL  ADMISSIONS*  AND  AVERAGE  LENGTH  OF  STAY  BY  MAJOR  TYPE  OF 
CARE  BY  STATE  FOR  DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL  CY  1967 


r,.«  ,n  1,1c  A...,  anil  lint. 

Admin 

lant  ol  Sinia  Talol 

Avarnga  Langlh  al  Stay 

Nitmhar  af 
Ad(<il««lAn« 

O.IU.r 
..ry 

Madlcfll 

Surgical 

Oallvary 

Madlcal 

Surgical 

All  Cara 

ConnAC*lcut 

JS7 

1J.5 

40.1 

44.4 

4.0 

20.9 

7.8 

12.5 

Mnin* 

7i1 

11.9 

40.5 

47.6 

4.7 

7.3 

6.6 

6.6 

391 

11.4 

36.9 

$1.7 

4.8 

8.8 

7.1 

7.5 

N«»  llnmptkin 

l«2 

12.4 

43.8 

43.6 

8.3 

10.8 

5.4 

8.1 

l«4 

10.4 

40.2 

49.4 

4.4 

10.4 

6.4 

7.8 

Vnrmnnl 

;» 

3.8 

38.0 

S8.2 

3.3 

13.3 

6.S 

8.6 

MMdU  Atlantic 

2SJ 

13.7 

36.1 

50.2 

4.7 

13.0 

6.1 

S.O 

N,-  Vetl  " 

495 

17.8 

37.6 

44.6 

4.2 

13.2 

6.5 

8.6 

Pnnnaylvanlo 

•7S 

14.7 

34.3 

51.0 

5.2 

11.1 

7.4 

S.4 

SeutK  Ailnnttc 

42 

19.0 

19.0 

62.0 

4.0 

11.0 

S.I 

8.0 

District  ol  Cslummo 

2S9 

10.6 

25.1 

64.1 

6.0 

15.2 

5.6 

8.1 

FlMldn 

3.22* 

4.6 

42.8 

S2.6 

4.4 

9.S 

6.9 

7.9 

CliMglo 

1,490 

4.8 

42.3 

52.9 

4.2 

8.7 

6.5 

7.3 

Mnrylond 

272 

12.1 

North  Cotellna 

I.0&0 

7.7 

4l!o 

SI. 3 

4.9 

,  10.7 

6.3 

8.0 

South  Cotsllna 

«2; 

8.0 

48.6 

43.4 

5.4 

n.4 

7.9 

9.4 

VIrglnIo 

43.5 

49.9 

4.7 

15.8 

6.3 

10.3 

Wait  Virginia 

241 

9.5 

40.7 

49.8 

4.7 

7.6 

6.8 

6.9 

Eoit  North  Control 

llllnolt 

578 

13.0 

45.8 

41.2 

5.7 

10.9 

7.5 

S.S 

Indlono 

211 

16.0 

35.2 

48.8 

4.6 

10.0 

7.5 

7.9 

MIchlgon 

315 

12.0 

37.5 

50.5 

4.2 

7.8 

6.6 

6.8 

Ohio 

SSI 

13.1 

38.6 

48.3 

5.4 

9.5 

6.S 

7.7 

WItcoo*  In 

337 

11.9 

45.7 

42.4 

5.9 

7.3 

6.8 

6.9 

Eott  South  Conlral 

Atobomo 

653 

6.9 

47.2 

45.9 

4.5 

6.1 

6.3 

7.0 

Konlucliy 

421 

9.5 

39.2 

51.3 

4.6 

7.1 

7.1 

MUdttlppI 

S79 

6.5 

59.1 

34.4 

4.1  ' 

6.5 

7.4 

6.6 

Tonnostoo 

754 

6.5 

43.1 

50.4 

10.4 

7.7 

S.6 

Wait  North  CanNvl 

lewo 

2S2 

9.S 

48.0 

42.5 

5.8 

10.0 

7.5 

7.2 

Kontot 

334 

7.2 

53.6 

39.2 

6.3 

21.2 

S.B 

15.3 

MInnototo 

482 

8.7 

44.0 

47.3 

5.6 

8.0 

6.3 

7.0 

MIttourl 

729 

10.8 

48.2 

41.0 

4.9 

11.2 

7.0 

8.8 

Nabratko 

220 

7.3 

44.5 

48.2 

4.3 

13.3 

8.4 

10.3  . 

North  Ookolo 

44 

9.0 

45.5 

45.5 

S.S 

"     6. J 

5.7 

South  Doketo 

S3 

1.9 

60.4 

37.7 

5.0 

5.3 

6.2 

5.6 

Voit  South  Caitlrvl 

812 

5.8 

48.1 

46.1 

3.7 

6.6 

6.2 

6.3 

Loultlana 

756 

6.0 

46.0 

48.0 

4.1 

7.2 

6.8 

6.8 

Oklahoma 

667 

6.0 

40.2 

53.8 

4.7 

10.2 

6.8 

8.1 

Ta>ai 

2,962 

50 

46.9 

48.1 

5.1 

11.2 

6.9 

8.8 

Mountoln 

626 

35.3 

60.7 

3.6 

10.9 

6.6 

8.0 

Colorodo 

432 

6.9 

51.9 

41.2 

3.9 

12.0 

7.7 

9.7 

Montana 

177 

11.9 

40.7 

47.4 

3.8 

7.3 

3.8 

5.2 

131 

1.5 

47.3 

51.2 

2.5 

8.1 

5.2 

6.5 

Naveda 

196 

5.6 

34.2 

60.2 

3.6 

8.1 

7.4 

7.5 

Na»  Manlea 

205 

6.3 

42.5 

51.2 

J.9 

6.2 

6,7 

6.3 

Utah 

171 

2.9 

23.4 

73.7 

3-2 

14.6 

4.2 

6.6 

Wyoming 

32 

12.5 

62.5 

25.0 

5.0 

12.7 

7.1 

10.3 

PocKlc 

Colllornia 

6,770 

6.6 

38.7 

54.5 

3.6 

11.7 

5.9 

S.O 

Oragan 

129 

6.3 

38.3 

55.4 

4.3 

10.1 

5.9 

7.4 

Wa«hln«lan 

943 

lO.I 

37.5 

52.4 

3.6 

S.S 

5.4 

6.5 

Alatlia 

21 

9.5 

33.3 

57.2 

2.5 

2.6 

9.2 

6.3 

Hawaii 

113 

6.2 

39.8 

54.0 

4.0 

7.7 

6.2 

6.7 

fwarta  Rico 

41 

4.2 

47.9 

47.9 

-  5.0 

n.7 

4.1 

7.8 

U.  S.  and  Puarta  Rica 

33.B3S 

7.6 

42.1 

S0.3 

'  4.5 

ICS 

6.5 

S.2 

»mptt94  falal  admlatlow*, 
**  ImM««  C«*ara«i  SMllant. 


FEDERAL  ROLE  IN  HEALTH 


295 


TABLE  20. 

PERCENT  HOSPITAL  ADMISSIONS*  AND  AVERAGE  LENGTH  OF  STAY  BY 
MAJOR  TYPE  OF  CARE  BY  STATE  FOR  RETIRED  PERSONNEL  CY  1967 


C*     a  hie  Arro  and  Slots 
•e<|fi>p 

Percent 
Admissions  ol  State  Total 

Averogo  Length  ol  Stay 

Number  el 
Admissions 

Medlcol 

Surgical 

Medlcol 

Surgical 

All  Coro 

•  w  nglond 

ConnActlcut 

84 

63. 1 

36.9 

13.0 

9.8 

11.8 

ot 

57.0 

43.0 

6.4 

9.8 

7.8 

ot«rie  u»0Ht 

60.0 

40.0 

10.2 

8.9 

9.7 

N«w  Homptnlv* 

■'' 

40.5 

8.4 

(.7 

8.5 

Rhod*  Itlond 

4i 

65.2 

34.8 

11.5 

8.6 

12 

54.5 

45.5 

5.6 

\7.i 

10.8 

Mtddl*  Ailontle 

N.w  J.r.ey 

71 

73.2 

26.8 

10.0 

12.5 

10.7 

New  York 

lOB 

66.7 

33.3 

11.2 

12.1 

11.5 

Peoniyiwonlo 

188 

56.5 

41. S 

9.1 

12.4 

10.5 

South  Allontlc 

Delowors 

13 

69.2 

30.8 

12.4 

20.0 

14.8 

District  of  Columbia 

52 

51 .9 

48.1 

12.1 

8.1 

10.2 

Florida 

1,161 

65.5 

34.5 

7.9 

9.3 

8.4 

Georgia 

443 

65.7 

34.3 

7.3 

'  11.0 

8.5 

Morirlond 

37 

54.1 

45.9 

16.4 

12.4 

14.5 

North  Corollno 

324 

64.8 

35.2 

8.8 

'  8!2 

8.6 

South  Corollno 

71.7 

28.3 

8.8 

9.5 

9.0 

Virginia 

244 

70.5 

29.5 

10.8 

9.7 

10.5 

Wett  Virginia 

67 

73.1 

26.9 

7.2 

8.8 

7.7 

_ 

'nil  "T'  *'"*° 

68.9 

31.1 

10.0 

11.6 

10.5 

Ifidlono 

Al 

64.2 

35.8 

9.1 

13.3 

10.6 

MIeh  Igon 

70.9 

29.1 

8.9 

7.5 

8.5 

Ohio 

138 

56.5 

43.5 

11.7 

11.4 

11.6 

Wticentin 

89 

70.8 

29.2 

7.8 

11.6 

8.9 

Eoit  South  Control 

Alebomo 

192 

67.2 

32.8 

6.6 

10.1 

7.8 

Kentucky 

126 

62.7 

37.3 

8.5  , 

8.3 

8.4 

Mil  siselppi 

209 

85.2 

14.8 

\  7.4 

7.3 

7.4  > 

69.3 

30.7 

8.2 

10.5 

8.9 

Wott  North  Control 

lowo 

81 

66.7 

33.3 

7.5 

9.4 

8.1 

Konsoi 

65.8 

34.2 

12.1 

10.4 

11.5 

MInneeoto 

164 

59.1 

40.9 

10.5 

12.5 

11.3 

Missouri 

233 

68.2 

31.8 

8.3 

9.6 

8.7 

Nebraska 

43 

72.1 

27.9 

6.1 

13.4 

8.1 

North  Dakota 

12 

50.0 

9.2 

South  Dakota 

24 

66.7 

33!3 

4.S 

10.6 

6.8 

West  South  Control 

Arkonso* 

255 

69.0 

31.0 

5.7 

8.8 

6.6 

Louisiana 

274 

67.2 

32.8 

6.3 

8.4 

7.0 

Oklahoma 

21 1 

65.4 

34.6 

7.8 

7.8 

.  7.8 

Teios 

866 

66.5 

33.5 

8.9 

9.7 

9.2 

Meuntoln 
Arliono 

214 

50.5 

49.5 

7.5 

10.4 

9.0 

Colorode 

143 

72.0 

28.0 

8.1 

6.9 

7.7 

Idaho 

56 

51.8 

48.2 

6.9 

8.6 

7.7 

Montana 

41 

63.4 

36.6 

6.1 

5.5 

5.9 

Nevada 

64 

59.4 

40.6 

4.8 

5.8 

5.2 

Ne»  Meilee 

68 

66.2 

33.8 

5.7 

5.2 

5.5 

Uloh 

28 

42.9 

57.1 

11.3 

9.9 

10.5 

Wyoming 

8 

75.0 

25.0 

4.5 

■  7.5 

5.3 

Pacllle 

Colllornio 

1.802 

63.8 

36.2 

10.9 

8.7 

10.1 

Oregon 

247 

54.7 

45.3 

8.0 

7.9 

8.0 

Woshlngton 

264 

57.6 

42.4 

6.1 

10.3 

7.9 

Alaska 

B 

37. S 

62.S 

5.7 

10.0 

8.4 

Hawaii 

21 

52.4 

47.6 

9.2 

7.3 

8.3 

Pworto  Hleo 

4 

SO.O 

50.0 

7.0 

8.5 

7.8 

U.S.  and  Puerto  Rico 

9.797 

64.9 

3S.1 

a.8 

9.5 

9.0 

•  Botsd  on  all  claim*  precosted  through  30  April  1968.  Duo  lo  log  In  lubmUolan  •(  clolms.  CY  1967  »4mt»ti»n»  Mpeotonf  obotrt  N%  af 
-•■poctod  total  sdmlf  lions. 
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CHART  14. 

OUTPATIENT  PRESCRIPTION  UTILIZATION*  CY  1967 


ARMY 


NAVY 


■;-;-;-;-;>;-;1   0»pait4»ntt  •!  Acllv*  Duty  P«r»«mi*l. 

2xXA8d   lUlirW  Partomwl,  0»pn4»mt%  »t  R«tlr«d  or  DccMtW  PcfsaiiMl. 

_1  "T.««r* 

U%»4  M  all  clalMt  pf«c»it*4  tKrMfK  30  A^ll  I96S. 

CHART  15. 

OUTPATIENT  PRESCRIPTION  EXPENDITURES*  CY  1967 


Umiwlt  tH  Dalian 


S  177,7«7 


i  116,085 


Da^aarfaaf*  al  Acltva  Oaty  Pattaaaat. 
RalbaJ  Paraaaaal,  DapaaiaMt  al  RatltaJ  at 


Uf4  aa  all  clahat  racattarf  iWaafli  30  Ayrll  IfM.   CacMaa  aMaUlMtla*  CMH. 
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Table  21  shows  the  average  cost  to  the  government  per  prescription  er 
BRANCH  or  SERVICE  or  sponsor  and  by  category  or  BENEriciARY.    In  terms  or 

THE   TWO  categories   Or   BENEr IC lARIES,  *(  I )   DEPENDENTS   Or   ACTIVE  DUTY  PERSON- 
NEL,   AND    (2)    RETIRED   PERSONNEL  AND  DEPENDENTS   Or   RETIRED  OR  DECEASED   PER-  ' 
30NNEL,    THIS  AMOUNTED  TO  $3.l6  AND   $3 .26,  RESPECT  I VELY,    AN  AVERAGE  COST  Or 
$3.22.      The  AVERAGE  TOTAL  PRESCRIPTION  CHARGE,    INCLUDING  THE  GOVERNMENT'S 
SHARE  AND  THE   BENEr I C I A RY ' S   RESPONSIBILITY,   WAS  APPROXIMATELY   $H.t3.  A 
NOTABLE  DirrERENTIAL  EXISTS  BETWEEN  THE  AVERAGE  TOTAL  PRESCRIPTION  CHARGE 
rOR  DEPENDENTS  Or  ACTIVE  DUTY  PERSONNEL   ($3.90)  AND  THAT  rOR  RETIRED  CATE- 
GORIES  ($**.35)»      This  OirrERENTIAL    is  explained  by  HIGHER  UTILIZATION  Or 
MORE  EXPENSIVE  DRUGS   BY  THE  RETIRED  CATEGORIES,   AS  RErLECTCO    IN  THE  TOP  TEN 
THERAPEUTIC  CLASS ir I  CAT  I ONS  REPORTED    IN  TABLE  22. 


TABLE  21. 

AVERAGE  COST  TO  GOVERNMENT  PER  PRESCRIPTION  BY  BRANCH  OF 
SERVICE  OF  SPONSOR  AND  CATEGORY  OF  BENEFICIARY* 
CY  1967 


Bfoneh  of  S«rvUt 

DciMftdtnli  el  Active  Duty  Pertennel 

Retired  Pertennel  and  Dependent*  el 
Retired  or  Deceeied  Periennel 

Telel  All  Benellelerlee 

Pretctiptlont 

Cevemmeni 
Cost 

A.,.  Cev'l 
Ceti 
per  RX 

Number  el 
Preicrlptlent 

Cevemmeni 
Cett 

Av9.  Cev'l 
Cell 
pt  RX 

Number  el 
Pretcrlptlent 

Cevemmeni 
Ceil 

Avg.  Cev'l 
Ce>t 
p.r  RX 

ARMY 

AIR  FORCE 
NAVY  MC 
P  H  S 

13.231 
n.«63 
U.MI 
1.471 

S  41,244.63 
37.629.«9 
43.949.47 
4,721.15 

»3.12 
3.23 
3.13 
3.21 

26.540 
15.876 
21,585 
1.612 

$  86,522.27 
50,082.27 
72.135.64 
5.452.24 

$3.26 
3.15 
3.34 
3.38 

39,771 
27,539 
35.646 
3,083 

$  127,766.90 
87.712.26 
116,085.(1 
10,173.39 

$3.21 
3.19 
3.26 
3.30 

Teiol  All  Broneh»> 

40.426 

S  127.545.24 

S3.t« 

65,613 

$214,192.42 

$3.26 

106,039 

$341,737.66 

$3.22 

'  B«t*4  an  all  claloii  »roc*tt*d  t 

ueufh  30  AprI 

1968.  E>e 

ludet  edmlnlttti 

Dilve  eeett. 

H — ' 

TABLE  22. 

NUMBER  OF  PRESCRIPTIONS  AND  GOVERNMENT  COST  FOR  TOP  TEN 
THERAPEUTIC  CLASSIFICATIONS  BY  CATEGORY  OF  BENEFICIARY* 
CY  1967 


Dependent!  tf  Active  Det^r 
PeMennel 

Retired  Pertennel  end  Depandenti 
el  Retired  er  Oeceated  Periarmel 

Tetel  All  Benafltterlei 

Meier  Phermaeeletleal  Cleetlflcetlen  •!  Dnift 

Number  el 
PreierlptlaMe 

Cevt.  Ceil 

Number  e( 
Pretcrlptlenl 

Cavi.  Cett 

Number  e( 
Ptaterlpilene 

Cevi.  Ceet 

1 

Ptycketreplc  Dru«e 

(Ttenqulllieti  end  PerdieellimlmM  ) 

6,673 

t  38.007.16 

11.453 

t  47.545.46 

18.134 

S  75,553.63 

I 

Anil  ■  Inleetlvei 

( Antlbletlct.  $vllenemlde(,  Me.) 

6,079 

22.387.33 

6.163 

23.579.09 

13.342 

45.866.41 

3 

Sedeilvei  end  Hirpneilee 

2,027 

3.S31.44 

4,465 

7,975.71 

6.512 

11.507.1$ 

4 

Anelgetlce  ■  Hen  ■  Narcetic 

1.863 

$.337.57 

3.757 

11.729.53 

5,619 

16.957.10 

5 

Cerdleveicular  end  AntlhrpeHentlvei 

688 

2.599.38 

3,611 

13.161.62 

4.299 

15.760.90 

« 

Anel«e>lc«  ■  Herceile 

1.161 

2.505.13 

3.536 

6.231.44 

3.697 

8.736.57 

7 

Ceu«k  end  Celd  Prepaeetlene 

1.783 

3.996.46 

1.854 

4.436.63 

3.637 

8.433.08 

8 

Anlkkellnerflce 

1.1S3 

3.153.30 

3.333 

7.344.40 

1.486 

10.497.70 

9 

AnIIKIaiemlnes 

1.306 

2.787.11 

1.807 

4.087.17 

3.113 

6.874J8 

10 

$<ereldt 

1.053 

3.531.05 

1.680 

5.394.M 

J.  733 

8.816.01 

*  TtM  lep  len  mejer  tlierepewtic  cUetHlcetlant  el  ^ 
«tw  terel  106.039  preectlptlwt*       $MI.7J7.M  •■ 
CacMae  Wiel«l«fn4tv*  <Mt(. 

*«tlpll«*«  Mce 

mf  lar  «),4«2  c 

bl«ie<6eK)Ma 
bit  CY  tM7. 

caet  ta  ffca  tarafwi 
m4  an  aN  alatate  f 

MM  al$ra.*9l.l3  (6l«)af 
naaiaaJ  Ihfaafli  30  ApNl  l«a. 
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The  comparative  utilization  of  prescription  volume  by  region,  cateoory 
of  beneficiaryi  and  branch  of  service  of  sponsor  is  reflected  in  table  23* 
The  volume  of  prescription  claims  under  the  program  has  been  somewhat  less 

THAN  was   predicted    INITIALLY.      ThE   NEED   TO  MEET  A  DEDUCTIBLE   HAS   BEEN  THE 
SINGLE   MOST    INFLUENTIAL  FACTOR  WHICH  HAS   REDUCED   THE   NUMBER  OF  PRESCRIP- 
TIONS.   Fiscal  administrators  estimated  that  approximately  half  of  any 

GIVEN  DEDUCTIBLE  CONSISTED  OF   PRESCRIPTION  DRUGS.      THUS,    IN  ErrCCT,  THE 
patient  WHO  RE^QUIRED  LARGE  AMOUNTS  OF  DRUGS  RECEIVED  THE  GREATEST  BCNEFIT 
AMONG  THOSE  UTILIZING  THIS   PORTION  OF   THE  PROGRAM. 


TABLE  23. 

PRESCRIPTION  VOLUME  BY  REGION.  CATEGORY  OF  BENEFICIARY, 
AND  BRANCH  OF  SERVICE  OF  SPONSOR* 
CY  1967 


ARMY                   y                AIR  FORCE 

NAVY  ■  MARINE  CORPS 

PUtLKMEALTN  JERVICE 

RtCION 

Actio.  OirtT 

RMIt.4  m4 

RMIr.4  m 
0M..I.4 

AOIM  Dulf 

R.(l>.4  m4 
DM..I.4 

Ac)l»*  Oulf 

RMk.4  .f<4 
D.«..W.xi>  .« 
•«lr.4  m 
DMM..4 

D.p>w<.wii  tt 

R.Hra4  M>4 
O.M»4«.i. 
RmW4  m 

N.w  Cnf  Iwtrf  S«.t.. 

3.150 

M« 

421 

3*1 

U 

1.114 

733 

It* 

17 

MIMI.  A)l«<llc  Umtmt 

4.SI4 

M7 

I.S}« 

3*3 

42* 

727 

340 

77 

122 

imk  AiImiIc  St.m 

Jt.WJ 

i.tm 

7.712 

3,304 

4.3*4 

l.«30 

4.M* 

tit 

431 

4.340 

I.IIO 

1,*}} 

110 

7»7 

til 

•40 

141 

7* 

E.lt  Sm*K  C«nt*.l 

s.t;i 

l,M2 

I.7IS 

*e« 

«I7 

HI 

410 

13 

21 

••••  N«ll.  CMral 

».«2» 

St7 

l.44« 

704 

(14 

703 

1,171 

1 

M 

l«,4M 

1.410 

4.«H 

1.344 

3.110 

1.112 

1.014 

117  . 

171 

7.4tl 

l.»0 

2.073 

147 

1.123 

1.004 

1.137 

11 

IS 

PrntUlt  StM« 

H.I** 

1.340 

S,2lt 

1,»13 

1.104 

4,l» 

♦.$«♦ 

17$ 

T«Ml  All  t«m.  otJ 
^MH.  *l» 

\».m 

11.13t 

M.540 

11,M3 

,,..74. 

M.B»I 

ll.MS 

1,471 

l,»ll 

•  %m4  m  sll  tUtmt  *n*n«W  rtmaf !•  M  April  ItM. 
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SECTION  IV. 

CHRONIC  MEDICAL  CONDITIONS;  NERVOUS.  MENTAL.  AND  EMOTIONAL  DISOROERS;  AND 
PROGRAM  FOR  THE  HANDICAPPED 


1.  GENERAL.  Prior  to  I  January  1967*  the  date  when  the  Military  Medi- 
cal Benefits  Amendments  or  I966  became  fully  effective,  the  Health  Resources 
Information  Center  was  organized  to  gather  information  concerning  special 

CARE  AND   treatment   FACILITIES,    PROGRAMS,    AND  SERVICES  THROUGHOUT  THE  COUNTRY. 

The  PURPOSE  was  to  assist  in  obtaining  appropriate  service  for  mentally 

RETARDED  AND   HANDICAPPED  DEPENDENTS  OF  ACTIVE  DUTY  PERSONNEL.     AlSO,    IT  WAS 
necessary   to  establish  an  organization  to  PROVIDE  AN  ADMINISTRATIVE  CAPA- 
BILITY TO  CARRY  OUT  THE  PROVISIONS  OF  THE  LAW  AND    IMPLEMENTING  DIRECTIVES 
FOR  TWO  AREAS,   NAMELY,    (l)   THE  REVIEW  OF  CASES  OF  CHRONIC  CONDITIONS,  AND 
MENTAL,   NERVOUS,   AND  EMOTIONAL  DISORDERS  REQUIRING  CONTINUOUS  HOSPITALIZA- 
TION   IN  EXCESS  OF  45  DAYS,   AND   (2)   THE   PROGRAM  FOR  THE  HANDICAPPED. 

A  FLEXIBLE   POLICY  WAS  ESTABLISHED    IN  ORDER  TO  LEARN  FROM  EXPERIENCE, 
WITH  THE  GENERAL  GUIDELINE  THAT  THE  CHAMPUS  WAS    INTENDED  TO  ASSIST  BENEFI- 
CIARIES   IN  OBTAINING  SERVICES  OF  HIGH  QUALITY.     WiTH  THIS  GUIDELINE    IN  VIEW, 
PERSONALIZED  ASSISTANCE  AND  SERVICE  TO  APPLICANTS  WERE  EMPHASIZED.  In 
ADDITION,   COORDINATION  WAS  EFFECTED  WITH  SUCH  AGENCIES  AS  MIGHT  ASSIST  THL 
BENEFICIARIES    IN  ANY  WAY,   TO    INCLUDE,   BUT  NOT  LIMITED  TO,   ArmY  COMMUNITY 

Service,  Vocational  Rehabilitation,  social  work  service  of  military  medical 

FACILITIES,   AND  THE  AMERICAN  REO  CROSS. 

An  additional  goal  was  to  collect  data  on  standards  of  care  to  insure 

THAT  beneficiaries  RECEIVED  CARE  OF  HIGH  QUALITY.     CONSIDERABLE  PROGRESS 
HAS   BEEN  ACHIEVED  THROUGH   REVIEW  OF   TREATMENT  PROGRAMS;   CORRESPONDENCE  WITH 
NATIONAL  AND  STATE  AGENCIES,   AND  PRIVATE  SOURCES  OF  CARE;   AND  THE  INFORMA- 
TION GATHERED  BY  THE  HEALTH  RESOURCES    INFORMATION  CENTER.     By  MEANS  OF 

automatic  data  processing,  a  wide  range  of  information  has  been  collected 
for  statistical  analysis.  i 

Cases  of  chronic  physical  conditions,  nervous,  mental,  and  emotional 
disorders,  and  physical  handicap  were  reviewed  with  the  purpose  of  determin- 
ing whether  the  care  qualified  as  an  authorized  benefit  of  champus,  whether 
the  care  could  be  provided  more  economically  elsewhere  under  the  program,  and 
whether  the  dependent  would  significantly  benefit  from  the  proposed  manage- 
MENT PLAN.    Additionally,  except  for  handicapped  individuals,  it  was  necessary 

TO  DETERMINE  THAT  THE  PATIENT  WAS  NOT  RECEIVING  DOMICILIARY  OR  CUSTODIAL  CARE. 

2.  CHRONIC  MEDICAL  CONDITIONS.    During  CY  1 967,  a  total  of  1 72  cases 

INVOLVING  CHRONIC  MEDICAL  CONDITIONS   REQUIRING  HOSPITALIZATION    IN  EXCESS  OF 
,^5  DAYS  WERE   REVIEWED    IN  OCHAMPUS.      TABLE  2k  SHOWS  THAT,    OF  THE  TOTAL  NUMBER, 
10^  PATIENTS  WERE  DEPENDENTS  OF   ACTIVE  DUTY   PERSONNEL,  WERE   DEPENDENTS  OF 

RETIRED  OR  DECEASED  PERSONNEL,   AND    1^*  WERE  RETIREES.      In  GENERAL,   AMONG  DEPEN- 
DENTS,  THERE  WERE  MORE  THAN  TWICE  AS  MANY  FEMALE  PATIENTS  AS  MALE.  THIS 
DOMINANCE    IS  NOTED  PARTICULARLY    IN  THE  AGE  GROUP  20  TO  59  AMONG  DEPENDENTS 
OF  ACTIVE  DUTY  PERSONNEL,  AND   IN  AGES  ABOVE  kO  I N  "pEPENOENTS  OF  RETIRED  OR 
DECEASED  PERSONNEL.     tUtRZ  WERE  NO  FEMALE  PATIENTS  AMONQ  RETIRED  PCRSONNCL. 
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TABLE  24. 

NUMBER  OF  CASES  APPROVED  FOR  HOSPITALIZATION  IN  EXCESS  OF  45  DAYS  FOR 
CHRONIC  MEDICAL  CONDITIONS  BY  AGE  AND  STATUS  OF  PATIENT  CY  1967 


Dapandenit  of 

Dapandenlt  of  Retlrad 

Ratlrad  Partonnal 

Aga  Cfoup 

Acllv 

R  Duly 

Of  Dacaotad  Partonnal 

TOTAL 

MoU 

MoU 

FamoU 

M«l* 

Pamola 

0  -  9 

19 

16 

1 

4 

40 

10  -  19 

B 

10 

5 

1 

24 

20  -  29 

5 

17 

2 

1 

25 

30  .  39 

16 

1 

4 

21 

40  •  49 

11 

2 

10 

3 

26 

50  -  59 

2 

5 

12 

6 

25 

60  + 

1 

5 

5 

It 

Tetalt 

32 

72 

17 

37 

14 

172 

Tables  25,  26,  and  27  categorize  hospitalizations  in  excess  of  days 

FOR  chronic   medical  CONDITIONS  ACCORDING  TO  DIAGNOSIS  AND  AGE  AND  STATUS  OF 
THE   PATIENT.      THE  HOST  FREQUENTLY  OCCURRING  CONDITION  WAS  TUBERCULOSIS, 
WITH  32  CASES.      The  second  most  commonly  encountered  CONDITIONS  WERE  CANCER 
AND  DISEASES  OF  THE  NERVOUS  SYSTEM,   WITH  2^1  CASES  EACH.      THERE  WERE  20  CASES 
OF  DISEASES  OF  THE   HEART  AND  BLOOD  VESSELS.     THE  REMAINDER  OF   THE  CASES  WERE 
DISTRIBUTED  AMONG  A  WIDE  VARIETY  OF  DIAGNOSTIC  CLASSIFICATIONS,   AS  SHOWN  IN 
THE  TABLES. 

TABLE  25.  . 

NUMBER  OF  CASES  APPROVED  FOR  HOSPITALIZATION  IN  EXCESS  OF  45  DAYS  ' 


FOR  CHRONIC  MEDICAL  CONDITIONS  AMOUNG  DEPENDENTS  OF  ACTIVE 
DUTY  PERSONNEL  BY  AGE  AND  DIAGNOSIS  CY  1967 


AGES 

DIAGNOSIS 

0.9 

10.  19 

20  •  29 

30-39 

40.49 

50  .  59 

60-f- 

Totol 

TubarculotI* 

6 

3 

7 

3 

3 

22 

Dlsaoiea  of  tha  Narveus  Syatam 
(  Excluding  Naeploami ) 

5 

1 

7 

1 

1 

15 

Conear 

3 

1 

4 

4  ' 

12 

Cenganltal  Anemollaa 

9 

2 

11 

Cafdlevosculor  Diaaosa 

3 

2 

1 

2 

1 

9 

Diaaota*  of  tha  Urinary  Tract 

2 

2 

2 

6 

Lota  Eflecta  of  Bona  Fractutaa 
(Including  Cord  ln|wrlaa  ) 

2 

2 

1 

5 

Dlaaoaaa  of  tha  Blood  and  Blood-  Forming 
Orgona 

2 

1 

3 

Syphllla 

3 

3 

Dlobataa 

1 

1 

2 

Banign  Tumors 

1 

Cteffheala 

1 

1 

4 

4 

2 

3 

1 

14 

TOTALS 

35 

11 

23 

16 

11 

2 

104 

39 
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TABLE  26. 

NUMBER  OF  CASES  APPROVED  FOR  HOSPITALIZATION  IN  EXCESS  OF  45  DAYS 
FOR  CHRONIC  MEDICAL  CONDITIONS  AMONG  DEPENDENTS  OF  RETIRED 
AND  DECEASED  PERSONNEL  BY  AGE  AND  DIAGNOSIS  CY  1967 


DIAGNOSIS 

AGES 

0-9 

10  .  19 

20-29 

30-  39 

40  .  49 

SO  .59 

«0  + 

Totol 

Coneef 

2 

2 

4 

2 

10 

Tub!"ulotl. 

2 

3 

3 

1 

1 

10 

Diseases  of  th«  Narveus  Syitam 

(Excluding  Neepiatms) 

3 

3 

3 

9 

Cordlevasculer  Dlsaot* 

2 

1 

2 

5 

Lote  Effects  of  Bone  Fraeturot 

(Including  Cerd  Injury) 

t 

2 

2 

5 

Benign  Tumor* 

1 

2 

CirrhesU 

2 

2 

Organs 

1 

1 

CengenHol  Anemoltos 

1 

1 

Dlsaosos  of  fh«  Urinary  Systom 

1 

1 

Other 

2 

1 

4 

1 

8 

TOTALS 

5 

6 

3 

5 

12 

17 

6 

54 

TABLE  27. 

NUMBER  OF  CASES  APPROVED  FOR  HOSPITALIZATION  IN  EXCESS  OF  45  DAYS 
FOR  CHRONIC  MEDICAL  CONDITIONS  AMONG  RETIRED  PERSONNEL  BY 
AGE  AND  DIAGNOSIS  CY  1967 


DIAGNOSIS 

AGES 

40  .  49 

SO  .  59 

60  + 

Total 

Cardiovascular  DUeosaa 

1 

2 

3 

6 

Cancer 

1 

1 

2 

2 

3 

1 

6 

TOTALS 

3 

6 

5 

14 

TABLE  28. 

NUMBER  OF  CASES  APPROVED  FOR  HOSPITALIZATION  IN  EXCESS  OF  45  DAYS  FOR  NERVOUS, 
MENTAL,  AND  EMOTIONAL  DISORDERS  BY  AGE  AND  STATUS  OF  PATIENT  CY  1967 


PATIENT  RELATIONSHIP 

AGE 

NERVOUS.  MENTAL  AND 
EMOTIONAL  DISORDERS 

15  and  «mdar 

311 

DEPENDENTS  OP  ACTIVE  DUTY  PERSONNEL 

16  and  ever 

4ll 

15  and  undoe 

71 

DEPENDENTS  OF  RETIRED  OR  DECEASED  PERSONNEL 

M  and  ovar" 

23« 

RETIRED  PERSONNEL 

23 

TOTAL 

1.124 

40 
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About  6o%  or  those  surrcniNo  from  chronic  medical  conditions  wcrc  hos- 

PITALIZCD  rOR  three  MONTHS  OR  LESS.  FEWER  THAN  ONE  PERCENT  OF  THE  CASES 
REQUIRED  HOSPITALIZATION  FOR  MORE  THAN  12  MONTHS.  THE  ESTIMATED  AVER  GC 
MONTHLY   COST   PER   HOSPITALIZATION  FOR   CHRONIC   MEDICAL   CONDITIONS   DURINU  CY 

I9r,7  WAS  $I,3H9. 

3.    NERVOUS,  MENTAL,  AND  EMOTIONAL  DISORDERS.    During  Calendar  Year 

1967,   86.7%  OF   ALL  CASES  APPROVED  FOR  HOSPITALIZATION    IN  EXCESS  OF  DAYS 
WERE   FOR   NERVOUS,    MENTAL,   AND  EMOTIONAL  DISORDERS.      |t    IS   SIGNIFICANT  TO 
NOTE    THAT   THESE   CONDITIONS   REPRESENTED  ONLY   EIGHT   PERCENT   OF   ALL  PSYCHIATRIC 
HOSPITALIZATIONS.      BY   WAY   OF   COMPARISON,    PSYCHIATRIC   CONDITIONS  REQUIRING 
HOSPITALIZATION  FOR  FEWER  THAN    I5  DAYS  ACCOUNTED  FOR  OF  ALL  PSYCHIATRIC 

ADMISSIONS.     ALTHOUGH   PATIENTS  AGE    I5  AND  UNDER  ACCOUNTED  FOR  ONLY  EIGHT 
PERCENT   OF  ALL   PSYCHIATRIC  ADMISSIONS,    THEY   REPRESENTED  3^  0^   THOSE  CASEd 
REQUIRING  CONTINUOUS  HOSPITALIZATION    IN  EXCESS  OF         DAYS.      (TABLC  28.)  i 


During  CY  \36'J,  a  total  of  1,12^  cases  requiring  hospitalization  in 
excess  of      days  for  nervous,  mental,  and  emotional  disorders  were 
reviewed.    a  breakdown  by  major  diagnostic  category  may  be  found  in  table 
29>    Table  30  shows  a  breakdown  by  major  diagnostic  category  for  all  hospi- 
talizations FOR  NERVOUS,  MENTAL,  AND  EMOTIONAL  DISORDERS,    INCLUDING  HOSPI- 
TALIZATIONS OF   LESS  THAN  DAYS. 

TABLE  29. 

DISTRIBUTION  BY  MAJOR  DIAGNOSTIC  CATEGORY  AMONG  CASES,  APPROVED  FOR 
HOSPITALIZATION  IN  EXCESS  OF  45  DAYS  ^OR  NERVOUS,  MENTAL„AND 
EMOTIONAL  DISORDERS  AMONG  CHILDREN  AND  ADULTS  CY  1967 


Chlldrvn  IS  yswa 

Adults  16  yaofs 

ICD  A  DIAGNOSIS 

Tetol 

and  undar 

and  evot 

Acute  Broln  Disorders   300  •  307* 

1 

5 

6 

Chronic  Brain  Disorders   308  •  317 

21 

26 

47 

Psychotic  Disorders  318  •  322 

Affective  Reoctlon  •  319 

3 

36 

39 

Schizophrenic  Reaction  •  320 

119 

354 

473 

Others  318,  321,  322 

8 

37 

45 

Psychophysiologic 

Autonomic  and  VIscerol  Disordera  -  323 

1 

1 

Psychoneurotic  Disorders  •  324 

56 

161 

217 

Personality  Disorders  325  •  328 

170 

123 

293 

Mental  Deficiency  •  329** 

3 

3 

TOTALS 

382 

742 

1,124 

*  Numbers  eemspend  Is  Intamaflenol  Classlflcotlen  of  Dlsaotat,  Adopted. 
**  Raqulrod  traotmant  for  acwtaly  dUfiwfcad  bahovlor,  no*  mantol  rolavdatlon. 
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TABLE  30. 

TOTAL  NUMBER  OF  HOSPITALIZATIONS  INCLUDING  THOSE  OF  LESS  THAN  45  DAYS 
BY  MAJOR  DIAGNOSTIC  CATEGORY  FOR  ALL  NERVOUS,  MENTAL  AND 
EMOTIONAL  DISORDERS  AMONG  CHILDREN  AND  ADULTS  CY  1967 


ICD  A  DIAGNOSIS 

Children  1 5  years 

Adults  16  years 

Toiol 

Acute  Brain  Disorder*   300  -  307  ** 

79 

1,867 

i-hronlc  Drain  i^lftoraert   JUo  -  Jl/ 

1 10 

2  553 

2,663 

Psychotic  Disorders   318  •  322 

Affecllve  Reactions  •  319 

1 

112 

Schixophrenic  Reactions   -  320 

140 

1,616 

1,756 

Others  .  318,   321.  322 

69 

1,255 

1,324 

Psychophysiologic 

Autonomic  and  Visceral  Disorders  •  323 

10 

163 

173 

Psychoneurotic  Disorders  •  324 

215 

3,911 

4,126 

Personality  Disorders  325  •  328 

397 

1,002 

1,399 

Mental  Deficiency  329  *** 

16 

7 

23 

TOTALS 

1,037 

12.486 

13,523 

*  Bosed  on  all  claims  processed  through  30  April  1968.  Due  to  lag  In  submission  of  claims.  Calendar  Year 
1967  admissions  represent  about  98%  o(  expected  total  admissions. 
**  Numbers  correspond  to  International  Classification  of  Diseoses,  Adapted. 
***  Required  Iraotment  for  acutely  disturbed  behavior,  not  mental  retardation. 


The  COST  or  each  psychiatric  hospitalization  for  more  than  U5  days 

AVERAGED   $878  PER  MONTH.     APPROXIMATELY  55^^  OF   THE  HOSPITALIZATION  COSTS 
WERE   LESS   THAN   $1000  PER  MONTH.     OnLY    1 3^  COST   $1^00  OR  MORE   PER  MONTH. 

Psychiatric  care  accounted  for  9.5$^  of  total  hospital  costs  and  six  percent 

OF   TOTAL   PHYSICIAN  COSTS.      IT    IS  PERTINENT  TO  POINT  OUT   THAT  APPROXIMATELY 
60%  OF  EXPENDITURES  FOR  OUTPATIENT  CARE  DURING  CY   I967    WAS    FOR  TREATMENT 
OF   PSYCHIATRIC  CONDITIONS. 


k,    PROGRAM  FOR  THE  HANDICAPPED.    The  Program  for  the  Handicapped  was  a 

UNIQUE  UNDERTAKING  WHICH  REQUIRED  THE  DEVELOPMENT  OF  GUIDELINES,  STANDARDS, 
AND  POLICIES,    PARTICULARLY    IN  REGARD  TO  TRANSPORTATION,    HOME  TREATMENT, 
"other  SERVICES,"  DURABLE   EQUIPMENT,   AND  ADEQUACY  OF   PARTICIPATING  FACILI- 
TIES.   Governing  directives  required  prior  approval  by  the  Executive  Director 

BEFORE  AN    INDIVIDUAL  COULD  BE  ACCEPTED  FOR  PARTICIPATION  UNDER  THE  PROVISIONS 
OF  THE  PROGRAM.     THE  REVIEW  OF  CASES  RELATIVE  TO  PATIENTS  SUFFERING  SERIOUS 
PHYSICAL  HANDICAP  ANo/oR  MODERATE  OR  SEVERE  MENTAL  RETARDATION  HAS  ESSEN- 
TIALLY THE  SAME  OBJECTIVE  AS  THAT  CONOUCTCD  FOR  THE  CHRONIC,  MENTAL,  NERVOUS, 
OR  EMOTIONAL  DISORDER  CASES •  "  ^ 
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In  CY    1967,    1,909  APPLICATIONS  FOR  ACCEPTANCE   UNDER  THE   PROGRAM  WERE 

APPROVED.    This  modest  figure  may  be  attributable  in  part  to  an  iNsurriciCNT 

UNDERSTANDING   OF   THE   PROGRAM,    THE   EXCLUSION  OF   PRIVATE   FOR   PROFIT  RESIDENTIAL 
FACILITIES,    AND   THE   CONSIDERABLE   NUMBER  OF   POTENTIAL   BENEFICIARIES  ONLY 
MILDLY   RETARDED.      In  ADDITION,    THE   SPONSOR'S  MONTHLY  DEDUCTIBLE  FREQUENTLY 
EXCEEDED   THE   TOTAL  MONTHLY  COSTS   TO   POTENTIAL   BENEFICIARIES  ALREADY  ENROLLED 
IN   TREATMENT  PROGRAMS. 

As  OF  30  April  I968,  $l,|l*2,87H  had  been  expended  in  support  of  ie 
Program  for  the  Handicapped  for  care  provided  in  CY  I967,  or  which  ^k^fZkz 
was  for  care  for  the  mentally  retarded  and  $^95*632  WAS  FOR  services  for  the 

PHYSICALLY  HANDICAPPED. 

Table  3I  compares  the  number  of  physically  handicapped  with  the  number 
of  mentally  retarded  patients  treated  under  the  program  for  the  handicapped. 
Table  32  categorizes  patients  by  branch  of  service  of  sponsor  and  accord inq 
TO  whether  the  sponsor  was  in  officer  or  enlisted  status. 


TABLE  31. 

CASES  APPROVED  UNDER  THE  PROGRAM  FOR  THE  HANDICAPPED  CY  1967 


Januory  -  June  1967 

July  •  December  1967 

Totol 

Phyticolly  Handicapped 

436 

600 

1,036 

Mentally  Retarded 

419 

454 

873 

TOTAL 

855 

1.054 

1,909 

TABLE  32. 

DISTRIBUTION  OF  CASES  APPROVED  FOR  CHILDREN  AND  SPOUSES  UNDER  THE  PROGRAM 
FOR  THE  HANDICAPPED  BY  BRANCH  OF  SERVICE  AND  STATUS  OF  THE  SPONSOR  CY  1967 


Number  of  Children  Approved 

Number  of  Speute*  Approved 

Branch  of  Service 

Dependents 

Dependent* 

Dependent* 

Dependent* 

Total 

ol  Officer* 

of  EnlUted 

el  Offlcct* 

of  EnlUterf 

ARMY 

182 

342 

8 

35 

567 

AIR  force 

232 

615 

12 

29 

088 

navy 

ne 

198 

4 

5 

325 

MARINE  corps 

34 

54 

0 

4 

92 

coast  guard 

10 

14 

0 

1 

25 

P  H  S 

9 

1 

2 

0 

12 

E  S  S  A 

0 

0 

-0 

0 

0 

totals 

5S5 

1,224 

26 

74 

1,909 
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a  breakdown  by  categories  is  tound  in  tables  33  and     ,    table  35 
shows  the  major  items  of  durable  equipment  approved  for  purchase  under  the 
Program  for  the  Handicapped. 


TABLE  33. 

NUMBER  OF  PHYSICALLY  HANDICAPPED  AND  MENTALLY  RETARDED  CASES  APPROVED  FOR 
RESIDENTIAL  CARE  IN  PUBLIC  AND  IN  PRIVATE  NON-PROFIT  FACILITIES  CY  1967 


PUBLIC  FACILITIES 

PRIVATE  NON-PROFIT 
FACILITIES 

CATEGORY 

No.  Cases 
Appfoved 

Est.  Average 
Monthly  Cost  * 

No.  Cases 
Approved 

Est.  Average 
Monthly  Cost  * 

TOTAL 
CASES 

Physically  Hondicapped 
Mentally  Retarded 

69 
448 

$330 

$  183 

123 
262 

$353 
$249 

192 
710 

*  Total  cost  before  deductloti  of  the  tpontor't  monthly  share,  as  determined  by  his  pay  grade. 
Therefore,  octual  cost  to  the  government  was  less  (  see  Chart  4  for  sliding  scale  of  sponsor's  share ). 


TABLE  34. 

NUMBER  OF  PHYSICALLY  HANDICAPPED  AND  MENTALLY  RETARDED  CASES  APPROVED 
FOR  NON  .  RESIDENTIAL  CARE  (Day  Care,  etc).  CY  1967 


CATEGORY 

Number  of  Coses  Approved 

^  Estimated  Averoge  Monthly  Cost  * 

Physically  Handicapped 
Mentally  Retarded 

844 

163 

$217 
$136 

*  Total  cost  before  deduction  of  the  sponsor's  monthly  shore,  as  determined  by  his  pay  grode. 

Therefore,  actual  cost  to  the  government  was  less  (see  Chart  4  for  sliding  scale  of  sponsor's  share). 


TABLE  35. 

QUANTITY  AND  COST  OF  MAJOR  ITEMS  OF  DURABLE  EQUIPMENT  APPROVED  FOR  PURCHASE 
UNDER  THE  PROGRAM  FOR  THE  HANDICAPPED  CY  1967 


Type  of  Duroble  Equipment 

Quantity  Authorised  For  Purchase 

Average  Estlmoted  Cost  per  Item 

Hearing  Aid 

254 

$291 

Wheel  Choir 

49 

$249 

Nebuliier 

50 

$392 

Prosthetic  &  Orthopedic  Devices 

99 

$187 

OTHER 

23 

$160 
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As  AN    IMPOMTANT  ADJUNCT   TO  THC   PROGRAM  TOR  THC   HaNDICAPPCD,    THE  HCALTN 

RCSOURCCS    tNrORMATlON  CCNTCR  MAINTAINS   ONE   Or    THC   LARGEST   SINGLE  REPOSI- 
TORIES  or    INFORMATION    IN   THE    NATION   CONCERNING   SPECIAL   CARE   AND   SOURCES  Or 
TREATMENT.       ITS   FILES   CONSIST   OF    NATIONAL,    STATE,    REGIONAL,    AND  LOCAL 
DIRECTORIES,    LISTINGS,    BROCHURES,    AND   OTHER  DESCRIPTIVE    INFORMATION  CON- 
CERNING  HEALTH  AND  WELFARE   SERVICES   THROUGHOUT   THE   NATION  AND  ON  OR  NEAR 
OVERSEAS    INSTALLATIONS.     AN  ESTIMATED  80,000  AGENCIES  AND  FACILITIES  ARE 
LISTED,    RANGING   FROM  SPECIAL  EDUCATION  CLASSES  FOR   RETARDED  CHILDREN  TO 
SPECIALIZED  CLINICS   PROVIDING  CARE   FOR  PERSONS  WITH  PARTICULAR  DISEASES. 
In  order   TO  KEEP   THE  FILES  AS  CURRENT  AND  COMPLETE  AS   POSSIBLE,    CONTACT  IS 

maintained  with  a  variety  of  organizations  and  agencies. 

Assistance  is  given  to  military  families,  particularly  those  with 
handicapped  members,  by  providing  such  information  as  location,  costs,  and 

services  AVAILABLE   FROM  SPECIAL  CARE   RESOURCES.      INQUIRIES,    BOTH  WRITTEN 
AND   TELEPHONIC,   ARE   RECEIVED  FROM    INDIVIDUAL  SERVICEMEN,      THEIR  DEPENDENTS, 
AND  ACTIVITIES   PROVIDING   CARE  FOR  DEPENDENTS.     DURING  CY    I967,  APPROXI- 
MATELY  3,250    INQUIRIES  WERE   PROCESSED.     Of   THIS   TOTAL,   AN  ESTIMATED  "^0% 
WERE  FROM    INDIVIDUALS,    kO%  WERE   FROM  OTHER  OFFICES  OF  OCHAMPUS,   AND  J0^^ 
WERE  FROM  SERVlCt  ACTIVITIES   (sUCH  AS  ARMY  COMMUNITY  SERVICE  CENTERS) 
ASSISTING  PERSONNEL  WITH  HANOICAPPCO  DEPENDENTS. 
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Attachment  7 
prevention  and  control 

The  objectives  of  this  program  are  to  maintain  and  improve  health 
and  to  prevent  the  occurrences  or  progression  of  disease  and  injury 
through  the  application  of  the  principles  of  public  health.  These  in- 
clude epidemiological  observation,  reporting,  demography,  statistical 
analysis,  laboratory  utilization,  immunological  techniques,  manipula- 
tion of  the  environment,  and  international  quarantine.  The  applica- 
tion of  these  principles  allows  the  military  medical  services  to 
continually  monitor  the  health  of  military,  dependents  and  civilian 
personnel,  recognize  any  changes  which  might  pose  a  threat  to  the 
health  of  the  military  community  and  to  others  in  the  areas  in  which 
it  operates,  evaluate  the  potential  threats,  investigate  the  situation, 
alert  the  community,  rectify  the  situation  and  provide  definitive  disease 
and  injury  information  to  other  interested  agencies. 

The  objectives  of  the  occupational  medicine  program  is  to  protect 
military  and  civilian  personnel  from  health  hazards  in  their  working 
environment,  to  place  personnel  in  jobs  they  can  perform  efficiently 
and  safely  and  to  encourage  personal  health  maintenance.  The  activi- 
ties of  this  program  include  physical  examinations,  diagnosis  and  treat- 
ment, evaluation  and  control  of  the  work  environment,  and  health  and 
safety  counseling. 

A  more  detailed  discussion  of  this  program  appears  in  enclosures  1 
and  2  to  this  attachment. 

ENCLOSURE  1 
Pbevention  and  Control 

MEDICAL 

The  Navy  Preventive  Medicine  Program  (excluding  occupational  health)  is 
limited  in  scope  and  is  concerned  primarily  with  prevention  of  communicable 
diseases  by : 

a.  Immumzations. — Routine  immunization  programs  provide  protection  for  the 
individTial,  the  military  ijopulation  and  the  general  i)opulation  by  minimizing 
the  reservoir  of  infection  for  selected  cottnmunicable  diseases  including  diphtheria, 
pertussis,  tetanus,  poliomyelitis,  smallpox,  typhoid,  typhus,  plague,  cholera, 
yellow  fever  and  influenza.  Selected  segments  of  the  population  are  immunized 
with  other  vaccines  for  special  purposes.  The  program  is  coordinated  with  the 
Department  of  the  Army  and  the  Department  of  the  Air  Force,  giving  con- 
sideration to  recommendations  of  the  Armed  Forces  Epidemiological  Board, 
American  Academy  of  Pediatrics,  Department  of  Health,  Education  and  Welfare 
(Public  Health  Service)  and  the  World  Health  Organization. 

b.  Chemoprophylaxis. — Routine  prophylaxis  against  streptococcal  diseases  is 
utilized  among  the  recruit  populations  of  the  Navy  and  Marine  rx)rps.  This 
program  is  consistent  with  recommendations  of  the  American  Heart  Association 
to  prevent  complications  of  streptococcal  infections.  Under  appropriate  epidemio- 
logic conditions  chemoprophylaxis  is  utilized  to  reduce  the  risk  of  meningococcal 
disease,  selected  rickettsial  diseases,  tuberculosis  and  other  diseases  amenable 
to  such  programs.  Recommendations  of  expert  individual  consultants  and  orga- 
nizations World  Health  Organization,  National  Research  Council,  the  Department 
of  Health,  Education  and  Welfare  (Public  Health  Service),  Armed  Forces  Epi- 
demiological Board,  National  Tuberculosis  Association  are  considered  in  devel- 
oping such  programs. 

c.  Environmental  Samtation. — ^The  Medical  Department  is  responsible  for  moni- 
toring and  evaluating  compliance  with  standards  applicable  to  sewage  and  waste 
disposal,  water  supply  systems,  foods,  dairy  products.  The  Navy  standards  and 
specifications,  in  general,  are  at  least  equal  to  those  standards  established  by 
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other  agencies,  including  the  U.S.  Department  of  Health,  Education,  and  Wel- 
fare and  the  Department  of  the  Interior,  etc.  Furthermore,  professional  advice 
relating  to  health  asi)eots  of  design,  standards  and  specifications  for  Navy  fa- 
cilities and  materials  is  provided  to  other  offices,  bureaus  and  commands  within 
the  Navy  Department.  Environmental  sanitation  programs  relating  to  pest  and 
vector  control  operations  are  medically  supervised  by  medical  department  per- 
sonnel giving  consideration  to  regulations  and  recommendations  of  other  agencies 
involved  including  the  Armed  Forces  Pest  Control  Board,  the  Department  of 
Health,  Education  and  Welfare  (Public  Health  Service)  and  the  Department 
of  Agriculture,  the  Department  of  Interior,  Federal  Committee  on  Pest  Control, 
and  World  Health  Organization.  In  all  areas  of  environmental  control,  there  is 
close  coordination  with  local  authorities  who  regulate  and  with  "industry" 
which  provides  goods  and  services  to  the  naval  facility. 

d.  International  Quarantine. — The  Navy  Medical  Department  is  directly  in- 
volved to  ensure  compliance  with  World  Health  Organization  International  Sani- 
tary Regulations  and  cooperates  with  United  States  agencies  including  the  De- 
partment of  Health,  Education  and  Welfare  (Public  Health  Service),  the  De- 
partment of  Agriculture,  the  Department  of  Interior,  and  the  Bureau  of  Customs, 
Department  of  the  Treasury,  on  quarantine  matters. 

e.  Occupational  Health  Services. — The  services  provided  to  employees  of  the 
Navy  are  in  accordance  with  the  guidelines  issued  by  the  Bureau  of  the  Budget. 
The  essential  features  of  the  program  are : 

(a)  Preplacement-preemployment  physical  examinations. 
( 6 )  Fitness  for  duty  examinations, 
(c)  Periodic  physical  examinations. 

id)  Treatment  for  occupationally  connected  injuries  and  diseases. 

(e)  Limited  treatment  of  non-occupational  injuries  and  diseases  to  allow 
employees  to  finish  work  shifts  in  comfort  and  safety. 

(/)  Control  of  hazardous  environmental  exposures, 
tf.  Other  Measures. — ^Specially  trained  Medical  Department  personnel  provide 
expert  consultation  recommendations  and  training  on  disease  preventive  measures 
to  personnel  of  the  operating  forces,  both  asihore  and  afloat.  The  Bureau  of  Medi- 
cine and  Surgery  commands  four  (4)  Preventive  Medicine  Units  located  at  San 
Diego,  California ;  Norfolk,  Virginia ;  Pearl  Harbor,  Hawaii,  and  Naples,  Italy, 
and  two  (2)  Disease  Vector  Control  Centers  at  Jajcksonville,  Florida  and 
Alameda,  California.  These  activities,  along  with  the  OflBce  of  the  Surgeon  Gen- 
eral, Department  of  the  Navy  represent  the  centers  of  expertise  in  Navy  Preven- 
tive Medicine.  The  advanced  Hospital  Corps  School  provides  basic  orientation 
into  principles  of  preventive  medicine  to  more  senior  enlisted  Hospital  Corps- 
men.  The  Preventive  Medicine  Technicans'  Course  at  the  Naval  Hospital,  Oak- 
land, California  provides  specialized  training  for  senior  Hospital  Corpsmen  who 
are  su;bsequently  designated  Preventive  Medicine  Technicians. 

These  technicians  provide  basic  preventive  medicine  support  to  individual 
commands  ashore  and  afloat  on  independent  duty  basis  or  under  supervision 
of  oflBcers  with  academic  training  in  the  sanitary  sciences.  All  of  these  personnel 
relate  with  local  and/or  national  official  and  voluntary  health  agencies  such  as 
local  and  state  health  departments,  National  Communicable  Disease  Center, 
academic  institutions.  Tuberculosis  associations.  Heart  associations,  etc.,  by 
intel-change  of  professional  news  letters  and  other  publications,  by  attendance 
at  local,  regional  and  national  professional  meetings,  by  participation  in  local 
conferences,  workshops  and  other  educational  programs.  The  training  and  ex- 
perience of  these  medical  officers,  medical  service  coirps  officers  (allied  sciences) 
and  preventive  medicine  technicians,  puts  them  in  high  demand  for  post-military 
employment  in  organizations  or  institutions  involved  with  civilian  public  health 
programs. 

DENTAL 

1.  a.  Preventive  Dentistry  has  become  not  only  the  philosophy  of  practice  in  the 
Navy,  but  also  an  effective  method  of  providing  dental  care  and  improving  the 
oral  health  of  individuals  on  a  mass  basis.  As  a  program  it  has  expanded  rapidly 
since  its  inception.  The  program's  future  plans  will  be  directed  toward  preven- 
tion of  periodontal  disease  in  active  duty  personnel. 

b.  Basic  to  implementation  of  the  program  were  studies  conducted  at  the  Naval 
Submarine  Medical  Center,  New  London,  which  proved  that  the  cariostatic  agent 
stannous  fluoride  was  highly  effective  in  reducing  the  incidence  of  dental  caries  in 
young  adults,  particularly  when  used  in  a  combination  of  these  agents,  a  prophy- 
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lactic  paste,  a  topical  applidation,  and  a  dentifrice.  At  the  onset  of  the  program, 
a  major  objective  was  an  annual  three-agent  stannous  fluoride  treatment  for  all 
active  duty  personnel.  In  calC'ndar  year  1965,  494,000  three-agent  tmitments  were 
given.  The  number  of  treatments  increased  progressively  in  calendar  years  1906 
and  1967.  Calendar  year  1968  marked  a  high  point  in  accomplishments  when 
1,037,783  three-agent  stannous  fluoride  treatments  were  provided. 

c.  Two  prototype  mobile  preventive  dentistry  units  which  underwent  test  and 
evaluation  in  Fiscal  Year  1968  met  with  widte  acceptance  and  marked  success. 
These  mobile  imits  were  designed  to  provide  preventive  dentistry  treatments 
to  shix)s  that  are  dockside.  It  is  estimated  that  70,000  man-hours  were  saved  in 
the  past  year  by  the  prototype  units.  Two  new  mobile  units  have  been  planned 
which  will  incorporate  improvements  suggested  as  a  result  of  evaluation  of  pro- 
totype units  to  give  a  greater  treatment  capability. 

d.  During  calendar  year  1966,  a  preventive  dentistry  program  for  dependent 
children  was  tested  at  seven  Navy  and  Marine  Corps  activities.  Now  the  pro- 
gram is  being  conducted  annually  during  National  Children's  Dental  Health 
Week  held  in  February  of  each  yeaT  to  support  the  efforts  of  the  sponsor,  the 
American  Dental  Association,  500,000  children  benefited  by  the  program  in  calen- 
dar years  1967  and  1968.  The  program  has  contributed  materially  to  the  morale  of 
active  duty  and  their  dependents. 

e.  In  consonance  with  present  plans  in  1969  there  will  be  a  balanced  preventive 
dentistry  program  with  equal  emphasis  on  the  two  most  prevalent  diseases  affect- 
ing active  duty  Navy  and  Marine  Corps  i)ersonnel,  namely  dental  caries  and 
periodontal  diseases. 

f.  The  Navy's  first  Oral  Physiotherapy  Center  was  placed  in  operation  21 
Januaty  1969  at  the  United  States  Naval  Academy,  Annapolis,  Maryland.  The 
objective  of  the  center  is  to  develop  better  means  of  motivating  and  educating 
Navy  and  Marine  Corps  personnel  in  effective  oral  hygiene  procedures. 

2.  The  Naval  Dental  Corps  through  research,  development  and  testing  has  de- 
veloped techniques  for  mass  application  of  anticariogenic  agents  which  will  sig- 
nificantly reduce  the  incidence  of  dental  caries  in  young  adults  and  children. 
These  services  can  be  delivered  at  a  fraction  of  the  cost  of  the  private  sector. 

3.  The  Navy  maintains  direct  liaison  with  the  respective  responsible  preven- 
tive dentistry  program  oflScers  of  the  Army,  Air  Force  and  U.S.  Public  Health 
Service. 

4.  Liaison  is  maintained  through  meetings,  telephone  and  letter,  and  partici- 
pation in  joint  projects.  Communication  between  the  Navy  Dental  Officer  and 
responsible  preventive  dentistry  officers  of  other  Federal  agencies  is  made  on  a 
weekly  average  The  Navy  developed  an  effective  preventive  program  for  chil- 
dren which  has  been  adopted  by  the  Army  and  Air  Force.  A  caries  management 
program  was  initiated  at  Marine  Corps  Recruit  Depot,  Parris  Island,  South  Caro- 
lina, in  which  selected  officers  of  the  Army,  Air  Force  and  Navy  participated. 
The  restorative  material  utilized  in  the  caries  management  program  was  de- 
veloped and  tested  by  the  Air  Force  Dental  Corps.  The  Army  Dental  Corps  pro- 
vided further  laboratory  testing  of  the  material.  The  Navy  planned,  organized 
and  provided  facilities  for  clinical  testing  of  the  material.  All  military  services 
participated  in  the  evaluation  and  determination  of  the  adaptability  of  the  caries 
management  program  to  their  respective  services. 

5.  The  Navy  maintains  close  relationships  with  the  American  Dental  Associ- 
ation and  other  professional  groups  at  the  national,  regional,  and  local  levels. 
This  relationship  provides  channels  for  the  flow  of  information  concerning  Viet- 
nam experience  to  the  civilian  professional  community. 

ENCLOSURE  2 

Prevention  and  Control 

Capability  for  the  prevention  and  treatment  of  infectious  diseases  of  impor- 
tance to  the  military  is  based  on  the  ability  of  the  Army  Medical  Department 
to  recognize  such  disuses,  institute  proper  preventive  and  therapeutic  measures 
and  secure  execution  of  measures  necessary  to  control  their  incidence.  This  capa- 
bility is  based  on  the  following : 

SL  Possession  of  complete,  current  medical  intelligence  concerning  the  exist- 
ence of  infectious  diseases  in  various  areas  of  the  world,  which  are  now  or  are 
potentially  of  military  significance,  and  the  capabilities  of  foreign  nations,  par- 
ticularly potential  enemies,  in  the  field  of  biological  warfare. 
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b.  Development  of  improved  methods  for  the  etiological  identification,  treat- 
ment and  control  of  infectious  diseases. 

Results  of  the  above  program  are  measured  directly  by  the  ability  of  United 
States  military  forces  to  carry  out  designated  missions  throughout  the  world  to 
further  national  interests.  Concretely,  during  the  past  fifty  years,  disease  has 
caused  a  decreasing  number  of  miilitary  casualties  compared  to  combat  incurred 
casualties.  As  advances  are  made  in  military  medicine,  they  immediately  become 
available  to  the  private  sector.  DDT  used  in  World  War  II  to  control  typhus  in 
Italy,  new  and  improved  vaccines  such  as  infiuenza,  tetanus  toxoid  and  others 
are  examples,  the  most  recent  of  which  is  improved  typhoid  fever  vaccine  and 
prevention  and  treatment  of  drug  resistant  falciparum  malaria. 

Coordinating  intelligence  of  worldwide  health  problems  is  carried  out  by  con- 
stant personal  and  formal  communicaitions  between  the  World  Health  Organi- 
zation, the  Foreign  Quarantine  Service,  and  the  National  Communicable  Disease 
Center,  USPHS,  and  the  medical  intelligence  and  preventive  medicine  organi- 
zations of  the  military  services.  The  military  services  gain  valuable  assistance 
from  the  Commissions  of  the  Armed  Forces  Epidemiological  Board  which  is  com- 
posed of  over  200  nationally  recognized  civilian  consultants.  A  recent  example  of 
thisi  coordination  was  the  recognition  by  a  member  of  the  Influenza  Oommissloo 
of  the  importance  of  notifying  United  States  military  medical  authorities  of  the 
presence  of  infiuenza  in  Hong  Kong.  Within  hours  all  other  interested  Federal 
health  agencies  were  notified  of  the  situation  and  virologists  were  sent  to  collect 
specimens.  Specimens  sent  to  the  Infiuenza  Commission  were  isolated  and  adapted 
to  growth  in  eggs  for  vaccine  production  a  short  time  later  and  immediately  pro- 
vided to  the  Division  of  Biologic  Standards,  National  Institutes  of  Health,  for 
use  by  the  pharmaceutical  industry  in  vaccine  production  for  military  and 
civilian  use. 

Coordinating  development  and  trial,  tO'  include  final  adoption,  of  improved 
methods  for  etiological  identification,  treatment  and  control  of  the  infectious 
diseases  is  maintained  through  multiple  communication  channels.  Representa- 
tives of  Public  Health  Service  personnel  on  the  Commissions  of  the  Armed  Forces 
Epidemiological  Boar*d  ;  participation  of  military  medical  representatives  on  com- 
mittees, meetings  and  boards  of  the  National  Communicable  Disease  Center,  and 
the  National  Institute  of  Allergy  and  Infectious  Diseases;  membership,  repre- 
sentaition  and  plarticipation  at  meetings  of  civilian  professional  associations  such 
as  the  American  Medical  Association,  the  American  Public  Health  Association 
and  the  World  Health  Organization ;  participation  with  the  National  Academy 
of  Sciences,  National  Research  Council,  and  extensive  individual  preparation  of 
scientific  papers  for  publication  in  military  and  civilian  medical  journals  all 
contribute  in  this  coordination.  Specific  actions  such  as  the  Army,  Navy  and  Air 
Force  regulation  on  "Medical  and  Agricultural  Foreign  and  Domestic  Quiarantine 
Regulation  for  Vessels,  Aircraft  and  Other  Transport  of  the  Armed  Forces" 
require  several  years  of  coordination  with  many  agencies  including  the  Depart- 
ments of  Agriculture,  Interior,  Post  Oflice,  Treasury,  and  Health,  E/ducation  and 
Welfare. 

Channels  of  communication  and  coordination  are  used  as  often  as  necessary 
to  produce  maximum  effective  infectious  disease  control.  Daily,  personal  commu- 
nication is  carried  on  at  the  operational  level  between  the  three  military  pre- 
ventive medicine  divisions  and  between  the  military  and  the  Public  Health  Serv- 
ice, the  Foreign  Quarantine  Service,  and  the  National  Institutes  of  Health.  Fre- 
quent consfultation,  both  personal  and  formal  written  actions,  is  carried  out  with 
consultants  on  the  Commissions  of  the  Armed  Forces  Epidemiologic'al  Board. 
Problems  are  referred  to  the  National  Research  Council  as  they  arise.  No  overall 
estimate  of  financial  savings,  better  service  or  elimination  of  red  tape  can  be 
made,  although  in  one  instance,  the  Vaccine  Development  Bolard  of  the  National 
Institute  of  Allergy  and  Infectious  Diseases  estimated  that  savings  in  recruit 
training  time,  salaries  and  hospitalization  as  the  result  of  using  NIAID  devel- 
oxfed  Type  4,  Adeno^drus  Vaccine  by  the  Armed  Forces  amounted  to  $18,000,000 
for  the  period  1  October  1966  to  30  April  1967. 

Dissemination  of  information  regarding  new  techniques  of  prevention  and  con- 
trol of  disease  in  'N'ietnam  is  accomplished  through :  Releases  to  the  public  news 
media,  scientific  papers  published  in  professional  journals,  constant  flow  of  infor- 
mation to  the  ci^dlian  medical  academic  and  research  communities  through  the 
Commissions  of  the  Armed  Forces  Bpidemiological  Board,  presentations  and  panel 
discussions  at  the  meetings  of  the  professional  societies  and,  in  prior  years, 
through  educaitional  forums  and  discussions  sponsored  by  the  Medical  Education 
for  National  Defense  (MEND)  program  to  medical  students  and  faculty. 
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A  member  of  the  Preventive  Medicine  Division,  OTSG,  serves  on  the  Depart- 
ment of  Defense  Environmental  Pollution  Control  Committee  as  The  Surgeon 
General's  repiresentative.  This  representative  maintains  close  liaison  with  the 
National  Air  Pollution  Control  Administration,  Public  Health  Service,  and  the 
Federal  Water  Pollution  Control  Administration,  Department  of  Interior.  Tech- 
nical data  obtained  during  pollution  investigations  by  Army  Medical  Depart- 
ment personnel  are  exchanged  with  these  agencies.  The  information  is  used  by 
them  to  upt-date  their  data  and  in  the  preparation  of  standards.  These  reports  are 
frequently  used  by  these  agencies  in  determinations  of  priorities  applied  to  pollu- 
tion abatement  projects  for  the  Bureau  of  the  Budget.  Guidance  is  provided  by 
these  agencies  concerning  regional  abatement  programs. 

Resources  of  the  Army  Environmental  Hygiene  Agency  and  the  Environmental 
Health  Engineering  Services  of  Army  Medical  laboratories  are  made  available 
to  other  military  services  and  Federal  agencies  as  required.  Personnel  from  the 
Air  Pollution  En^neering  Division  of  the  Army  Environmental  Hygiene  Agency 
have  been  cooperating  very  closely  with  those  from  the  National  Air  Pollution 
C-ontrol  Administrlation  in  course-training  oflSceris  of  both  agencies  in  stack  sam- 
pling and  other  technical  procedures  used  in  air  pollution  surveillance.  Repre^ 
sentatives  of  the  Army  Medical  Department  at  all  levels  assist  regional  oflScers 
of  the  Public  Health  Service  and  Federal  Water  Pollution  Control  investigators 
visiting  Army  installations. 

The  Army  Medical  Department  provides  representatives  to  National  Commit- 
tees and  Ad  Hoc  Working  Groups,  most  of  which  are  listed  below.  These  com- 
mittees include  representatives  of  Federal  and  civilian  agencies  and  industry 
which  are  concerned  with  health  protection  or  development  of  standards : 
(a)  American  Conference  of  Governmental  Industrial  Hygienists. 
(&)  American  Industrial  Hygiene  Association. 

(c)  American  Association  of  Industrial  Nurses. 

( d)  Armed  Forces  Pest  Control  Board. 

(e)  Conference  of  Federal  Environmental  Engineers. 

(/)  National  Sanitation  Foundation — ^Committee  and  Subcommittee  such 
as  for  ^Swimming  Pools  and  Food  Service  Equipment. 
iff)  United  States  of  America  Standards  Institute. 

(h)  Federal  Committee  on  Pesticides. 

(i)  Interagency  Chemical  Rocket  Propellent  Group, 
(i)  Federal  Council  of  Science  and  Technology. 

Services  of  other  Federal  agencies  are  used  in  another  manner.  Public  Health 
Service  Drinking  Water  Standards  form  the  basis  for  standards  applied  by  the 
OflBce  of  The  Surgeon  General  to  installation  and  field  water  supply  systems. 
They  are  used  as  the  basic  measure  of  effectiveness  applied  to  new  field  water 
purification  units.  In  other  items  of  clothing  and  equipment,  guidance  of  the 
Food  and  Drug  Administration  is  used  wthere  a  certification  is  required  by  a 
developer  before  equipment  is  placed  in  the  field.  An  example  of  such  a  develop- 
ment is  a  free-'drop  water  container.  By  Federal  Drug  Administration  approval, 
the  material  from  which  the  container  was  made  could  safely  contact  potable 
water  for  a  period  up  to  two  weeks.  Thus  the  Army  does  not  duplicate  applicable 
functions  of  other  Federal  agencies. 

Army  programs  for  the  control  of  arthropod  disease  vectors  normally  are 
conducted  by  Army  Engineer  activities  but  are  monitored  by  the  Army  Medical 
Department  for  effectiveness  and  conformance  with  established  safety  stand- 
ards. These  programs  are  normally  restricted  to  Army  posts  but  may,  under 
some  circumstances,  extend  to  surrounding  areas  and  involve  a  variety  of 
civilian  communities  or  state  and  Federal  governmental  agencies.  Two  majbr 
Army  programs  currently  in  being  are  of  DOD-wide  concern  and  are  coopera- 
tive efforts  that  involve  very  close  coordination  with  other  Federal  departments. 
The  first  is  concerned  with  the  eradication  of  Aedes  aegypti  from  the  United 
States  and  is  conducted  by  the  Army,  as  well  as  the  other  military  services,  as 
part  of  the  overall  national  program  that  is  under  the  general  direction  and 
supervision  of  the  Public  Health  Service.  The  second  is  concerned  with  the 
treatment  and  prt>cessing  of  retrograde  military  cargo  shipments  being  sent  to 
the  United  States  from  Southeast  Asia.  The  (Objective  of  this  program  is  to 
prevent  the  imi)ortation  of  animal  and  human  diseases  and  plant  pests  and 
pathogens  from  being  introduced  into  this  country  from  oversea  areas.  The 
Army  portion  is  a  segment  of  the  overall  Department  of  Defense  program  for 
the  proper  treatment  and  processing  of  this  cargo  at  points  of  origin,  ports  of 
entry  and  at  depot  destinations  in  this  country. 


312 


FEDERAL  ROLE  IN  HEALTH 


The  techniques  and  procedures  used  in  both  the  Aedes  aegypti  and  retrograde 
cargo  programs  were  developed  with  the  active  assistance  of  the  Federal  agen- 
cies concerned  with  the  national  program.  Army  activities  in  these  programs 
are  coordinated  on  a  continuing  basis  with  the  other  military  departments  as 
well  as  other  Federal  agencies  through  the  Armed  Forces  Pest  Control  Board, 
a  Department  of  Defense  activity  that  was  established  for  this  purpose.  All 
Army  pesit  contr'ol  programs  involving  the  use  of  pesticide  chemicals  are  pre- 
sented annually,  together  with  those  of  the  other  military  departments,  to  the 
Federal  Committee  on  Pest  Control  for  their  review  and  recommendations.  The 
basic  purpose  of  this  review  is  to  assure  that  the  proposed  programs  are  in  the 
best  interests  of  the  public,  are  reasonably  sure  of  being  effective  and  without 
danger  of  unduly  contaminating  the  environment  with  pesticide  chemicals. 

The  Army  Occupational  Health  Program  is  another  facet  of  medical  activity 
which  is  concerned  with  the  prevention  and  control  of  disease  and  injury. 
Major  elements  of  this  program  include  preplacement  medical  examinations, 
periodic  and  special  examinations,  treatment  of  occupational  injuries  and  ill- 
nesses and  on-the-job  mild  illnesses,  and  preventive  programs  relating  to  health. 
The  recognition  of  occupational  health  hazards  and  recommendations  for  their 
control  is  an  integral  part  of  the  program.  Special  emphasis  is  given  to  the 
radiological  hygiene  program  which  is  designed  to  prevent  unplanned  exposures 
to  sources  of  ionizing  radiation  as  well  as  to  other  forms  of  electromagnetic 
radiations.  Other  activities  which  relate  to  either  elimination  or  control  of  ad- 
verse health  effects  include  review  of  proposed  Federal  specifications  for  ma- 
terial intended  for  Army  use  and  advising  on  matters  relating  to  toxicity  or 
hazards  of  chemicals,  materials,  and  industrial  processes. 

The  proper  placement  of  personnel  within  the  limitations  of  physical  and 
mental  capabilities,  the  elimination  or  control  of  occupational  hazards  at  the 
work-place,  the  periodic  examinations  and  health  counselling  and  other  preven- 
tive programs  relating  to  health  must  contribute  directly  to  the  productivity  of 
employees,  the  prevention  of  work  related  illnesses  and  the  reduction  of  costs 
through  better  placement  and  utilization  of  employees. 

The  above  program  is  authorized  by  5  U.S.C.  150.  The  criteria  and  scope  of 
the  program  are  given  in  Bureau  of  the  Budget  Circular  A-72.  The  standards 
and  guides  utilized  are  issued  by  the  Department  of  Health,  Education,  and 
Welfare ;  U.S.  Civil  Service  Commission ;  Department  of  Labor ;  U.S.  Atomic 
Energy  Commission ;  National  Council  on  Radiation  Protection  and  Measure- 
ments ;  International  Commission  on  Radiological  Protection ;  American  Medical 
Association ;  National  Safety  Council ;  American  Conference  of  Governmental 
Industrial  Hygienists.  Advice  is  also  obtained  from  the  various  National  Re- 
search Council  Committees,  Armed  Forces  Epidemiological  Board,  and  consult- 
ants from  the  private  sector  of  medicine.  Consultation  with  Navy  and  Air  Force 
elements.  National  Aeronautics  and  Space  Administration,  and  the  Veterans 
Administration  is  obtained.  There  is  frequent  personal  contact  with  the  appro- 
priate personnel  of  most  of  the.  organizations  listed.  Scheduled  meetings  and 
unscheduled  meetings  are  either  called  or  attended  for  the  purpose  of  resolving 
issues.  Correspondence  and  memberships  in  nationally  recognized  committees  are 
other  frequently  used  methods  for  resolution  of  problems  relating  to  occupa- 
tional health.  Two  concrete  examples  of  contributions  to  the  national  occupa- 
tional health  and  safety  program  for  which  the  Army  may  take  credit  are: 
Studies  which  lead  to  the  establishment  of  threshold  limit  values  for  certain 
industrial  exposures  to  chemicals  and  safety  criteria  for  lasers. 

Following  are  some  examples  of  interdepartment  or  intradepartment  programs 
where  consolidation  cuts  red  tape.  The  Army  Surgeon  General  has  been  assigned 
responsibility  for  the  Federal  civilian  employees  health  service  within  the  metro- 
politan Washington  area  for  civilian  employees  of  the  Navy  and  Air  Force  as 
well  as  the  Army.  In  this  regard,  dispensaries  are  operated  throughout  this 
area  by  the  Commanding  General,  Walter  Reed  Army  Medical  Center,  which 
includes  the  Pentagon  dispensary  and  its  subdispensaries.  In  other  parts  of  the 
country,  whenever  possible,  cross-servicing  agreements  are  negotiated.  In  cer- 
tain leased  buildings  removed  from  military  installations,  agreements  are 
reached  with  the  General  Services  Administration  to  participate  in  the  medical 
program  contracted  for  by  that  agency.  This  permits  medical  coverage  and 
eliminates  the  need  for  establishing  dispensaries.  Under  some  circumstances, 
service  is  obtained  from  civilian  physicians  or  civilian  medical  treatment  facil- 
ities. Another  example  of  close  coordination  with  other  departments  and  agen- 
cies is  in  the  area  of  laser  safety  training  which  initially  was  provided  for 
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personnel  of  USPHS  and  NASA.  As  of  now,  Army  medical  department  personnel 
participate  as  lecturers  and  instructors  in  courses  sponsored  by  USPHS  and 
NASA. 

The  several  methods  used  to  provide  information  to  the  interested  civilian 
sectors  are  as  follows :  Presentation  of  material  at  professional  and  technical 
meetings,  presentations  to  the  National  Research  Council,  publication  of  tech- 
nical papers  in  appropriate  journals,  reports  to  civilian  medical  groups,  personal 
communication  with  technical  specialists,  and  issuing  technical  bulletins,  regu- 
lations and  circulars.  Many  of  these  publications  may  be  purchased  from  the 
Government  Printing  OflBce.  Under  the  provisions  of  Public  Law  89^87,  Freedom 
of  Information  Act,  information  is  provided  to  individuals  and  organizations 
upon  request. 

MENTAL    HEALTH  PROGRAM 

The  Army  Mental  Health  Program  is  primarily  prevention  oriented.  That  is, 
the  Mental  Hygiene  Consultation  Program  has  as  its  primary  mission  the  early 
detection,  diagnosis,  and  treatment  of  the  individual  in  need  of  psychiatric 
services  and  in  helping  commanders  to  get  the  maximum  benefit  and  usefulness 
out  of  the  normal  individuals  who  experience  temporary  problems,  or  who  are 
suddenly  confronted  with  a  temporary  crisis  with  which  they  cannot  cope.  Psy- 
chiatrists, psychologists,  and  social  work  oflBcers  are  the  professionally  trained 
personnel  who  conduct  most  of  the  Army's  mental  health  program.  The  pre- 
ventive aspects  of  the  mental  health  program  are  conducted  by  these  personnel 
by: 

(a)  Providing  regular  consultation  service  to  commanders  and  staff 
personneL 

( 6 )  Providing  consultation  about  conditions  which  may  tend  to  perpetuate 
or  increase  undesirable  behavior  on  the  part  of  individual  soldiers  or  among 
groups  of  soldiers. 

(,c)  Serving  as  teachers  and  curriculum  consultants  at  service  schools,  NCO 
academies,  and  Army  training  centers. 

(d)  Serving  as  consultants,  group  leaders,  and  instructors  at  the  Army's 
confinement  and  correctional  facilities. 

(e)  Serving  as  consultants,  speakers,  and  group  leaders  with  guidance 
counselors  and  with  teachers  in  Armed  Forces  schools. 

The  goal  of  the  Mental  Hygiene  Consultation  Program  is  to  detect  problems 
early,  and  to  treat  and  return  soldiers  to  duty,  or  to  optimal  effectiveness  as  soon 
as  possible. 

No  mechanism  is  readily  available  for  accurately  determining  the  cost  effec- 
tiveness of  these  programs.  However,  psychiatric  personnel  who  have  conducted 
mental  health  programs  in  the  Army  are  in  great  demand  by  civilian  mental 
health  agencies  when  they  leave  the  military  service. 

Psychiatric  personnel  in  the  Army  confer  frequently  with  Army  Health  Nurses, 
school  officials.  Army  staff  and  line  personnel,  personnel  from  the  American  Red 
Cross  and  other  welfare  agencies.  These  activities  are  conducted  in  the  field  and 
on  an  as-needed  basis.  This  sometimes  entails  regularly  scheduled  weekly  meet- 
ings with  other  departments  and  is  sometimes  conducted  on  an  informal  basis 
without  prior  arrangements. 

One  hundred  copies  of  the  U.S.  Army  Vietnam  Medical  Bulletin  have  been 
sent  to  MEND  programs  and  to  every  civilian  medical  school  in  the  MEND  pro- 
gram. Army  psychiatric  personnel  who  have  conducted  programs  in  Vietnam 
participate  in  civilian  professional  programs  and  have  written  articles  for  publi- 
cation in  professional  journals. 

PREVENTIVE  DENTISTRY  PROGRAM 

The  Army  has  a  very  active  Preventive  Dentistry  Program  for  dependents  as 
well  as  military  personnel.  The  program  includes  the  use  of  a  self-applied  dental 
cleansing  agent.  It  has  been  found  that  use  of  this  cleansing  agent  twice  yearly 
significantly  decreases  dental  caries  and  gingival  diseases. 
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Attachment  8 
department  of  defense 
outlays  for  medical  and  health-related  activities  by  category 

[In  millions  of  dollars] 


Fiscal  year— 


1964 

1965 

1966 

1967 

1968 

1. 

Health  research  i      

86.5 

101.2 

120.2 

114.3 

114.3 

f ii\  In  PoHorstI  fsirilitioQ 

55  0 

Hi  9 
OH.  il 

13.0 

/•t.  D 

(b)  In  civilian  facilities    

31.' 5 

37.0 

44.7 

39.7 

39.4 

2. 

Training  and  education    

69.4 

76.1 

92.4 

105.9 

110.1 

AQ  1 

fx")  A 
3c.  H 

fin  1 

DU.  1 

/U.  0 

7^  R 
/o,  b 

(1)  In  Federal  facilities  

39.8 

42.3 

49.5 

57.2 

56.7 

(2)  In  civilian  facilities   

9.3 

10.1 

10.6 

13.1 

16.9 

(b)  Enlisted     

19.4 

22.8 

31.4 

34.7 

35.5 

(1)  In  Federal  facilities...  

16.4 

18.8 

27.4 

27.7 

25.5 

(2)  In  civilian  facilities   

3.0 

4.0 

4.0 

7.0 

10.0 

(c)  MEND  2   

.9 

.9 

.9 

.9 

1.0 

3. 

Construction     

31.9 

59.8 

49.6 

34.3 

26.8 

4. 

Improving  the  organization  and  delivery  of  health  services 

2.9 

5. 

Care  in  Federal  facilities      

740.9 

771.8 

1, 109.  3 

1,224.6 

1,348.2 

6. 

Care  in  non-Federal  facilities..     

85.6 

85.8 

92.3 

140.9 

171.9 

(a)  CHAMPUS3...   

78.2 

78.2 

76.1 

126.1 

160.1 

(b)  Other    

7.4 

7.6 

16.2 

14.8 

11.8 

7. 

Prevention  and  control   

17.2 

17.3 

18.6 

19.1 

20.0 

Total..     1,031.5     1,112.0     1,482.4    1,639.1  1,794.2 


» Does  not  include  military  pay  or  military  construction  related  to  research. 

2  Medical  education  for  national  defense. 

3  Civilian  health  and  medical  program  of  the  uniformed  services. 

Attachment  9 

Department  of  Health,  Education,  and  Welfare, 

Public  Health  Service, 
Washington,  B.C.,  March  m,  1969. 

Louis  M.  Eousselot,  M.D., 

Deputy  Assistant  Secretary  {Health  and  Medical)^ 
Department  of  Defense,  Washington,  D.C. 

Dear  Mr.  Eousselot:  I  regret  this  delayed  reply  to  your  Febru- 
ary 25  letter  about  the  definition,  formulation,  and  implementation  of 
a  national  health  policy. 

In  its  broadest  sense,  I  would  say  that  health  policy  as  such  com- 
prises stated  goals  and  the  ways  to  achieve  them.  As  you  know,  in 
past  years  national  efforts  were  concentrated  primarily  on  the  preven- 
tion of  illness  and  the  provision  of  medical  care  for  legally  specified 
groups  in  the  population.  The  first  major  change,  I  think,  came  about 
with  the  Federal  Government's  increased  activity  in  the  field  of  med- 
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01 
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^50 


19 


50 
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27 


7 


77 


2i 


B9 
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S6 


FY 
1968  1/ 


8,566 


380,434 


17,923,453 


49,280 


4,470 


308: 
222j 


3,863.1 


588 


148^ 


91 

m 


3,206 


,37.4 


11 


2,528 


211 


131 


^184 


663 


155 


100 


302 


9.680,322 


54.0 


8,811,238 


548,749 


202,935. 


53.3 


172,542 
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ical  research.  Following  this,  there  was  greater  emphasis  in  employ- 
ing the  new  knowledge  gained  from  such  research  to  improve  the 
Nation's  health. 

As  I  miderstand  ^our  question,  there  has  not  been  a  definitive  for- 
mulation of  a  "national  health  policy."  However,  in  recent  years, 
the  Nation's  purpose  with  respect  to  achieving  better  health  and  better 
care  for  everyone  has  become  more  evident.  Before  that,  of  course, 
"health  policy"  was,  in  large  measure,  left  to  the  individual  States 
and  communities. 

New  legislation  during  the  past  several  years  has  provided  for  new 
and  different  approaches  to  meeting  the  health  needs  of  the  people; 
and,  as  a  consequence,  there  is  now  much  greater  impetus  given  to 
achieving  the  best  health  care  for  all  Americans  and  attaining  the 
highest  level  of  health  for  everyone. 

In  addition  to  its  direct  care  programs,  the  activities  of  the  De- 
partment of  Defense  in  research  and  development  with  respect  to 
health  services  are  most  certainly  a  major  contribution  to  improving 
the  health  of  the  Nation.  This  is  exemplified  when  the  Department's 
investigations  result  in  the  successful  application  of  new  techniques 
which  are  made  available  to  the  providers  of  health  services  to  the 
general  public. 

Progress  has  come  about,  also,  by  the  various  Federal  interdepart- 
mental groups  which  share  a  common  interest  in  the  advancement  of 
health  programs.  One  such  group  is  the  National  Advisory  Health 
Council  on  which  your  Department  is  represented.  To  this  Council, 
the  Department  of  Defense  brings  its  special  experience  and  plays  an 
important  role  in  formulating  the  Government's  health  policies. 

Health  policy  in  this  Department  evolves  within  the  framework  of 
legislative  and  budget  provisions.  Several  proposals  have  been  pre- 
sented in  the  past  for  the  development  of  an  improved  mechanism  for 
formulating  national  health  policy.  Except  as  I  have  indicated,  how- 
ever, there  is  at  this  time  no  specific  means  by  which  such  policy  can 
be  established. 

Sincerely  yours, 

Leo  J.  Gehrig,  M.D. 
(For  the  Surgeon  General). 


Veterans'  Administration, 
Office  of  the  Administrator  of  Veterans'  Affairs, 

Washington,  D.C.,  March  21,  1969. 

Hon.  Abraham  Kibicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee 
on  Goa^emment  Operations.  U.S.  Senate,  Washington,  B.C. 
Dear  Mr.  Chairman  :  I  am  pleased  to  furr^ish  the  enclosed  informa- 
tion concerning  Veterans'  Administration  health  programs  as  re- 
quested in  your  letter  of  February  19. 
Sincerely, 

W.  J.  Driver,  Administrator, 
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SELECTED  DATA  CONCEBNIMG 
l-EDICiL  CARE  PROVIDED  AT  FIXED 
J'lLlTARY  f/EDICAL  FACILITIES 
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1968  1/ 

1965  1/ 

1966  1/ 
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FY 
1968  1/ 
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~"  irMi 

25,381. 

19 ,239 
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12,742 

14,336 
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10.547 

10,595 
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33  136 

38  616 

.IW 

10,283 

11,352 

8.305 

8,562 

8,566 

1,099, 
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1,211., 368 

1,289,1.91 
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1.80,325 

51.4,571 

288,104 

291,623 
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376,691 

370,428 

378,194 
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11,192,847 
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17,327,227 
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11.1,077 
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11.2,970 
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1/  Data  on  operating  and  occupied  beds  reflect  averages  for  the  period.    Data  on  admissions,  live  births  and  outpatient  visits  are  totals  for  the  period. 


316 


FEDERAL  ROLE  IN  HEALTH 


1.  List  and  describe  each  health  program  under  your  jurisdiction^ 
specifying  how  much  money  was  spent  on  each  program  in  ea^h  of  the 
past  6  fiscal  years. 

The  Veterans'  Administration  medical  care  program  provides  direct 
delivery  of  health  care  to  eligible  veterans.  It  is  comprised  of  the  fol- 
lowing subprograms : 

(a)  Medical  administration  and  miscellaneous  operations 

This  program  provides  for  administration  and  supervision  of  the 
medical  care  program ;  conduct  of  postgraduate  and  inservice  training 
activities  to  support  the  medical  care  programs ;  and  the  exchange  of 
the  most  advanced  medical  information  with  the  medical-scientific 
community. 

{h)  Medical  and  prosthetic  research 

This  program  provides  for  conduct  of  medical  research  projects  in 
VA  laboratories  or  in  universities  or  other  institutions  on  a  contract 
basis.  It  also  provides  for  the  development  and  testing  of  prosthetic, 
orthopedic,  and  sensory  aids  for  the  purpose  of  improving  the  care 
and  rehabilitation  of  disabled  eligible  veterans,  including  amputees, 
paraplegics,  and  the  blind. 

{c)  Medical  care 

(1)  Hospital  care. — Provides  general  and  psychiatric  hospital  care 
to  service-connected  veterans  and  non-service-connected  veterans  who 
are  unable  to  defray  the  cost  of  hospital  care.  Care  is  provided  in  166 
hospitals  (38  neuropsychiatric  and  128  general).  This  program  also 
provides  for  education  and  training  of  medical  personnel. 

(2)  Contract  hospital  care. — Provides  for  hospitalization  of  eligible 
veteran  beneficiaries  in  other  Federal  hospitals  in  areas  where  there 
is  an  insufficient  number  of  VA  beds  and  in  non-Federal  hospitals 
under  certain  conditions. 

{a)  Emergency  care  of  persons  suffering  from  service-oon- 
neoted  disabilities. 
(h)  Women  veterans. 

{c)  Any  eligible  veteran  beneficiary  in  a  Stajte,  territory.  Com- 
monwealth, or  possession  not  contiguous  to  the  48  contiguous 
States. 

(3)  VA  nursing  homs  care. — Provides  for  skilled  nursing  home 
caire  as  an  adjunct  to  VA  hospital  or  domioiliary  care.  The  VA  nursing 
home  care  program  is  conducted  in  63  units  located  at  VA  hospitals. 
The  VA  nursing  home  care  units  range  in  size  from  22  to  222  beds. 
The  total  program  presently  comprises  4,000  beds. 

(4)  Community  nursing  home  care. — This  program  provides  for 
care  of  veterans  in  community  nursing  homes  on  a  contract  basis  fol- 
lowing an  episode  of  oare  in  a  VA  hospital.  In  fiscal  year  1968  the 
average  daily  beneficiary  load  was  2,805. 

(5)  State  nursing  home  care. — This  program  provides  for  care  of 
veterans  in  State-operated  nursing  homes.  There  are  presently  21 
Staite  homes  providing  care  to  veterans.  The  current  rajt^  authorized 
by  legislation,  is  $5  per  day  per  veteran  beneficiary. 

(6)  VA  domiciliary  care. — Provides  domiciliary  oare  for  veterans 
who  are  incapacitated  from  earning  aj  living  and  who  have  no  ade- 
quate means  of  support.  A  substantial  number  of  veterans  receiving 
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domiciliary  care  are  veterans  previously  hospitalized  for  psychiatric 
conditions  who  no  longer  require  hospitalization  who  do  need  a  shel- 
tered living  environment. 

(7)  ^State  home  domiciliary  care. — This  program  provides  for  care 
of  veterans  in  State  domiciliaries.  There  are  presently  34  State  homes 

Eroviding  domiciliary  oare  to  veterans.  The  current  rate,  authorized 
y  legislation,  is  $3.50  per  day  per  veteran  beneficiary. 

(8)  Restoration  care. — ^This  program  provides  for  rehabilitation 
of  domiciliary  members  and  hospital  patients  for  return  to  com- 
munity living  in  lieu  of  further  institutionalized  care. 

(9)  Outpatient  care. — ^The  outpatient  care  program  covers  a  wide 
range  of  care  such  as:  {a)  Complete  outpatient  care  for  disabilities 
associated  with  a  service-connected  illness  or  injury;  (b)  outpatient 
dental  care  for  conditions  existing  at  time  of  discharge  or  release 
from  active  duty;  {c)  insurance  examinations  associated  with  VA 
insurance  program;  {d)  compensation  and  pension  examinations; 
and  {e)  outpatient  care  associated  with  a  period  of  YA  hospitaliza- 
tion. This  includes  mediml  workup  preceding  a  period  of  hospital  car© 
(pre-bed  care)  and  folio wup  care  after  a  period  of  hospitalization 
(posthospital  care) . 

Following  is  a  summary  of  costs  for  the  past  5  fiscal  years. 


Program  1964  1965  1966  1967  1968 


Medical   administration   and  miscel- 
laneous operating  expense                   $10,851,050  $10,787,798  $10,238,217  $10,832,039  $10,867,000 

Medical  and  prosthetic  research                32,020,826  37,250,921  39,319,615  44,215,254  45,183,000 

VA  hospital  care                                899, 484, 457  941, 845, 344  971, 602, 377  1, 030, 061, 524  1, 084, 468,  OOQ 

Contract  hospital  care                            16,285,104  16,820,117  17,494,631  17,876,764  16,570,000 

VA  nursing  home  care    1,045,966  7,217,042  13,872,495  18,998,000 

Community  nursing  home  care     68,146  6,097,921  10,593,270  11,750,000 

State  nursing  home  care   157,052  1,196,174  1,819,475  2,303,000 

VA  domiciliary/restoration  care                 31,318,104  31,915,843  31,457,230  31,955,295  33,594,000 

State  home  domiciliary  care                      7,581,703  7,720,215  7,437,976  6,908,109  6,780,000 

Outpatient  care...-                            124,812,834  138,256,994  148,719,637  1  59,782,118  1  83,981,000 

Grants  to  Republic  of  Philippines                   274,000  327,000  348,763  403,473  1,285,000 


2.  What  results.,  hoth  direct  and  indirect^  have  these  programs 
achieved  with  regard  to  improving.^  in  hoth  the  public  arid  private 
sectors^  the  organization.,  financing^  and  delivery  of  health  care  in  the 
United  States? 

The  VA  health  care  program  is  aimed  primarily  to  the  direct  de- 
livery of  health  care  to  eligible  veteran  beneficiaries.  In  this  respect 
there  were  in  fiscal  year  1968:  {a)  762,426  patients  treated  in  VA 
hospitals;  {b)  17,492  patients  treated  in  VA  and  community  nursing 
units  following  a  period  of  care  in  a  VA  hospital  or  domiciliary ;  and 
(c)  28,098  members  provided  care  in  VA  domiciliaries. 

In  terms  of  direct  improvement  in  care,  the  number  of  patients 
treated  in  VA  hospitals  has  risen  from  738,583  in  fiscal  year  1964  to 
762,426  in  fiscal  year  1968  while  the  average  daily  patient  census 
decreased  from  110,159  to  97,428.  As  a  result  the  cost  per  patient 
treated  has  increased  at  a  much  slower  pace  than  the  medical  care  cost 
index.  Since  1960  per  diem  costs  in  VA  hospitals  have  risen  by  approxi- 
mately 50  percent.  However  the  cost  per  patient  treated  has  risen 
by  only  16  percent. 

The  care  of  veterans  has  been  improved  by  installation  of  many 
improved  and  newly  innovated  treatment  procedures  such  as  inten- 
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sive  care  units,  coronary  care  units,  organ  replacement  units,  and 
hemodialysis  units. 

On  an  indirect  basis  VA's  major  contribution  to  health  care  of  the 
Nation  is  in  the  field  of  education  and  training.  More  than  one-third 
of  the  physicians  graduated  each  year  receive  a  part  of  their  training 
in  VA  hospitals.  In  addition  more  than  42,000  medical  and  para- 
medical personnel  were  provided  training  in  residency  and  other  train- 
ing programs  in  fiscal  year  1968.  We  also  feel  that  our  medical  research 
program  is  making  a  valuable  contribution  to  the  improvement  of 
health  care  in  the  United  States.  The  affiliation  of  VA  hospitals  with 
medical  schools  has  been  the  most  significant  action  taken  to  upgrade 
the  quality  of  medical  care  provided  veterans. 

3.  How  do  the  health  programs  of  your  department  contribute  to  the 
formulation  and  implementation  of  the  national  health  policy? 

We  participate  in  various  interagency  task  forces  and  committees 
established  to  study  and  recommend  solutions  to  various  health  prob- 
lems. For  example,  Dr.  Robert  C.  Parkin,  Assistant  Director,  Medical 
Service,  is  currently  our  representative  on  the  National  Interagency 
Council  on  Smoking  and  Health.  The  Council  will  develop  and  recom- 
mend a  national  position  on  smoking  and  health. 

One  of  the  major  national  health  goals  is  to  train  more  health 
workers.  In  fiscal  year  1968  we  trained  over  42,000  medical  and  para- 
medical health  personnel,  an  increase  of  8,000  over  fiscal  year  1967.  We 
are  planning  to  increase  our  training  levels  considerably  over  the  next 
5  years. 

Our  affiliated  hospitals,  medical  schools  and  university  hospitals 
form  the  medical  complexes  where  advanced  treatment  technology  is 
developed.  Through  interaction  with  regional  medical  programs  (Pub- 
lic Law  89-239)  and  local,  area,  and  iState  planning  groups  (Public 
Laws  89-749  and  90-174)  our  programs  contribute  to  the  advancement 
of  health  care  technology  and  education. 

Jf.  What  mechanisms  are  available  to  you  to  coordinate  and  con- 
solidate health  programs  within  your  department  and  those  of  other 
departments  and  agencies? 

Since  VA  has  only  one  major  health  program,  that  is,  direct  de- 
livery of  health  care  to  veterans,  the  first  part  of  the  question  is  not 
applicable  to  VA.  With  respect  to  other  departments,  we  have  au- 
thority to  enter  into  sharing  agreements  with  other  departments  for 
the  direct  delivery  of  health  care  to  eligible  beneficiaries  of  other  de- 
partments and/or  agencies  and  allied  supportive  services. 

5,  How — and  hoiv  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  better  service  or  elimination  of 
redtape  remhtlng  from  interdepartment  or  intradepartment  program 
consolidations  ? 

We  have  agreement  with  both  the  Public  Health  Service  and  the 
Department  of  Defense  to  furnish  hospital  care  to  eligible  veterans 
at  specific  locations.  While  no  savings  have  been  calculated  such  co- 
ordinated effort  has  precluded  the  necessity  of  constructing  additional 
beds  at  some  locations. 

We  have  also  entered  into  agreement  with  the  PHS  to  provide  care 
to  merchant  seamen  in  the  Memphis  and  Chicago  areas  which  permitted 
the  closure  of  PHS  hospitals  in  these  areas. 
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In  the  planning  for  our  hospital  in  San  Juan  we  agreed  to  set  aside 
40  beds  for  military  patients  in  order  to  preclude  the  replacement  of 
a  small  Army  hospital  in  that  area. 

We  are  presently  working  with  the  PHS  in  the  development  of  joint 
plans  for  our  respective  hospitals  in  Seattle  which  would  share  a 
considerable  number  of  resources  on  a  common  basis. 

Our  supply  fund  operation  also  purchases  and  furnishes  medical 
supplies  to  other  Federal  medical  programs  on  a  reimbursement  basis. 

We  are  operating  consolidated  outpatient  clinics  in  several  Federal 
buildings  for  employees  of  various  agencies.  We  furnish  laundry 
service  to  six  Air  Force  installations,  one  Job  Corps  facility,  and 
one  Corps  of  Engineers  unit. 


Department  of  Agriculture, 
Washington,  B.C.,  March  26, 1969. 

Hon.  Abraham  Ribicott, 

Chairmmi,  Subcommittee  on  Executive  Reorganization,  Commiittee 
on  Government  Operations,  U.S.  Senate,  Washington,  B.C. 

Dear  Mr.  Chairman  :  This  is  in  response  to  your  letter  of  Febru- 
ary 18, 1969,  requesting  information  on  health- related  activities  of  the 
Department  of  Agriculture. 

Enclosed  is  a  Department  summary  of  outlays  for  the  past  5  years 
showing  by  agency  the  specific  activity  for  which  each  is  responsible. 
Our  health-related  activities  fall  into  two  broad  categories:  research 
and  regulatory. 

Research. — The  primary  mission  of  our  health-related  research  is 
developing  methods  for  the  diagnosis,  prevention,  eradication,  and 
control  of  infectious  diseases  and  harmful  parasites  of  livestock  and 
poultry  that  are  transmissible  to  man.  However,  emphasis  is  also  given 
to  research  on  diets  and  human  nutritional  requirements. 

It  is  difficult  to  measure  the  results  of  a  total  research  effort.  The  sum 
of  the  small  achievements  is  often  greater  than  the  total  of  the  parts. 
Research  also  helps  us  to  identify  and  avoid  problems  before  they 
develop.  For  example,  research  on  the  use  of  pesticides  have  helped 
us  to  avoid  the  harmful  side  effects  of  pesticides  residues  in  crops, 
livestock,  and  water. 

Regulatory. — The  regulatory  activities  include  programs  to  control 
and  eradicate  animal  diseases  that  are  transmissible  to  man;  border 
and  port  of  entry  quarantine  and  inspections  to  keep  communicable 
diseases  of  foreign  origin  from  entering  this  country ;  the  regulation 
of  pesticides  which  may  be  toxic  to  man;  and  consumer  protection 
activities  such  as  the  inspection  of  meat  and  poultry. 

Through  our  regulatory  activities,  we  have  substantially  reduced, 
eliminated,  or  controlled  many  animal  diseases  that  are  transmissible 
to  man.  Our  meat  and  poultry  inspection  programs  assure  us  of  a  clean 
and  wholesome  meat  supply,  free  from  adulteration  and  truthfully 
labeled. 

The  results  of  this  research  are  available  to  the  public  as  well  as 
other  Government  agencies.  These  results  have  an  impact  on  the  overall 
formulation  and  implementation  of  the  national  health  policy. 

Research  is  coordinated  at  the  department  level  by  our  Director  of 
Science  and  Education.  His  staff  coordinates  all  research  within  the 
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department  and  acts  as  liaison  with  other  Government  agencies  and 
private  research  institutions.  These  coordination  functions  are  con- 
tinuous in  nature.  By  coordinating  and  evaluating  each  project,  we  are 
able  to  eliminate  duplication  and  determine  the  best  approach  to  the 
problem  (that  is,  in-house  research,  other  Government  agency,  college 
or  university,  or  private  research  institution — whether  by  grant,  con- 
tract or  cooperative  agreement). 

I  hope  this  analysis  provides  the  information  needed  by  your 
subcommittee . 

Sincerely, 

J.  Phil  Campbell. 

U.S.  DEPARTMENT  OF  AGRICULTURE  OUTLAYS  FOR  HEALTH-RELATED  PROGRAMS,  FISCAL  YEARS  1965-69, 

ESTIMATED 

(In  thousands  of  dollars] 


Agency  and  category 


1965         1966         1967  1968 


Estimated, 


Agricultural  Research  Service: 

Health-related  research     29,935      31,766      37,048      36,371  37,088 

On  diseases  and  parasites  transmissible  to  man, 
residual  effects  of  pesticides,  and  human  nutrition. 

Construction— Research  facilities    312         117         202         466  3,205 

Proportionate  cost  of  constructing  research  facil- 
ities used  in  part  for  health-related  research. 

Disease  prevention  and  control    25,343     28,350     29,532     30,474  32,455 

Eradication  or  control  of  brucellosis,  tuberculosis, 
and  other  animal  diseases  transmissible  to  man,  and 
prevention  of  introduction  of  animal  diseases  from 
foreign  countries. 

Environmental  control.   502         575         534         577  617 

Evaluation  of  pest  control  programs  with  special 
reference  to  environmental  impact  associated  with 
eradication  and  control  procedures,  and  monitoring 
pesticides  in  agriculture. 

Consumer  protection   2,273       2,344       3,304       3,204  3,454 

Registration  and  enforcement  activities  under  the 
Federal  Insecticide,  Fungicide,  and  Rodenticide  Act. 

Total...   58,365      63,152      70,620      71,092  76,819 

Cooperative  State  research  service: 

Health-related  research.   7,863       6,965       7,064       7,129  7,493 

Research  conducted  by  State  agricultural  experiment 
station  on  human  nutrition,  pesticide  problems, 
toxins  in  food,  and  animal  diseases  and  parasites 
hazardous  to  man. 
Consumer  and  Marketing  Service: 

Consumer  protection   49,691      54,882      61,324      70,415  96,924 

Assures  all  fresh  and  processed  meat  and  poultry 
meat  products  are  wholesome  and  suitable  for  human 
consumption. 
Economic  Research  Service: 

Improving  the  organization  and  delivery  of  health  services.         13  13  14  13  13 

Analytical  studies  on  needs  for  improved  health 
services  in  rural  areas. 
Extension  Service: 

Consumer  protection.   209         234         262         287  275 

Disseminates  information  on  food  and  nutrition  and 
on  public  health  protection. 
Forest  Service: 

Health-related  research   90         100         131         142  187 

Research  on  atmospheric  pollution  and  the  effect  of 
pesticides  on  soil  ana  water. 

Total   116,231     125,346     139,415     149,078  181,711 


Health-Related  Activities 

Research 

The  activities  of  the  Agricultural  Research  Service  having  medical 
and  health-related  significance  are  aimed  toward  learning  how  infec- 
tious diseases  and  harmful  parasites  of  livestock  and  poultry  are  trans- 
mitted to  man,  the  role  of  insects  as  vectors,  and  developing  methods 
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for  their  diagnosis,  prevention,  eradication,  and  control.  Approxi- 
mately 90  diseases  of  animals  are  transmissible  to  man,  including 
brucellosis,  leptospirosis,  mycotic  diseases,  vesicular  diseases,  tubercu- 
losis, swine  erysipelas,  worms,  and  protozoa,  leukosis,  Newcastle,  orni- 
thosis, and  salmonellosis. 

Research  is  conducted  to  devise  protective  measures  for  decontamina- 
tion and  utilization  of  crops,  animals,  and  soils  affected  by  direct  radia- 
tion or  radioactive  fallout  to  minimize  their  effects  on  the  Nation's 
supply  of  meat  and  other  food  products. 

Research  is  also  conducted  on  the  use  of  pesticides  to  avoid  the  side 
hazards  of  pesticide  residues  in  insects,  crops,  and  livestock  and  on  the 
effects  of  chemicals  on  crops,  livestock,  and  water.  This  research  in- 
cludes the  following :  Toxicologic al  and  pathological  effects  of  pesti- 
cides, feed  additives,  and  so  forth,  on  livestock  as  found  in  their  feed 
and  on  crops ;  physical  and  chemical  nature  of  plant  viruses ;  effects  of 
pesticides  on  the  composition  and  nutritive  value  of  the  current  food 
supply;  biological  and  other  methods  of  controlling  stored-products 
insects,  and  development  of  nontoxic  mothproofing  treatments.  Re- 
search is  also  conducted  on  new  and  improved  growth  promotants,  as 
well  as  on  farmstead  water  supply,  wastes  disposal,  health-related 
problems  of  tobacco,  improving  plant  sources  of  protein,  and  deleteri- 
ous molds  and  their  control. 

Human  nutrition  research  is  directed  toward  nutritive  requirements 
of  man ;  availability  of  nutrients  in  foods ;  metabolic  response  of  man 
to  various  combinations  of  dietary  proteins  and  fats ;  and  discovering 
relationships  between  soils,  plants,  and  animals  to  improve  nutrition. 
Consumer  and  food  economics  research  includes  investigations  of  food 
consumption  practices  and  the  nutritive  value  of  customary  diets. 
Microbiological  studies  on  textiles  are  also  conducted. 

Utilization  research  activities  include  development  of  methods  for 
prevention  of  Salmonella  contamination  in  milk;  development  of  laun- 
derable  shearlings  for  medical  use;  investigation  of  allergens  in  edible 
proteins;  development  of  methods  of  estimating  thermal  history  of 
meat  products ;  studies  on  the  removal  or  inactivation  of  aflatoxin  in 
food  products;  maintenance  of  a  culture  collection  for  identification 
of  cultures  from  medical  sources  and  for  screening  microorganisms  for 
production  of  antibiotics  and  vitamins:  development  of  improved 
emulsion  for  intravenous  feeding:  and  development  of  specialized 
methodology  for  obtaining  characteristics  and  composition  of  fats 
from  various  tissues.  This  work  also  has  included  screening  plant  ex- 
tracts for  biological  activity,  such  as  for  treatment  of  heart  disease 
and  cancer.  The  commercial  development  of  penicillin  came  from 
Department  research  in  the  microorganism  field. 

Marketing  research  is  directed  toward  minimizing  deterioration  and 
spoilage  of  farm  commodities  in  marketing  channels  in  order  to  pro- 
vide.  the  consumer  a  more  wholesome  product.  Research  is  conducted 
on  the  effect  of  various  disease  organisms  on  poultry  and  the  effects  of 
light  on  the  identification  of  poultry  diseases  in  connection  with  poul- 
try inspection  activities. 

The  State  agricultural  experiment  stations  (SAES)  conduct  re- 
search with  State-appropriated  funds  and  with  Federal  grants  to  the 
land  grant  colleges  and  universities.  The  amounts  reported  are  esti- 
mates of  that  portion  of  the  Federal  grants  used  for  health-related 


322 


FEDERAL  ROLE  IN  HEALTH 


programs.  Examples  of  the  type  of  research  are  as  follows:  Hmnan 
nutrition,  pesticide  problems  related  to  health,  toxins  in  foods  and 
food  products,  insect  pests  of  agricultural  workers,  animal  diseases 
and  parasites  hazardous  to  humans,  food  safety,  studies  on  the  need 
and  use  of  rural  facilities,  including  health  facilities,  and  problems 
of  air  and  waiter  pollution  which  could  be  hazardous  to  humans. 

Most  of  these  funds  are  used  for  research  on  problems  local  or  re- 
gional in  nature.  However,  results  frequently  find  use  in  the  solution 
of  national  problems.  Because  of  a  Salmonella  problem  in  poultry  in 
the  State  of  Washington  several  years  ago,  research  at  the  State  Agri- 
cultural Experiment  Station  at  Pullman,  Wash.,  was  strengthened 
considerably.  A  number  of  State  stations  have  studies  to  improve  the 
diagnosis  of  brucellosis  to  aid  in  the  complete  eradication  of  the  disease 
from  their  States.  Both  of  these  problems  are  human  health  related. 
Findings  from  the  research  will  be  used  nationwide.  Information 
from  mycotoxin  research,  mentioned  above,  has  and  will  be  used  to 
modify  handling  and  processing  methods  following  harvesting,  thus 
minimizing  or  eliminating  the  production  of  toxins  potentially  harm- 
ful to  consumers. 

It  is  difficult  to  measure  either  the  direct  or  indirect  results.  Like 
most  research,  a  small  achievement  is  made  here,  another  there.  As  this 
information  accumulates  over  time,  the  greater  the  total  value  is  to 
the  public.  Vitamin  D  in  milk,  a  development  of  the  Wisconsin  Agri- 
cultural Experiment  Station,  is  now  available  nationwide.  Research  at 
the  California  AgTicultural  Experiment  Station  on  biological  control 
and  integrated  control  of  insect  pests  is  contributing  to  modified  insect 
control  recommendation  resulting  in  less  hazardous  pesticide  residues 
on  agricultural  products.  Results  of  nutrition  research  at  these  State 
institutions  have  been  a  major  contribution  to  the  National  Academy 
of  Sciences  publication,  "Recommended  Dietary  Allowances." 

Information  gained  through  research  at  the  SAES  with  results 
published  in  recognized  journals  is  available  to  action  groups.  Project 
leaders  and  station  administrators  frequently  have  membership  on 
local.  State,  and  eA^en  national  organizations  and  committees  that  assist 
and  provide  guidance  to  the  development  of  action  programs  involv- 
ing human  health. 

Result  of  research  related  to  health  at  the  State  agricultural  experi- 
ment stations  contributes  to  the  formulation  and  implementation  of 
national  health  policies  through  two  means:  (1)  the  utilizaiton  of 
research  findings  by  groups  concerned  with  health  problems,  and 
(2)  representation  on  policymaking  committees  and  groups  contribut- 
ing to  policymaking. 

Several  methods  for  coordinating  related  research  are  used  by  the 
Cooperative  State  Research  Service  (CSRS).  All  new  and  revised 
proposals  are  submitted  by  the  SAES  to  CSRS  and  are  reviewed  for 
relevance  and  cooperation.  CSRS  staff  make  on-site  visits  to  each  of 
the  State  institutions  and  review  progress  achieved  by  project  leaders. 
Progress,  cooperation  and  duplicate  effort  are  assessed.  A  part  of  the 
Hatch  Act  program  is  devoted  to  cooperative  regional  research  proj- 
ects. Contributors  to  regional  projects  meet  annually  to  discuss  plans 
and  progress.  Contributors  consist  of  State  and  Federal  workers. 
CSRS  has  representation  on  each  regional  project. 

The  mechanisms  to  coordinate  health-related  research  at  the  State 
institutions  are  a  continuing  activity.  Information  on  specific  financial 
savings  is  not  available. 
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Activities  of  the  Forest  Service  include  research  on  atmospheric 
pollution  and  the  effects  of  pesticides  in  forest  soils  and  water. 

The  Economic  Research  Service  conducts  analytical  studies  of  health 
and  medical  services  in  rural  areas. 

Regulatory  activities 

The  Agricultural  Research  Service  conducts  preventive  and  commu- 
nity services,  which  include  eradication  of  animal  diseases,  such  as 
brucellosis  and  tuberculosis  which  are  transmissible  to  man;  preven- 
tion at  ports  of  entry  of  the  introduction  of  animal  diseases  from  for- 
eign countries  which  may  affect  man;  the  regulation  of  pesticides, 
which  may  be  toxic  to  man ;  evaluation  of  pest  control  programs  with 
special  reference  to  environmental  impact  associated  with  control  and 
eradication  procedures ;  and  monitoring  pesticides  in  agriculture. 

The  Consumer  and  Marketing  Service  administers  the  Wholesome 
Meat  and  Poultry  Act.  These  inspection  programs  involve  withholding 
from  interstate  or  foreign  commerce  meat,  poultry,  and  their  food 
products  that  are  mislabeled,  misleading,  unhealthful,  unwholesome, 
or  otherwise  unfit  for  human  food.  Any  meat  or  poultry  plant  engaged 
in  slaughtering  or  processing  meat  and  poultry  products  for  shipment 
in  interstate  commerce  is  required  to  have  Federal  inspection.  Under 
recent  legislation,  the  Federal  program  also  provides  financial  and 
technical  assistance  to  States  for  improving  the  quality  of  their  meat 
and  poultry  inspection  programs. 

The  effect  of  the  program  on  health  care  lies  in  the  fact  that  it  pre- 
vents parasitic  infections  and  acute  and  chronic  food  poisoning  from 
chemical  and  biological  agents.  Close  supervision  of  sanitation  in 
slaughter  and  processing  plants  insures  consumption  of  meat  and  poul- 
try without  fear  of  the  product  serving  as  vector  in  the  human-to- 
human  passage  of  disease. 

Through  cooperation  with  other  Federal  programs,  there  has  been 
increased  efficiency  in  eliminating  many  animal  diseases  transmissible 
to  man,  such  as  tuberculosis  and  brucellosis.  By  monitoring  residue 
levels  of  hormones,  insecticides,  and  antibiotics,  controls  are  estab- 
lished to  prevent  health  problems  such  as  human  toxicity  and  drug- 
resistant  human  pathogens. 

The  formulation  and  implementation  of  the  national  health  policy 
rests  on  the  expectation  of  a  safe  and  wholesome  meat  and  poultry  sup- 
ply to  provide  that  portion  of  the  animal  protein  required  for  the 
balanced  diets  which  are  fundamental  to  any  health  policy.  In  addi- 
tion, the  animal-to-man  and  man-to-man  occurrence  of  many  diseases 
are  limited  both  as  to  rate  of  incidence  and  severity  by  the  services  pro- 
vided by  this  program. 

Mechanisms  of  coordination  and  consolidation : 

(a)  Intra  departmental  agreements  which  coordinate  the  eradication 
of  animal  parasites  and  diseases,  many  of  which  are  transmissible  to 
man. 

( h )  Liaison  with  other  agencies  in  controlling  the  presence  of  harm- 
ful residues  in  meat  and  poultry  products. 

(c)  Departmental  Food  Safety  Committee — coordinates  work  being 
done  and  interest  of  each  agency  in  various  aspects  of  food  safety. 

(d)  An  Advisory  Committee  which  coordinates  Federal  meat  and 
poultry  inspection  systems  with  State  programs. 
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(e)  Formal  communication  mechanisms  for  alerting  national  and 
local  animal  and  human  health  authorities  concerning  domestic  and 
foreign  diseases  as  well  as  chemical  and  biological  residues.  Samples 
are  also  collected  to  assist  in  the  detection  of  farm  sources  of  diseases 
brought  under  control. 

An  example  of  interdepartmental  cooperation  is  the  TB  cattle  eradi- 
cation program  under  the  responsibility  of  the  Animal  Health  Divi- 
sion of  the  Agricultural  Research  Service.  The  latter  is  eliminating 
down-the-road  testing  for  TB  with  tuberculin  and  increasing  its 
reliance  on  the  detection  by  the  meat  and  poultry  slaughter  inspection 
programs  of  nonreactor  cattle  with  lesions  coupled  with  the  use  of  in- 
formation regarding  source  to  enable  it  to  perform  the  subsequent 
traceback  and  find  the  source.  It  is  estimated  that  it  is  at  least  10  times 
as  costly  to  find  a  herd  of  cattle  infected  with  TB  by  routine  testing 
as  it  is  to  find  the  same  herd  by  tracing  back  nonreactors  which  exhibit 
lesions  at  slaughter. 

Educational  activities  on  health-related  programs 

The  Cooperative  Extension  Service  is  a  cooperative  Federal-State 
program  financed  by  Federal  grants  to  land  grant  colleges  and  univer- 
sities, and  State  and  local  government  appropriations  to  assist  rural 
people,  as  well  as  others,  in  meeting  recognized  needs.  This  Service 
does  not  provide  health  care.  It  is,  however,  involved  in  educational 
programs  in  the  following  areas  of  work  which  are  health  related : 

(a)  Toxins,  salmonella,  rabies,  and  other  animal  health  orga- 
nisms as  they  relate  to  humans : 

(h)  Environmental  factors  affecting  health  such  as  water  sup- 
ply, rodent  control,  air  and  water  pollution,  sanitary  sewage  sys- 
tems, trash  control,  and  weeds. 
These  programs  have  helped  rural  communities  become  more  aware 
of  the  needs  and  opportunities  to  obtain  better  community  facilities 
and  services,  including  medical  care ;  youth  have  become  more  safety 
conscious;  potential  illnesses  of  humans  have  probably  been  reduced 
through  improving  the  environment  and  reducing  incidence  of  or- 
ganisms which  may  have  been  transferred  from  animals  to  humans, 
and  people  have  become  more  aware  of  the  importance  of  good  food 
and  nutrition  habits  to  their  health. 

These  programs  do  not  contribute  to  the  formulation  and  implemen- 
tation of  the  national  health  policy  except  insofar  as  the  health-related 
work  affects  the  demand  for  medical  services. 

Most  of  the  health-related  work  of  the  Cooperative  Extension  Serv- 
ice is  carried  on  at  the  State  and  county  levels.  The  field  staff  of  the 
Cooperative  Extension  Service  maintains  a  close  working  relationship 
with  other  agencies  and  organizations  carrying  on  related  programs. 
At  the  Federal  level  technical  staff  members  serve  on  interdepartmen- 
tal and  interagency  committees  in  areas  such  as  animal  health,  pesti- 
cides safety,  nutrition,  and  environmental  pollution.  A  representative 
of  FES  serves  as  a  member  of  the  Advisory  Board  to  the  Clearing- 
house on  Rural  Health  Information  and  Communications  Center.  A 
representative  of  the  Federal  Extension  Service  also  represents  the 
Department  of  Agriculture  on  the  President's  Committee  on  Employ- 
ment of  the  Handicapped. 

Since  the  Federal  Extension  Service  is  the  educational  agency  of 
the  USDA,  the  staff  works  constantly  with  other  agencies  and  Depart- 
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merits  as  appropriate  to  carry  out  its  functions.  For  example,  in  the 
areas  of  pesticides  safety,  constant  communications  are  maintained 
with  the  regulatory  staffs  concerned  with  pesticides  in  order  that  rec- 
ommendations made  to  the  public  will  be  consistent  with  changes  in 
Federal  regulations  on  use.  The  major  effect  of  these  types  of  activities 
has  been  to  help  the  extension  staff  keep  informed  about  research  work 
and  programs  of  other  departments  and  agencies  and  make  use  of  that 
information  to  the  maximum  extent  possible  in  extension  programs 
with  the  public. 


The  Secretary  of  Commerce, 
Washington,  B.C.,  March  20, 1969. 

Hon.  Abraham  Kibicoft, 

Chairman,  Suhcommittee  on  Executive  Reorganization,  Committee  on 
Government  Operations,  U.S.  Senate,  Washington,  B.C. 

Dear  Mr.  Chairman  :  This  is  in  response  to  your  letter  of  Febru- 
ary 18,  1969,  requesting  information  concerning  Commerce  Depart- 
ment's activities  in  health  and  medical  care. 

Commerce  has  reported  outlays  for  medical  and  health-related  activ- 
ities in  the  special  analysis  for  only  3  of  the  past  5  years.  A  breakdown 
of  amounts  reported  by  our  participating  bureaus,  the  Economic  De- 
velopment Administration  and  the  National  Bureau  of  Standards,  is 
provided  in  the  following  table : 

[In  thousands  of  dollars] 

Fiscal  year- 


Bureau  and  activity  1966  1967  1968 

Economic  Development  Administration: 

Training      2 

Construction  of: 

Hospitals...   1,830  1,949 

Domiciliaries       64 

Nursing  homes       1,000  1,212 

Clincis   69  

Other      200     


Subtotal                                                                            200            2,872  3,227 

National  Bureau  of  Standards: 

Radiation  research                                                                       300              337  275 

Audiometric  calibrations  research  and  instrument  studies                                            40  32 

Dental  materials  research                                                                                7  12 

Air  and  water  pollution                                                                                    675  286 

Refrigeration  studies       4 

Visual  environment  studies      15 


Subtotal....     300  1,059  624 


Total,  Department  of  Commerce   500  3,931  3,851 


The  Economic  Development  Administration  is  authorized  to  partic- 
ipate in  the  construction  of  hospitals  and  other  medical  facilities 
through  loans  and  grants  when  these  facilities  directly  contribute  to 
the  economic  development  of  a  distressed  area. 

Generally,  grant  assistance  for  such  projects  is  given  only  as  sup- 
plementary assistance  to  basic  grants  approved  by  the  Department  of  - 
Health,  Education,  and  Welfare  under  the  Hill-Burton  program. 
Sometimes  Hill-Burton  funds  and  other  sources  of  assistance,  such  as 
Federal  Housing  Administration's  nursing  home  program  and  Small 
Business  Administration  loans,  are  not  available  in  which  case  the 


326 


FEDERAL  ROLE  IN  HEALTH 


applicant  might  apply  for  direct  assistance  from  EDA  in  the  form  of 
direct  grants  and/or  loans.  To  warrant  EDA  approval  (provided  suffi- 
cient funds  are  available)  the  applicant  must  clearly  demonstrate  that : 

(1)  The  lack  of  medical  facilities  is  seriously  hampering  the 
economic  development  of  the  community ; 

(2)  The  economic  benefits  of  the  project  will  significantly  ex- 
ceed the  onsite  employment  effect  of  the  facility  itself ; 

(3)  The  project  is  essential  to  the  establishment  or  expansion 
of  an  identified  industrial  or  commercial  enterprise. 

EDA  funds  are  also  provided  to  assist  in  the  recruitment  and  train- 
ing of  persons  in  health- related  activities  which  are  likewise  related 
to  economic  development. 

Although  the  National  Bureau  of  Standards  does  not  have  a  specific 
mission  in  the  fields  of  health  or  medicine,  it  does  have  projects  which 
are  health  related.  A  number  of  projects  undertaken  because  of  the 
measurements  and  standards  mission  of  NBS  are  of  interests  to  agen- 
cies directly  involved  in  health  and  medical  activities  because  the  data 
developed  may  help  the  agencies  with  health  missions  carry  out  their 
programs. 

The  above  information  responds  to  questions  1  and  2  in  your  letter. 
Since  the  Department  of  Commerce  participates  only  indirectly  in 
health  programs,  questions  3,  4,  and  5  in  your  letter  would  not  be 
applicable. 

I  hope  this  material  will  be  of  help  to  you.  Please  let  me  know  if 
I  can  be  of  any  further  assistance.  Mr.  Charles  H.  Alexander,  depart- 
mental budget  officer,  telephone  code  189,  extension  4547,  will  act  as 
liaison  between  the  Department  and  the  staff  director  of  your  sub- 
committee. 

Sincerely  yours, 

Maurice  H.  Stans, 
Secretary  of  Commerce, 


The  Secretary  or  Housing  and  Urban  Development, 

Washington,  B.C.,  March  ^,  1969. 

Hon.  Abraham  Ribicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee  on 
Government  Operations,  U.S.  Senate,  Washington,  D.C. 
Dear  Senator  Ribicoff  :  In  response  to  your  letter  of  February  18 
regarding  this  Department's  activities  in  the  field  of  health  and  medi- 
cal care,  I  am  enclosing  a  description  of  our  health-related  programs 
accompanied  by  expenditure  data  for  each  activity  over  the  preceding 
5  years. 

As  you  know,  the  Department  of  Housing  and  Urban  Development 
does  not  directly  provide  any  health  or  medical  services.  Our  principal 
connection  with  Federal  health  programs  is  in  the  construction  of  and 
planning  for  basic  plant  facilities  and  equipment  which,  upon  com- 
pletion, maj^  be  used  for  health  services  as  well  as  for  other  uses  or 
may  otherwise  be  considered  as  health  related.  Wliile  I  am  pleased 
that  we  contribute  in  this  way  toward  the  fulfillment  of  national 
health  goals,  I  must  point  out  that  our  programs  are  not  evaluated 
solely  or  even  primarily  on  the  basis  of  their  contribution  to  those 
goals.  This  is  because  of  the  Department's  concern  with  a  multiplicity 
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of  housing  and  urban  j)roblems,  each  with  its  own  special  characteris- 
tics, and  each  of  vital  importance  in  the  overall  quality  of  the  urban 
environment.  I  should  also  point  out  that  the  enclosed  expenditure 
figures  are  not  precise  data.  They  do  represent,  however,  the  best  avail- 
able estimates  of  the  percentage  of  overall  program  expenditures 
which  may  be  related  to  health  activities. 

We  have  various  means  for  coordinating  our  function  with  the  roles 
of  other  Federal  agencies  so  as  to  efficiently  and  effectively  meet  criti- 
cal urban  needs.  An  example  of  this  is  found  in  our  relatively  new 
neighborhood  facilities  program  which  provides  for  multiservice  cen- 
ters in  low  income  areas  for  programs  of  health,  recreation,  social,  and 
other  essential  community  services.  The  procedures  for  coodination 
vary  with  different  projects,  but  mechanisms  are  set  up  to  deal  with 
the  Department  of  Health,  Education,  and  Welfare  as  well  as  with 
other  Federal  agencies.  The  mechanisms  are  included  in  the  enclosed 
program  descriptions. 

It  is  my  hope  that  you  will  find  the  information  we  have  provided 
useful  in  your  inquiry.  If  you  have  any  further  questions  regarding 
the  Department's  health-related  activities,  I  have  designated  Mr.  Na- 
thaniel J.  Eiseman,  the  Department's  Budget  Director,  to  act  as  liai- 
son between  this  Department  and  the  staff  director  of  your  subcom- 
mittee. 

Sincerely, 

George  Romnet. 

expenditures  for  health-related  programs  in  the  department  of  housing  and  urban  development 

[In  thousands  of  dollars] 


1965  1966  1967  1968  1969 

Program  actual        actual        actual        actual  estimate 


Basic  water  and  sewer  facilities.     5, 690  44, 000  100, 000 

Public  works  planning                                           5,180         5,865  6,915  2,615  2,040 

Public  facility  loans                                               37,750        25,035  44,050  35,580  37,270 

Neighborhood  facilities     58  324  2,240 


Total....    42,930        30,900        56,713        82,519  141,550 


Program  Description  and  Coordinating  Mechanisms 

PUBLIC  works  planning 

The  Housing  Act  of  1954  (40  U.S.C.  462),  as  amended,  authorizes 
interest-free  advances  to  States,  municipalities,  local  planning  agen- 
cies, and  metropolitan  areas  and  regions  for  the  planning  of  local 
public  works.  Advances  are  repayable  when  construction  commences  on 
the  planned  proj  ect. 

The  program  is  intended  to  (1)  encourage  the  preparation  and 
maintenance  of  a  current  reserve  of  planned  public  works  which  can 
readily  be  placed  under  construction,  and  (2)  promote  economy  and 
efficiency  in  planning  and  building  public  works.  Health-related 
planning  assisted  by  this  program  consists  primarily  of  water  and 
sewer  facilities  planning. 

Notice  of  applications  received  for  planning  water,  sanitary  sewage, 
hospital  and  related  health  facilities  are  sent  to  the  regional  office  of 
the  U.S.  Public  Health  Service.  This  notice  is  for  information  purposes 
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only  and  does  not  require  a  reply  unless  the  Public  Health  Service 
desires  to  comment  on  the  application.  For  purposes  of  the  health- 
related  program  analysis  included  in  the  budget  the  Department  esti- 
mated that  66  percent  of  the  total  public  works  planning  outlays  were 
health  related  based  on  project  approvals. 

BASIC  WATER  AND  SEWER  FACILITIES 

The  Housing  and  Urban  Development  Act  of  1965  (42  U.S.C.  3102) 
authorizes  grants  to  local  public  bodies  and  agencies  for  basic  water 
and  sewer  facilities.  With  a  limited  exception,  grants  may  not  exceed 
50  percent  of  project  development  cost. 

Projects  approved  for  grants  must  contribute  to  improve  health  or 
living  standards  of  people  in  the  community  to  be  served.  The  inter- 
agency committee  to  provide  continuing  coordination  for  water  and 
sewer  programs  was  established  on  October  12,  1965,  with  representa- 
tion on  the  committee  from  the  four  Departments  having  water  and 
sewer  grant-in-aid  programs  (HUD,  Commerce,  Interior,  and  Agri- 
culture) .  The  mission  of  the  interagency  committee  is  to  develop  more 
simplified  and  consistent  methods  and  procedures  to  improve  the 
effectiveness  of  the  water  and  sewer  programs. 

For  purposes  of  the  health-related  program  analysis  included  in  the 
budget  the  Department  estimated  than  100  percent  of  total  program 
outlays  were  health  related. 

PUBLIC  FACILITY  LOANS 

The  Housing  Amendments  of  1955  (42  U.C.  1492),  as  amended, 
authorize  direct,  long-term  loans  for  financing  construction  of  essential 
public  facilities.  Public  facility  loans,  which  may  run  for  as  long  as 
40  years,  are  made  only  when  credit  is  not  otherwise  available  on 
reasonable  terms  and  conditions. 

Informal  relationships  are  in  effect  with  all  Federal  agencies  whose 
program  responsibilities  may  be  affected  by  PFL  loan  proposals.  These 
relationships  principally  involve  notification  to  the  agencies  that  loan 
applications  are  under  consideration  within  their  area  of  interest  in 
order  to  provide  opportunity  for  comment.  The  most  common  examples 
are  notifications  to  the  Public  Health  Service  of  applications  for  loans 
for  water  and  sewer  facilities,  hospitals,  and  nursing  homes.  Coordi- 
nation is  normally  affected  between  the  appropriate  HUD  regional 
office  and  the  regional  office  or  other  field  establishment  of  the  agency 
at  interest. 

For  purposes  of  the  health-related  program  analysis  include  in  the 
budget  the  Department  estimated  that  75  percent  of  total  program 
outlays  were  health  related  based  on  project  approvals. 

NEIGHBORHOOD  FACILITIES 

Section  703  of  the  Housing  and  Urban  Development  Act  of  1965 
authorized  a  program  of  Federal  grants  to  local  public  bodies  and 
agencies  to  assist  in  financing  the  cost  of  constructing,  rehabilitating, 
or  expanding  neighborhood  centers  designed  for  multipurpose  use  for 
programs  of  health,  recreation,  social  or  similar  community  services. 
While  grant  assistance  applies  only  to  provision  of  the  structure,  local 
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communities  will  schedule  and  provide  services  designed  to  meet  the 
particular  needs  of  the  neighborhood.  Grants  under  this  program  are 
normally  two-thirds  of  project  development  cost ;  however,  in  areas  of 
high  unemployment,  grants  may  cover  75  percent  of  development  cost. 

The  program  coordinates  its  activities  with  other  programs  of  the 
Department  (urban  renewal,  urban  parks,  and  public  housing),  as 
well  as  with  other  Federal  agencies  such  as  the  Department  of  Health, 
Education,  and  Welfare,  and  Labor.  Other  programs  and  agencies  may 
provide  funds  for  supplementary  construction  assistance  or  for  the 
provision  of  services  within  the  facility. 

For  purposes  of  the  health-related  program  analysis  included  in 
the  budget  the  Department  estimated  that  7  percent  of  total  program 
outlays  were  health  related  based  on  square  footage  in  completed 
centers  devoted  to  delivery  of  health  services. 


The  Secretary  of  Housing  and  Urban  Development, 

Washington,  B.C.,  May  2,  1969, 

Hon.  Abraham  A.  Eibicoft, 

Chairman,  Subcorrmiittee  on  Executive  Reovgamization,  Committee 
on  Government  Operations,  U.S.  Senate,  Washington,  D.C. 
Dear  Senator  Eibicoff  :  This  is  in  reply  to  your  letter  of  March  13 
seeking  a  more  complete  report  on  the  health- related  programs  of  this 
Department. 

Li  supplying  information  on  program  expenditures  to  the  Bureau 
of  the  Budget  for  purposes  of  Special  Analysis  L,  a  rather  narrow 
definition  of  what  should  be  considered  a  "health  related  activitjr" 
was  used.  Only  those  programs  involving  direct  expenditures  by  this 
Department — in  the  form  of  grants  or  loans — for  the  planning  or  con- 
struction of  basic  plant  facilities  which  would  be  used  for  health  serv- 
ices were  included.  As  you  pointed  out  in  your  letter,  there  are  other 
programs  administered  by  this  Department,  such  as  our  program  of 
mortgage  insurance  for  group  practice  facilities,  which  are  also  health 
related.  Enclosed  is  a  description  of  each  of  these  programs  and  the 
mechanisms  available  for  coordination  both  within  our  Department 
and  with  other  departments  and  agencies.  Information  is  supplied  on 
the  following  health-related  programs : 

1.  Mortgage  insurance  for  nonprofit  hospitals  (sec.  242  of 
the  National  Housing  Act,  added  by  title  15  of  the  Housing  and 
Urban  Development  Act  of  1968) . 

2.  Mortgage  insurance  for  nursing  homes  (sec.  232  of  the 
National  Housing  Act) . 

3.  Mortgage  insurance  for  group  practice  facilities  (title  XI 
of  the  National  Housing  Act  added  by  section  502  of  the  Demon- 
stration Cities  and  Metropolitan  Development  Act  of  1966) . 

4.  Model  cities  (title  I  of  the  Demonstration  Cities  and  Metro- 
politan Development  Act  of  1966) . 

5.  Comprehensive  planning  grants  (sec.  701  of  the  Housing 
Act  of  1954). 

6.  Public  works  planning  (sec.  702  of  the  Housing  Act  of 
1954). 

7.  Water  and  sewer  grants  (sec.  702  of  the  Housing  and 
Urban  Development  Act  of  1965) . 
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8.  Neighborhood  facilities   (sec.  703  of  the  Housing  and 
Urban  Development  Act  of  1965) . 

9.  Public  facilities  loans  (title  II  of  the  housing  amendments 
of  1955). 

10.  Public  housing  (the  U.S.  Housing  Act  of  1937) . 

11.  College  housing  (title  IV  of  the  Housing  Act  of  1950). 

12.  Loans  for  housing  for  the  elderly  and  handicapped  (title 
II  of  the  Housing  Act  of  1959) . 

13.  Rodent  and  pest  control  activities  (cutting  across  program 
lines  generally). 

Of  the  programs  listed,  the  program  of  mortgage  insurance  for 
nursing  homes  and  the  recently  enacted  programs  of  mortgage  in- 
surance for  group  practice  facilities  and  for  nonprofit  hospitals  are 
perhaps  most  directly  concerned  with  assisting  in  the  provision  of 
health  and  medical  services.  In  all  three  of  these  programs,  coordina- 
tion with  the  Department  of  Health,  Education,  and  Welfare  is 
especially  close,  and  every  effort  is  made  to  administer  the  programs 
in  a  manner  which  promotes  national  health  goals.  The  mortgage 
insurance  program  for  nonprofit  hospitals,  for  example,  must  be  ad- 
ministered by  the  agencies  involved  in  a  manner  which  encourages 
programs  that  provide  comprehensive  health  care,  including  outpa- 
tient and  preventive  care  to  a  defined  population.  This  is  consistent 
with  the  emphasis  on  encouraging  group  practice  plans  and  prepaid 
comprehensive  health  plans  featuring  incentives  designed  to  reduce 
unnecessary  hospitalization. 

The  other  health  related  programs  of  this  Department  focus  pri- 
marily on  the  provision  of  housing  for  particular  population  groups 
or  on  planning  and  construction  of  basic  facilities  in  a  manner  which 
promotes  rational  urban  development.  Where  there  is  a  direct  rela- 
tionship between  the  activities  of  these  programs  and  the  provision 
of  health  and  medical  services  (as  in  model  cities  or  mortgage  in- 
surance for  nursing  homes)  close  coordination  relationships  with  the 
Department  of  Health,  Education,  and  Welfare  and  other  health 
agencies  have  been  established. 

Because  most  of  our  health  related  programs  are  relatively  new 
(model  cities)  or  else  have  only  an  incidental  effect  on  health  services 
(public  housing)  it  is  difficult  for  us  to  determine  the  concrete  results 
which  the  programs  have  achieved  with  regard  to  improving  health 
care  in  the  United  States.  In  our  program  of  mortgage  insurance  for 
nursing  homes,  however,  which  is  an  older  program  directly  related 
to  health  care,  we  know  generally  that  there  has  been  a  beneficial  in- 
fluence on  health  care  in  the  United  States.  The  availability  of  FHA 
insurance  has  sparked  interest  in  long-term  investment  in  nursing 
homes  so  that  today  many  nursing  homes  are  built  with  conventional 
as  well  as  FHA  financing.  Many  localities  adopted  FHA  property 
standards  for  nursing  homes  as  criteria  for  judging  the  adequacy  of  all 
nursing  homes  constructed  in  the  locality  and  many  States  have  gradu- 
ally increased  their  standards  to  meet  those  of  the  FHA.  The  FHA 
standards  were  originally  worked  out  in  close  consultation  with  the 
Department  of  Health,  Education,  and  Welfare.  As  the  newer  pro- 
grams, such  as  model  cities,  are  fully  implemented,  their  impact  on 
health  care  can  be  more  readily  determined. 

I  hope  that  this  additional  information  will  be  of  use  in  your  inquiry. 
Sincerely, 

George  Eomney. 
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Mortgage  Insurance  for  Nonprofit  Hospitals 
program  description 

Title  XV  of  the  Housing  and  Urban  Development  Act  of  1968  added 
a  new  section  242  to  the  National  Housing  Act.  This  section  authorizes 
the  Secretary  of  Housing  and  Urban  Development  to  insure  mortgages 
covering  new  or  rehabilitated  hospitals  (including  initial  equipment). 
To  be  eligible  for  such  insurance,  the  mortgage  may  not  exceed  $25 
million  or  90  percent  of  replacement  cost,  and  the  hospital  must  be 
owned  and  operated  by  one  or  more  nonprofit  organizations.  A  certifi- 
cation that  the  hospital  is  needed,  and  that  State  or  local  laws  provid- 
ing for  minimum  standards  will  be  applied  and  enforced,  is  required 
from  the  State  health  agency  designated  for  the  State  involved  under 
section  604(a)  (1)  of  the  Public  Health  Service  Act.  The  agencies 
involved  (HEW  and  HUD)  are  directed  to  encourage  programs  pro- 
viding comprehensive  health  care,  including  outpatient  and  preventive 
care,  m  carrying  out  their  activities  and  functions  under  this  new 
section. 

As  of  March  1,  1969,  no  mortgages  had  been  insured  under  section 
242. 

PROGRAM  COORDINATION 

On  January  18,  1969,  the  Secretaries  of  Health,  Education,  and 
Welfare  and  Housing  and  Urban  Development  entered  into  an  inter- 
agency agreement  allocating  the  functions  involved  in  administering 
section  242.  The  Department  of  Housing  and  Urban  Development 
delegated  to  the  Department  of  Health,  Education,  and  Welfare,  the 
authority  to  review  proposals  for  mortgage  insurance  for  nonprofit 
hospitals  under  section  242.  The  Department  of  Health,  Education, 
and  Welfare,  in  turn,  through  the  Health  Facilities  Planning  and 
Construction  Service  of  the  Health  Services  and  Mental  Health  Ad- 
ministration, agreed  to  process  such  proposals  and  make  determina- 
tions of  approvability  in  accordance  with  the  f ollowig  criteria : 

The  appropriate  provisions  of  title  VI  of  the  Public  Health 
Service  Act;  consistency  with  the  applicable  State  health  plan; 
the  quality  of  the  proposed  program  of  services;  the  feasibility  of 
the  staffing  pattern  within  the  proposals ;  the  nonprofit  status  of 
the  prospective  mortgagor;  the  ability  of  the  facility  to  provide 
a  community  service;  mortgage  credit  and  architectural  review; 
the  reasonableness  of  construction  and  equipment  costs;  the  ap- 
propriateness of  the  size,  type,  location,  and  need  for  the  hospital ; 
the  ability  of  the  mortgagor  to  amortize  the  mortgage  from  the 
projected  income  and  expense;  to  make  inspections  during  con- 
struction; and  when  found  necessary,  review  and  approve  con- 
struction change  orders. 
It  was  also  agreed  that  the  criteria  used  by  the  Department  of 
Health,  Education,  and  Welfare  in  the  administration  of  title  VI  of 
the  Public  Health  Service  Act  in  respect  to  standards  for  the  construc- 
tion and  equipment,  construction  contract  bidding,  lump-sum  con- 
tracts, and  contractors  bond  requirements  would  be  employed  in  the 
administration  of  the  program. 

In  all  cases  of  group  practice  sponsors,  the  Health  Services  and 
Mental  Health  Administration,  Department  of  Health,  Education,  and 
Welfare,  also  agreed  to  insure  that  initial  review  of  the  proposal  would 
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be  directed  to  the  determination  of  the  viability  of  the  group  practice 
organization  seeking  mortgage  insurance  assistance.  This  would  in- 
clude an  examination  and  evaluation  of  the  proposed  program  to  be 
provided,  the  proposed  medical  and  supportive  staffing  patterns,  and  a 
determination  that  there  is  a  defined  population  to  be  served  by  the 
group  practice  program. 

The  Federal  Housing  Administration  of  HUD  agreed  it  would, 
after  a  full  review  and  approval  of  a  project  proposal  by  the  Health 
Services  and  Mental  Health  Administration  of  HEW,  process  the 
application  from  the  mortgagee,  issue  the  insurance  commitment,  en- 
dorse the  mortgage  note  initially  and  finally,  and  approve  mortgage 
advances.  The  Federal  Housing  Administration  also  agreed  to  pay 
the  Department  of  Health,  Education,  and  Welfare  for  the  costs  of 
the  services  rendered  by  that  Department  under  the  agreement — pay- 
ments to  be  made  in  accordance  with  an  annual  budget  agreed  upon 
in  advance  by  the  two  Departments. 

Mortgage  Insurance  for  Nursing  Homes 

program  description 

The  Housing  Act  of  1959  added  a  new  section  232  to  the  National 
Housing  Act  authorizing  the  Secretary  of  Housing  and  Urban  De- 
velopment to  insure  mortgages  on  proprietary  nursing  homes  and  on 
nursing  homes  sponsored  by  private  nonprofit  corporations  or  associ- 
ations. The  mortgage  may  cover  proposed  construction  or  rehabilita- 
tion and,  since  1968,  the  cost  of  major  equipment  used  in  the  operation 
of  the  nursing  home.  The  amount  of  the  mortgage  may  not  exceed  90 
percent  of  the  value  of  the  property  when  the  proposed  improvements 
are  completed  up  to  a  maximum  of  $12.5  million.  A  combination  FHA- 
insured  mortgage  and  Federal  grant  or  loan  made  by  the  Department 
of  Health,  Education,  and  Welfare  under  the  Hill-Burton  program  is 
permitted. 

Through  December  31, 1968,  mortgages  on  554  projects  providing  a 
total  of  52,439  beds  had  been  insured  under  this  program.  The  dollar 
amount  of  insurance  written  totals  $363,056,102.  Insurance  written 
over  the  past  5  fiscal  years  is  as  follows : 


Fiscal  year  Projects        Amounts  Beds 


1964      98  $59,929,000  9,221 

1965   80  50,786,300  7,399 

1966     72  46,597,200  6,961 

1967      41  30,535,800  4,089 

1968     64  48,899,900  5,998 

19691     49  43,324,000  5,289 


»  Through  Dec.  31, 1968. 

PROGRAM  COORDINATION 

Before  insuring  any  mortgage  under  section  232,  FHA  must  have, 
from  the  State  agency  designated  in  accordance  with  title  VI  of  the 
Public  Health  Services  Act : 

Certification  that  there  is  a  need  for  the  home ; 
Certification  that  there  are  in  force  in  the  State  (or  its  political 
subdivision)  reasonable  minimum  standards  for  licensing  and 
operating  nursing  homes;  and 
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Satisfactory  assurance  that  such  standards  will  be  applied  and 
enforced  with  respect  to  any  nursing  home  in  the  State  on  which 
FHA  provides  mortgage  insurance. 
These  are  statutory  requirements  and  must  be  complied  with  in 
every  case. 

When  first  implementing  this  program  this  Department  consulted 
with  representatives  of  the  Department  of  Health,  Education,  and 
Welfare  concerning  the  establishment  of  proper  property  standards 
for  those  facilities. 

Mortgage  Insurance  for  Group  Practice  Facilities 

PROGRAM  description 

The  Demonstration  Cities  and  Metropolitan  Development  Act  of 
1966  added  a  new  title  XI  to  the  National  Housing  Act.  This  title 
authorizes  the  Federal  Housing  Administration  to  insure  mortgages 
financing  the  construction  or  rehabilitation  of  facilities  for  the  group 
practice  of  medicine,  optometry,  or  dentistry,  particularly  in  smaller 
communities.  The  mortgages  can  also  finance  equipment  of  the  facil- 
ities. The  mortgagor  must  be  a  private  nonprofit  corporation,  although 
both  profitmakmg  and  nonprofit  groups  may  utilize  the  facilities. 

As  of  December  31, 1968,  only  one  mortgage  had  been  insured  under 
title  XI.  During  1968,  insurance  was  written  on  a  $1,450,800  mortgage 
financing  a  group  practice  facility  designed  to  serve  20  full-time 
professional  personnel. 

PROGRAM  coordination 

Section  1105,  title  XI,  of  the  National  Housing  Act  authorizes  the 
Secretary  of  Housing  and  Urban  Development  to:  (a)  provide  or 
obtain  technical  assistance  in  the  planning  for  and  construction  of 
group  practice  facilities;  and  (h)  utilize  available  services  and  fa- 
cilities of  any  Government  agency  in  carrying  out  the  various  provi- 
sions of  the  title. 

Pursuant  to  this  section,  on  February  24,  1967,  the  Assistant  Sec- 
retary-Commissioner, Federal  Housing  Administration  and  the  Sur- 
geon General  signed  an  agreement  setting  forth  the  services  to  be 
provided  by  the  FHA  and  by  the  Public  Health  Service  under  title  XI. 

The  Public  Health  Service,  through  its  Division  of  Medical  Care 
Administration  agreed,  to  the  extent  that  its  budget  permits,  to  pro- 
vide technical  assistance  in  developing  group  practice  projects  to 
prospective  applicants  for  mortgage  loan  insurance  referred  to  it  by 
FHA. 

In  addition,  prior  to  any  commitment  to  insure  by  the  FHA,  the 
Public  Health  Service,  Division  of  Medical  Care  Administration, 
agreed  (on  a  reimbursable  basis)  to  conduct  a  preliminary  analysis 
review  of  project  applications  referred  to  it  by  the  FHA.  The  Public 
Health  Service  preliminary  analysis  review  is  directed  at  providing 
answers  to  the  following  questions : 

1.  In  the  judgment  of  the  Public  Health  Service,  is  the  group 
practice  organization  eligible  under  the  law  and  regulations  and 
does  it  give  reasonable  assurance  of  viability? 
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2.  In  the  judgment  of  the  Public  Health  Service,  does  the 
market  justify  the  income  projections  submitted  by  the  group 
practice  organization  and  will  such  projected  amounts  be  sufficient 
to  meet  estimated  operating  obligations  ? 
The  purpose  of  these  coordinating  devices,  of  course,  is  to  take 
maximum  advantage  of  Public  Health  Service  staff  and  expertise  in 
administering  the  medical  aspects  of  this  program.  Unfortunately,  our 
experience  in  the  program  is  not  extensive  enough  to  allow  any  mean- 
ingful evaluations  to  be  made. 

Model  Cities 
program  description 

Title  I  of  the  Demonstration  Cities  and  Metropolitan  Development 
Act  of  1966  authorizes  HUD  to  provide  grants  and  technical  assistance 
to  cities  of  all  sizes,  to  assist  them  in  planning  and  carrying  out  local 
model  cities  programs.  These  are  programs  to  improve  the  social,  eco- 
nomic, and  physical  living  conditions  of  people  living  in  selected  large 
slum  or  blighted  areas,  through  local  scheduling,  coordination,  and 
concentration  of  Federal,  Starf^,  and  local  public  and  private  efforts. 
The  Congress  intended  that  cities  and  areas  be  selected  not  only  on 
the  basis  of  their  need  but  for  the  demonstration  value  that  this  ex- 
perimental program  is  designed  to  have. 

Cities  participating  in  the  program  are  expected  to  make  use  of 
other  appropriate  Federal  programs,  including  those  providing  as- 
sistance for  housing,  renewal,  transportation,  health,  education,  and 
job  training.  These  are  administered  by  HUD  and  other  Federal  de- 
partments and  agencies  pursuant  to  various  laws  other  than  the  model 
cities  enabling  legislation.  The  supplemental  grants  and  other  aids  de- 
scribed below  are  thus  additional  to  the  coordinated  local  use  of  on- 
going Federal  programs. 

The  legislation  authorizes  the  following  types  of  financial  assistance : 

Planning  grants. — Grants  for  planning  and  developing  a  model 
cities  program  are  authorized  in  amounts  not  to  exceed  80  percent 
of  planning  costs. 

Supplemental  grants. — Once  the  Secretary,  after  consultation  with 
the  other  interested  Federal  departments  and  agencies,  has  approved 
a  comprehensive  model  cities  program,  so-called  supplemental  ^ants 
are  authorized  to  enable  the  city  to  carry  out  projects  and  activities 
included  within  that  program.  The  statute  fixes  a  formula  governing 
the  maximum  amount  payable  to  any  city — 80  percent  of  wie  aggre- 
gate of  the  required  non-Federal  contributions  in  connection  with  all 
Federal  grant-in-aid  programs  which  are  carried  out  as  a  part  of  the 
model  cities  program  and  are  closely  related  to  the  physical  and  social 
problems  of  the  model  neighborhood.  The  supplemental  grant  funds 
may  be  used  as  the  local  matching  funds  for  further  Federal  aids,  but 
principally  they  are  expected  to  he  used  for  additional  and  innovative 
projects  and  activities  which  are  not  assisted  under  other  Federal 
programs. 

Relocation  grants, — The  Secretary  is  authorized  to  make  grants  for 
the  full  costs  of  relocation  payments  to  families,  individuals,  business 
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concerns,  land  nonprofit  organizations  displaced  in  connection  with  a 
model  cities  program. 

Administration  grants, — The  Secretary  is  also  authorized  to  ^ve 
cities  financial  assistance  for  the  administration  of  their  model  cities 
programs.  These  grants  may  not  exceed  80  percent  of  the  costs  of 
administration,  excluding  administrative  costs  of  projects  under  other 
on-going  programs. 

Urhan  renewal  add-on. — Since  urban  renewal  will  probably  be  a 
major  component  in  most  local  model  cities  programs,  the  model  cities 
legislation  provides  for  additional  grant  authorization  for  urban  re- 
newal projects  and  activities  which  are  scheduled  to  be  carried  out  in 
an  approved  model  cities  program. 

Techmcal  assistance  to  city  demonstration  agencies  is  given  in  a 
variety  of  forms  to  assist  them  in  planning,  developing,  and  adminis- 
tering  comprehensive  city  demonstration  programs. 

AMOUNTS  APPROPRIATED  FOR  THE  MODEL  CITIES  PROGRAM  SINCE  ITS  INCEPTION 

Actual.  Actual,  Estimated, 

196^  196^  1969 

Planning  grants   $11,000,000  $12,000,000   

Supplementary  grants      200,000,000  $312,500,000 

Urban  renewal  add  on   100,000,000  312,500,000 

LEVEL  OF  PROGRAM  ACTIVITY  DURING  FISCAL  YEARS  1967-69 

Planning  grants: 

Applications  received.     193  164   

Applications  approved: 

Number....   75  75  

Amount   $10,860,000  $11,390,00 

Plans  completed     65-75 

Supplementary  grants: 

Funds  reserved     $400,000  000 

Applications  approved   65-75 

Funds  obligated...-         $386,610,000 

Technical  assistance  and  evaluation  contracts   $2, 000, 000 


We  are  not  able  at  this  time  to  give  a  useful  estimate  on  what  por- 
tion of  model  cities  funds  could  be  attributed  to  health  related  pro- 
grams. Most  of  the  model  city  programs  are  still  in  the  planning  stage. 
However,  through  the  end  of  January  1969,  this  Department  had  re- 
ceived 19  program  applications  from  the  initial  cities  which  received 
planning  grants  during  fiscal  year  1968.  The  programs  for  nine  of 
these  cities  have  been  approved  as  having  satisfactory  plans,  includ- 
ing health  plans  which  meet  the  statutory  requirement  of  "combat- 
ing disease  and  ill  health."  From  these  plans  and  the  plans  now  being 
processed  for  final  approval  we  estimate  that  the  first  20  model  cities 
approved  will  be  allocating  at  least  $2  million  of  HUD  money  to  their 
health  programs.  The  difficulty  of  making  firm  projections  in  this  area 
can  be  seen  from  the  example  of  Seattle,  Wash.  Seattle's  was  the  first 
approved  model  cities  program.  Its  program  anticipates  using  $350,- 
768  of  model  cities  supplemental  funds  for  its  health  program,  com- 
bined with  $2,603,416  from  other  sources.  This  decision  is  tentative 
however — supplemental  grants  are  intended  to  be  used  by  the  city  in  a 
flexible  manner  and  Seattle  has  delayed  deciding  on  the  exact  use  of 
these  funds  until  it  has  explored  and  made  maximum  use  of  all  other 
fund  sources. 
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PROGRAM  (X)ORDINATION 

As  no  model  cities  program  is  in  full  operation  yet,  it  is  not  yet 
possible  to  determine  actual  achievements  in  regard  to  improving 
financing  or  delivery  of  health  care  in  model  city  neighborhoods. 
Nevertheless,  some  progress  has  definitely  been  made  in  regard  to  the. 
planning  of  improved  health  services. 

Under  the  model  cities  process  communities,  during  their  planning 
stage,  identify  and  analyze  their  problems  and  develop  a  5-year  fore- 
cast of  program  approaches  to  solve  those  problems.  Each  model  cities 
plan  to  date  has  had  a  health  plan  within  it,  and  each  has  proposed 
changes  in  the  delivery  of  health  services.  Most  plans  include  provi- 
sions for  personal  health  services,  including  dental,  psychiatric,  en- 
vironmental health,  maternal  and  infant  care,  and  family  planning. 
In  addition  some  cities  have  developed  plans  to  attack  health  prob- 
lems which  they  feel  particularly  pressing. 

For  example,  Detroit  has  proposed  development  of  a  system  of 
prepaid  health  insurance,  including  plans  for  dental  and  psychiatric 
care.  Atlanta  and  Huntsville  have  proposed  group  practice  facilities 
in  the  model  neighborhood  and  plan  to  use  HTJD's  group  practice  fa- 
cilities programs.  Denver  plans  on  the  use  of  automatic  multiphase 
screening  as  a  part  of  its  overall  health  services  system.  Many  pro- 
grams include  neighborhood  health  centers  similar  to,  or  slight  modi- 
fications, of  the  OEO  model,  while  most  communities  are  concerned 
in  some  manner  with  rodent  control,  that  is  Dayton,  Ohio  and  Butte, 
Mont.  Further,  larger  cities  such  as  Baltimore,  Boston,  and  Seattle 
have  included  plans  for  an  alcohol  and/or  drug  abuse  control  center. 
Therefore,  while  no  statistics  have  yet  been  developed  through  the  ex- 
perience of  operating  these  programs,  the  very  existence  of  model 
cities  planning  requirements  has  forced  specific  and  itemized  planning 
by  the  city  in  the  area  of  health  care  and  services. 

FEDERAL  INTERAGENCY  COORDINATION 

Resources  are  available  to  cities  from  a  variety  of  Federal  programs 
administered  by  a  number  of  different  Federal  departments.  The 
Department  has  attempted  to  develop  a  mechanism  at  the  Federal 
level  that  would  permit  local  governments  to  utilize  these  resources 
in  a  timely,  coordinated  manner,  achieving  maximum  impact  on  the 
problems  of  people  in  slum  neighborhoods.  This  required  considerable 
cooperation  among  the  several  departments  with  responsibility  for 
programs  that  affected  the  cities. 

In  December  1967,  the  Secretaries  of  HUD^  HEW,  and  Labor,  and 
the  Director  of  OEO  signed  a  draft  cooperation  agreement  establish- 
ing a  Washington  interagency  working  group,  regional  interagency 
committees,  and  city  working  groups.  The  present  roles  of  these 
groups  can  be  summarized  as  follows : 

1.  The  Washington  interagency  working  group  meets  weekly  to 
consider  policy  and  procedural  developments  affecting  the  program, 
to  review  applications  for  participation  in  the  program,  and  to  review 
completed  comprehensive  programs.  Some  of  these  questions  are 
handled  by  a  policy  committee  consisting  of  the  Director  of  the  Model 
Cities  Administration  and  his  counterparts  in  HEW,  Labor,  and 
OEO,  together  with  a  Bureau  of  the  Budget  representative.  In  addi- 
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tion  to  these,  the  interagency  group  now  includes  representatives 
from  the  Departments  of  Justice,  Commerce  (EDA),  Transportation, 
Interior,  and  Agriculture,  and  the  Small  Business  Administration, 
together  with  the  designees  of  the  other  three  HUD  program  Assist- 
ant Secretaries  (Renewal  Housing  Assistance,  Federal  Housing  Ad- 
ministration, and  Metropolitan  Development). 

2.  Eegional  interagency  committees  meet  frequently,  generally  bi- 
weekly or  monthly,  to  discuss  program  matters  at  the  regional  level, 
including  review  of  applications,  review  of  comprehensive  programs, 
and  provision  of  technical  assistance  to  cities. 

3.  City  working  groups,  intended  to  coordinate  aid  to  indivdual 
city  demonstration  agencies,  meet  less  frequently.  Their  role  varies 
considerably  among  the  re^ons. 

Beyond  these  organizations,  the  interagency  character  of  the  pro- 
gram is  reflected  in  the  tasks  which  each  of  the  major  participating 
agencies  has  been  asked  to  perform : 

(a)  Program  earmarhing. — Each  of  these  agencies  has  been 
asked  to  identify  funds  in  those  programs  which  are  relevant  to 
model  cities  needs  that  will  be  specifically  earmarked  and  reserved 
for  the  use  of  model  cities. 

{!))  Technical  assist a.nce. — Each  agency  was  asked  to  present 
a  plan  identifying  personnel  and  their  availability  for  assisting 
city  demonstration  agencies  in  developing  comprehensive  pro- 
grams and  initiating  specific  projects  and  activities. 

(c)  LocaJ.  coordination. — Each  of  the  agencies  having  programs 
relevant  to  model  cities  was  asked  to  insure  that  their  program 
procedures  provided  for  local  government  review  of  programs 
operating  in,  or  proposed  to  operate  in  model  neighborhoods. 
Agreements  have  been  negotiated  with  OEO,  HEW  and  other 
parts  of  HUD  to  assure  that  such  reviews  occur. 

{d)  Application  handling, — Each  of  the  agencies  which  is  co- 
operating in  the  program  was  asked  to  review  the  procedures 
for  its  relevant  programs  in  order  to  provide  for  waivers  of  non- 
statutory program  requirements  where  possible,  and  to  place  pri- 
ority on  the  handling  of  all  applications  which  grew  out  of  the 
model  cities  planning  process. 
In  addition,  tne  Model  Cities  Administration  has  a  staff  member 
devoting  full  time  to  the  health  aspects  of  the  model  city  planning 
and  implementation  programs.  Direct  liaison  between  model  cities 
staff  and  the  Center  for  Community  Planning  in  the  Office  of  the 
Secretary  of  Health,  Education,  and  Welfare  is  maintained.  This  di- 
rect liaison  is  especially  helpful  in  arranging  for  timely  HEW  tech- 
nical assistance  services  on  the  health  aspects  of  a  city's  demonstra- 
tion program. 

COORDINATION  WITH  STATES 

The  role  of  the  States  in  the  model  cities  program  is  vital  in  that 
State  agencies  exercise  considerable  control  over  a  number  of  pro- 
grams (including  health  programs)  which  are  of  critical  importance 
to  the  cities.  Eegional  administrators  of  this  Department  and  the- 
regional  interagency  model  city  teams  have  met  with  all  of  the  Gov- 
ernors and  their  representatives  to  begin  to  explore  ways  of  working 
together  to  assist  model  cities.  As  a  result  of  these  meetings,  the  Gov- 
ernors have  all  designated  representatives  to  assist  them  in  coordinat- 
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ing  State  programs.  In  addition,  HEW  has  suggested  to  Governors 
that  they  form  human  resource  committees  composed  of  the  principal 
State  officials  whose  programs  might  be  related  to  model  cities. 

Within  the  Department,  ways  are  being  explored  to  utilize  other 
HUD  programs  of  assistance  to  States,  such  as  the  comprehensive 
planning  assistance,  urban  information  and  technical  assistance,  and 
community  development  training  programs,  in  ways  which  will  com- 
plement model  cities  objectives. 

Comprehensive  Planning  Assistance 

PROGRAM  description 

The  comprehensive  planning  assistance  program  provides  two- 
thirds  (and  in  certain  cases  three-fourths)  Federal  grants  to  State, 
regional,  metropolitan,  and  district  planning  agencies  for  comprehen- 
sive planning  and  programing  authorized  by  section  701  of  the  Hous- 
ing Act  of  1954.  A  broad  range  of  subjects  may  be  addressed  in  the 
course  of  a  comprehensive  planning  process  including  physical  facil- 
ities, governmental  services  (includmg  health  services),  land  develop- 
ment patterns,  housing  pollution,  manpower  needs  and  resources,  and 
transportation  system  planning. 

A  complete  revision  and  restatement  of  section  701  was  enacted 
in  the  Housing  and  Urban  Development  Act  of  1968.  This  act  ex- 
plicitly expands  the  scope  of  eligible  planning  activities  to  include 
plans  for  the  provision  of  governmental  services  and  the  effective  de- 
velopment and  utilization  of  human  and  natural  resources. 

While  emphasis  in  the  past  on  this  program  has  been  on  land  use 
and  development  planning,  section  701(b)  was  amended  in  1965  to 
provide  authority  for  the  Secretary  to  use  up  to  5  percent  of  program 
funds  for  studies,  research,  and  demonstration  projects.  Under  this 
authority  a  planning  grant  has  been  made  to  the  southeast  Michigan 
Council  of  Governments  to  assist  in  their  attempt  to  unify  the  public 
and  private  health  interests  in  the  area  on  one  common  health  pro- 
gram. The  end  product  of  the  project  is  the  creation  of  a  public- 
private  structure  representative  of  the  community  which  can  insure 
a  truly  comprehensive  approach  to  health  planning.  This  structure 
must  be  able  to  (1)  agree  on  the  health  needs  of  the  community,  (2) 
agree  on  the  priorities  of  health  concern,  (3)  devise  services  and  pro- 
grams to  satisfy  the  needs,  and  (4)  arrange  for  the  appropriate  com- 
munity resources  or  combination  of  resources  to  carry  out  the 
programs. 

The  work  activity  in  this  project  will  identify  health  needs  from  the 
governmental  standpoint,  that  is,  those  the  public  agencies  must  deal 
with.  It  will  develop  a  plan  of  how  the  public  resources  and  pro- 
grams can  be  related  to  those  of  the  private  sector  in  order  to  maxi- 
mize local  capability  for  resolving  areawide  health  problems. 

PROGRAM  coordination 

This  Department  makes  planning  assistance  grants  annually  to 
cover  activities  set  forth  in  the  grantee's  annual  work  program.  In 
order  to  be  able  to  understand  and  evaluate  the  annual  work  pro- 
gram in  the  larger  framework  of  the  goals  and  strategy  of  the  plan- 
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ning  agency,  we  require  that  the  annual  work  program  be  part  of, 
and  supported  by,  an  overall  program  design.  Although  the  form 
and  content  of  the  overall  program  design  varies  among  planning 
agencies,  the  purpose  is  the  same:  To  assure,  to  the  extent  possible, 
that  the  human  and  financial  resources  of  the  plamiing  agency  are 
used  most  effectively.  In  this  overall  program  design  the  applicant 
must,  amon^  other  things,  give  a  satisfactory  description  of  how  his 
comprehensive  planning  efforts  will  be  coordinated  with  other  plan- 
ning activities  in  the  area. 

Public  Works  Planning  Advances  Program 


PROGRAM  DESCRIPTION 


The  Housing  Act  of  1964  (40  U.S.C.  462),  as  amended,  authorizes 
interest-free  advances  to  States,  municipalities,  local  planning  agen- 
cies, and  metropolitan  areas  and  regions  for  the  planning  of  local 
public  works.  Advances  are  repayable  when  construction  commences  on 
the  planned  project. 

The  program  is  intended  to  (1)  encourage  the  preparation  and 
maintenance  of  a  current  reserve  of  planned  public  works  which  can 
readily  be  placed  under  construction,  and  (2)  promote  economy  and 
efficiency  in  planning  and  building  public  works.  Health-related  plan- 
ning assisted  by  this  program  consists  primarily  of  water  and  sewer 
facilities  planning.  However,  advances  for  planning  hospitals  or  oth- 
er public  health  facilities  are  also  available.  Below  is  a  breakdown  of 
net  approvals  for  advances  by  type  of  facility  over  the  last  3  fiscal 
years. 


Type  of  facility 

1967 

1968 

1969-lst 
6  months 

Water: 

Number.    

Amount  of  advance   

Sewer: 

Number    

Amount  of  advance   

Hospital  or  other  health  facility: 

Number  .    

  87 

   $1,716,000 

  243 

   $5,933,000 

43 

$1,  308, 000 
102 

$3,  778, 000 
4 

27 

$557,000 
32 

$1, 589, 000 
3 

Amount  of  advance     

$406,  000 
43 

$1,364, 000 
192 

$6,856, 000 

$107, 000 
17 

$728, 000 
79 

$2, 981, 000 

Other  (nonhealth  facility): 

Number.-     

Amount  of  advance     

Total: 

Number     

Amount  of  advance    

83 

   $2,852,000 

   413 

  $10,501,000 

For  purposes  of  the  Bureau  of  the  Budget's  Special  Analysis  L  this 
Department  estimated  that  66  percent  of  the  total  outlays  in  each  fiscal 
year  for  the  public  works  planning  program  were  health  related.  Using 
this  estimate,  public  works  planning  outlays  (as  distinct  from  project 
approval  amounts  referred  to  above)  for  health  related  projects  over 
the  last  5  fiscal  years  was  as  follows : 

1965  actual  -__$5, 180,  000 

1966  actual   5,  865,  000 

1967  actual  6,915,000 

1968  actual  2,615,000 

1969  estimate   2,040,000 
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PROGRAM  COORDINATION 

Departmental  regulations  require  notice  of  any  applications  for  ad- 
vances to  plan  water,  sanitary  sewage,  hospital,  or  related  health  facili- 
ties to  be  sent  to  the  regional  office  of  the  U.S.  Public  Health  Service 
for  comment.  The  Public  Health  Senace  comments  serve  as  additional 
evidence  for  application  review. 

Grants  yor  Basic  Water  and  Sewer  Facilities 

PROGRAM  description 

The  water  and  sewer  facilities  program  of  the  Department  of  Hous- 
ing and  Urban  Development  (HUD)  is  designed  to  assist  and  encour- 
age the  provision  of  adequate  water  and  sewer  facilities  needed  to  pro- 
mote the  efficient  and  orderly  growth  and  development  of  urban  areas, 
and  to  improve  the  health  and  living  standards  of  their  citizens.  Grants 
of  up  to  50  percent  of  eligible  development  costs  may  be  provided  for 
projects  that  are  consistent  with  a  program  for  a  unified  or  officially  co- 
ordinated area-wide  water  or  sewer  facilities  system  as  part  of  the 
comprehensively  planned  development  of  the  urban  area.  Prior  to 
October  1,  1969,  grants  may  be  made  where  an  area-wide  program  is 
under  active  preparation,  though  not  yet  completed. 

For  purposes  of  the  Bureau  of  the  Budget's  Special  Analysis  L  this 
Department  estimated  that  lOO  percent  of  the  outlays  for  the  basic 
water  and  sewer  program  were  health  related.  Program  outlays  during 
the  past  5  fiscal  years  are  as  follows : 

1965  actual  

1966  actual  

1967  actual   $5,690,000 

1968  actual   44,000,000 

1969  estimate   100,000,000 

PROGRAM  coordination 

Federal  interagency  coordination 

Legislation  in  recent  years  has  authorized  the  Departments  of  Agri- 
culture, Commerce,  Interior,  and  Housmg  and  Urban  Development  to 
provide  some  form  of  financial  assistance  for  the  development  of  water 
and  sewer  projects  or  waste  treatment  facilities.  In  order  to  coordinate 
these  Federal  assistance  programs  and  to  assist  potential  applicants, 
the  Bureau  of  the  Budget  developed  a  standard  form  for  inquiries  con- 
cerning Federal  financial  assistance  for  water  and  sewer  projects  and 
waste  treatment  facilities.  Interested  communities  submit  their  pre- 
liminary inquiries  to  either  the  Department  of  Agriculture  or  the  De- 
partment of  Housing  and  Urban  Development  which  then  refer  the 
form  to  the  Economic  Development  Administration  of  the  Department 
of  Commerce  if  the  project  is  an  area  eligible  for  assistance  under  the 
Public  Works  and  Economic  Development  Act.  If  the  inquiry  is  for 
waste  treatment  facilities,  it  is  referred  to  the  Federal  Water  Pollution 
Control  Administration  of  the  Department  of  tlie  Interior.  Inquiries 
concerning  grants  for  waste  treatment  facilities  may  also  be  filed  with 
the  appropriate  State  water  pollution  control  agency. 
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The  Interagency  Committee  to  provide  continuing  coordination  for 
water  and  sewer  programs  was  established  October  12, 1965,  with  rep- 
resentation on  the  committee  from  the  four  departments  having  water 
and  server  grant-in-aid  programs — Housing  and  Urban  Development, 
Interior,  Commerce,  and  Agriculture.  The  mission  of  the  interagency 
committee  is  to  develop  more  simplified  and  consistent  methods  and 
procedures  which  would  improve  the  effectiveness  of  the  programs 
both  for  the  Federal  agencies  and  the  applicants.  Four  special  siibcom- 
mittees  have  been  established  to  resolve  specific  problem  areas  among 
the  four  agencies. 

C om/prehenMve  planning 

In  order  to  be  eligible  for  a  basic  water  and  sewer  grant  the  appli- 
cant must  show  that  there  exists  adequate  long-range  comprehensive 
planning  (which  includes  health  planning)  for  the  urban  areas.  This 
comprehensive  planning  must  be  sufficient  to  provide  a  basis  for  area- 
wide  water  and  sewer  planning  and  for  an  areawide  water  and  sewer 
program.  The  areawide  water  and  sewer  program,  in  addition  to  being 
consistent  with  overall  comprehensive  planning,  must  also  contain  ar- 
rangements or  procedures  designed  to  provide,  on  a  regular  and  con- 
tinuing basis,  for  coordination  with  the  relevant  activities  of  other 
agencies  and  organizations.  Coordination  arrangements  with  pollution 
control  and  health  agencies  are  specifically  required. 

Grants  for  Neighborhood  Facilities 
program  description 

Section  703  of  the  Housing  and  Urban  Development  Act  of  1965 
authorizes  a  program  of  Federal  grants  to  assist  in  financing  the  de- 
velopment cost  of  neighborhood  facilities  for  accommodating  pro- 
grams of  community  services.  The  grants  may  not  exceed  two-thirds 
of  the  eligible  development  cost  of  the  facility,  or  three-fourths  in  an 
area  designated  as  a  redevelopment  area  under  section  401  of  the  Public 
Works  and  Economic  Development  Act  of  1965. 

Applicants  eligible  for  such  grants  are  local  public  bodies  or  agencies 
who  must  in  turn  provide  the  additional  financial  assistance  needed  to 
supplement  the  Federal  grant.  The  local  public  body  may  also  contract 
with  an  eligible  nonprofit  organization  to  undertake  the  project. 

The  objective  of  the  neighborhood  facilities  program  is  to  assist  com- 
munities in  providing  multiservice  neighborhood  centers  through  new 
construction  or  rehabilitation.  The  facility  is  conceived  as  a  one-stop 
social,  health,  welfare,  recreation,  and  neighborhood  activity  center.  It 
is  intended  to  bring  its  activities  close  to  those  whom  it  serves. 

The  program  gives  priority  consideration  to  those  applications  for 
projects  designed  primarily  to  benefit  members  of  low-income  families 
or  further  the  objectives  of  a  community  action  program  approved 
under  the  title  II  of  the  Economic  Opportunity  Act  of  1964. 

The  project  must  also  be  consistent  with  comprehensive  plamiing 
for  the  community,  be  located  for  convenient  use  by  the  community's 
low-income  residents  and  meet  the  criteria  called  for  in  a  priority  rat- 
ing system. 

For  purposes  of  the  Bureau  of  the  Budget's  special  analysis  L  this 
Department  estimated  that  7  percent  of  the  total  outlays  for  this  pro- 
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gram  were  health  related.  This  is  a  conservative  figure,  based  on  our 
estimate  of  the  square  footage  in  completed  centers  used  for  the  de- 
livery of  health  services.  Using  this  estimate,  health-related  expendi- 
tures in  the  neighborhood  facilities  program  over  the  last  5  fiscal  years 
were  as  follows : 

1965  actual  

1966  actual  

1967  actual   $58,000 

1968  actual   324,000 

1969  estimate   2,240,000 

As  of  December  31,  1968,  246  projects  had  been  approved  for  grants 
totaling  about  $70  million.  Of  this  number,  209  projects,  or  85.3  percent 
of  the  total  included  health  programs  in  the  package  of  services  to  be 
provided  by  the  facility.  Of  the  34  neighborhood  facilities  in  actual 
operation  on  December  31,  1968,  27  provided  some  sort  of  health  serv- 
ice. These  services  ranged  from  first  aid  and  health  education  classes 
conducted  by  Public  Health  Service  representatives  to  a  health  center, 
sponsored  by  a  local  hospital,  which  carried  out  dental  and  immuniza- 
tion services,  physical  examinations,  health  education,  communicable 
disease  control,  and  maternal  and  child  health  services. 


PROGRAM  COORDINATION 


A  neighborhood  facility  project  can  be  conceived  of  as  essentially  a 
device  for  improving  the  delivery  of  needed  sei-vices  to  individuals  and 
families.  In  devising  eligibility  criteria  for  neighborhood  facility 
grants,  this  Department  has  tried  to  insure  that  only  those  projects  are 
assisted  which  (1)  serve  those  of  greatest  need  and  (2)  provide  services 
which  are  new  or  which  improve  and  expand  on  those  already  existing 
in  the  neighborhood.  Because  demand  is  greatly  in  excess  of  funds 
available,  a  priority  system  has  been  established  for  the  program. 
Applications  are  first  rated  on  the  degree  of  poverty  in  the  service  area. 
Those  applications  meeting  eligibility  criteria  on  administratively  set 
poverty  percentages  are  then  further  ranked  on  (among  other  things) 
the  degree  to  which  the  various  service  components  of  the  facility  will 
be  coordinated  with  each  other  and  with  other  institutions  in  the 
community. 

To  coordinate  to  a  maximum  extent  the  various  services  within  a 
neighborhood  facility,  this  Department  encourages  applicants  to  ar- 
range for  the  provision  of  core  services  by  the  neighborhood  center 
staff.  Such  core  services  include  services  common  to  all  programs  pro- 
vided by  the  facility,  such  as  center  administration,  outreach,  commu- 
nity organization,  advocacy,  intake  and  referral,  central  diagnosis, 
evaluation,  and  recordkeeping  services. 

On  the  Federal  level,  coordination  of  HUD's  neighborhood  facili- 
ties program  with  related  programs  in  other  agencies  has  been  effected 
on  a  demonstration  basis  in  the  neighborhood  center  pilot  program.  In 
1967,  14  cities  were  invited  by  this  Department  to  participate  in  a 
demonstration  program  of  interagency  cooperation  which  would  in- 
volve the  establishment  of  multipurpose  neighborliood  centers  in  po- 
verty neighborhoods.  The  Secretary  of  HUD,  under  an  Executive 
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order,  convenes  and  chairs  an  interagency  review  committee  which  di- 
rects the  overall  development  of  the  program.  The  four  agencies  rep- 
resented on  this  committee  are:  Housing  and  Urban  Development, 
Labor,  Health,  Education,  and  Welfare,  and  the  Office  of  Economic 
Opportunity.  The  Bureau  of  the  Budget  also  participates  in  the  pro- 
gram in  an  evaluative  role. 

Funds  for  planning  model  neighborhood  centers  over  a  6-month 
period  were  provided  each  of  the  participants  by  the  Office  of  Economic 
Opportunity  and  last  year  funds  to  implement  approved  plans  were 
provided  by  each  of  the  agencies  involved. 

The  Bureau  of  the  Budget  contracted  for  two  studies  to  be  con- 
ducted on  the  neighborhood  center  pilot  program.  One  study  evaluates 
the  Federal  administration  of  the  program  while  the  other  evaluates 
the  program  itself,  including  any  results  that  have  been  achieved  witli 
regard  to  improved  delivery,  financing,  and  organization  of  health 
services.  The  results  of  those  studies  should  be  available  in  the  near 
future. 

Public  Facility  Loans 


PROGRAM  DESCRIPTION 


The  Housing  Amendments  of  1955,  as  amended,  authorize  direct 
long-term  loans  to  municipalities  or  other  political  subdivisions  of 
States  and  Indian  tribes  for  the  provision  of  public  facilities  where 
such  credit  is  not  otherwise  available  on  reasonable  terms  and  condi- 
tions. Communities  with  populations  up  to  50,000  are  eligible  for 
public  facility  loans,  but  the  basic  program  gives  priority  to  basic  pub- 
lic works  projects  constructed  by  municipalities  under  10,000  in 
population  and  Indian  tribes.  Communities  up  to  150,000  in  popula- 
tion are  eligible  if  they  are  in  designated  redevelopment  areas  under 
the  Public  Works  and  Economic  Development  Act  of  1965.  No  popu- 
lation limitations  are  imposed  upon  the  eligibility  of  communities  in 
or  near  a  research  or  development  installation  of  the  National  Aero- 
nautics and  Space  Administration. 

Loans  may  have  a  maximum  maturity  of  40  years.  The  Secretary, 
under  a  statutory  formula,  establishes  the  interest  rate  for  the  pro- 
gram. For  fiscal  year  1969,  the  rate  is  5  percent  for  all  loans  except 
those  to  communities  located  in  designated  redevelopment  areas.  In 
such  areas,  an  interest  rate  of  4.Y5  percent  is  charged. 

Health-related  projects  assisted  under  this  program  consist  pri- 
marily of  water  and  sewer  facilities.  As  of  December  31, 1968,  construc- 
tion had  been  completed  on  the  following  types  of  projects : 

Number  of       Amount  of 

Type  of  project  projects  loan 

Hospitals   15  $9,812,000 

Convalescent  homes   2  386,000 

Sewers   227  71,175,000 

Sewer  and  water   130  45,190,000 

Water     500  122,404,000 

Other   105  51,005,000 


Total   979      299, 972, 000 
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Over  the  past  3  fiscal  years  net  loan  approvals  by  type  of  facility 
were  as  follows: 

Type  of  facility  1967                  1968  1969,  1st  6  montlis 

Water: 

Number   58                   113  43 

Amount  of  advance   $25,907,000         $53,943,000  $23,660,000 

Number                                                                      18  52  16 

Amount  of  advance   $24,495,000  $32,520,000  $8,067,000 

Hospital  or  other  health  facility: 

Number                                                                     20  40  10 

Amount  of  advance   $21,725,000  $34,996,000  $6,351,000 

Other  (nonhealth  facility): 

Number                                                                     33  35  13 

Amount  of  advance   $22,536,000  $35,709,000  $5,349,000 

Total: 

Number                                                                 99  240  82 

Amount  of  advance    $94,663,000  $157,168,000  $43,427,000 

For  purposes  of  the  Bureau  of  the  Budget's  special  analysis  L  this 
Department  estimated  that  75  percent  of  the  total  outlays  in  each 
fiscal  year  were  health  related.  Using  this  estimate,  public  facility  loan 
outlays  for  health  related  projects  over  the  first  5  fiscal  years  were 
as  follows :  ^ 

1965  actual  $37,750,000 

1966  actual   25,035,000 

1967  actual   44,050,000 

1968  actual   35,580,000 

1969  estimate   37,270,000 


PROGRAM  COORDINATION 


Informal  relationships  are  in  effect  with  all  Federal  agencies  whose 
program  responsibilities  may  be  affected  by  loan  proposals  under  this 
program.  These  relationships  principally  involve  notification  to  the 
agencies  that  loan  applications  are  under  consideration  within  their 
area  of  interest  in  order  to  provide  opportunity  for  comment.  The 
most  common  examples  are  notification  to  the  Public  Health  Service 
of  applications  for  loans  for  water  and  seAver  facilities,  hospitals,  and 
nursing  homes.  Coordination  is  normally  affected  between  the  appro- 
priate HUD  regional  office  and  the  regional  office  or  other  field  estab- 
lishment of  the  agency  at  interest. 


Low  Rent  Public  Housing 


PROGRAM  description 


The  low-rent  public  housing  program  was  authorized  by  the  U.S. 
Housing  Act  of  1937.  Its  purpose  is  to  provide  decent  housing  to  those 
who  cannot  afford  such  housing  without  assistance.  Housing  under 
the  program  is  in  most  cases  owned  and  operated  by  local  housing 
authorities  created  by  localities  under  State  law.  Federal  loans  and 
annual  contributions  are  provided  to  the  local  authorities  to  assist  in 
financing  the  construction,  rehabilitation,  acquisition,  or  leasing  of 
this  housing  and  for  maintainng  its  low-rent  character. 

To  a  limited  extent,  space  for  community  facilities  which  are  a 
necessary  appurtenance  to  low-rent  housing  may  be  paid  for  out  of 


These  are  actual  outlays  during  the  year  as  distinct  from  total  loan  amounts. 
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program  funds.  For  example,  the  cost  of  space  for  clinics  and  other 
preventive  health  programs  may  be  included  in  the  development  cost 
of  a  project  on  which  annual  contributions  are  based.  However,  space 
for  such  preventive  health  purposes  will  be  approved  only  if  the  serv- 
ices provided  are  not  otherwise  available  and  accessible  to  public 
housing  residents.  Also,  an  agreement  must  be  in  effect  with  a  qualified 
community  agency  for  the  furnishing,  equipping,  and  operation  of  the 
facility. 

In  1966,  a  national  survey  of  public  housing  projects  was  conducted. 
Questionnaires  were  sent  to  all  local  housing  agencies,  90  percent  of 
whom  replied  with  information  on  3,000  projects — 76  percent  of  all 
projects  then  in  management.  Of  those  3,000  projects,  347  were  re- 
ported as  having  onsite  clinics.  Currently,  there  are  slightly  over  5,000 
public  housing  projects  in  management.  By  extrapolating,  it  can  be 
estimated  that  community  space  in  approximately  575  of  these  proj- 
ects is  being  used  for  onsite  health  clinics.  Information  on  how  many 
of  these  clinics  operated  on  a  full-time  basis  and  on  the  amount  of  space 
they  used  was  not  obtained.  Consequently,  we  are  unable  to  estimate 
what  portion  of  low-rent  public  housing  expenditures  is  attributable 
to  these  clinics. 

PROGRAM  COORDIN-ATIGN 

Under  the  low-rent  public  housing  program  local  housing  authori- 
ties, planning  to  provide  health-related  facilities  in  a  project,  are  re- 
quired to  enter  into  an  agreement  with  a  qualified  community  agency 
for  the  furnishing,  equipping,  and  operation  of  the  facilities.  Also,  on 
October  24,  1963,  a  memorandum  of  understanding  between  the  Wel- 
fare Administration  of  HEW  and  the  Public  Housing  Administra- 
tion (predecessor  to  the  Housing  Assistance  Administration  of  HUD) 
was  signed  regarding  housing  and  services  for  the  elderly.  In  that 
memorandum  the  two  agencies  agreed  to  work  together  to  extend  vari- 
ous services  to  the  elderly,  including  health  services. 

Through  the  President's  Council  on  Aging  this  Department  and  the 
Veterans'  Administration  have  been  studying  the  feasibility  of  locat- 
ing low-rent  public  housing  sites  close  to  Federal  hospitals  in  order 
to  make  these  facilities  available  to  service-related  tenants. 

College  Housing  Loans 

program  description 

The  college  housing  loan  program  was  authorized  by  title  IV  of  the 
Housing  Act  of  1950.  It  provides  loans  to  educational  institutions  (in- 
cluding nonprofit  hospitals  operating  nursing  schools  or  approved  for 
internships)  for  student  and  faculty  housing  and  for  other  educational 
facilities.  "Other  educational  facilities"  are  defined  to  include  infirma- 
ries or  other  inpatient  or  outpatient  health  facilities.  The  program's 
loan  interest  rate  is  currently  3  percent  and  the  present  cumulative  au- 
thorization for  these  loans  stands  at  $3,775  million.  The  Housing  and 
Urban  Development  Act  of  1968  amended  the  program  to  provide  an 
additional  method  of  financial  assistance  whereby  HUD  is  authorized 
to  make  annual  debt  service  grants  for  the  purpose  of  reducing  the  in- 
stitution's cost  of  borrowing  from  private  sources.  These  grants,  which 
can  be  made  for  periods  of  up  to  40  years,  would  be  equal  to  the  dif- 
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ference  between  the  average  annual  debt  service  on  the  private  loan 
and  the  average  annual  debt  service  required  under  the  direct  loan 
program. 

From  1958  through  February  1969,  loans  have  been  made  to  131  non- 
profit hospitals  for  a  cumulative  total  of  $84,278,000  to  finance  con- 
struction of  housing  facilities  for  nurses,  medical  interns,  and  resident 
physicians.  To  date,  these  funds  have  permitted  construction  of  lower 
cost  housing  for  915  men,  12,195  women,  1,076  student  families,  and  93 
faculty  members  (primarily  resident  nurses). 

Loans  approved  for  such  facilities  during  the  last  5  fiscal  years  are 
as  follows : 


Number 


Facilities 


of         Amount  Student 

Fiscal  year  projects        approved        Men  Women  family  Faculty 

1965     6  $6,957,000    718   50 

1966    5  2,987,000           49  470  14   

1967   1  345,000    50  

1968     2  2,163,000    121  24  

1969  (through  February  1969)   5  4,268,000           40  696  24   


PROGRAM  COORDINATION 

The  Public  Health  Service  is  notified  of  each  application  received 
for  nurse,  intern,  or  resident  physician  housing  and  its  views  are  ob- 
tained before  an  application  is  approved.  If  Hill-Burton  funds  are 
involved  as  well  as  college  housing  loan  funds,  departmental  regula- 
tions require  HUD  staff  to  work  closely  with  tlhe  Public  Health  Serv- 
ice in  connection  with  plans  and  construction. 

Loans  for  Housing  for  the  Elderly  or  Handicapped 

PROGRAM  description 

Section  202  of  the  Housing  Act  of  1959  established  a  program  of 
long-term  (50-year),  low-interest  (3-percent),  direct  loans  to  non- 
profit or  limited  dividend  corporations,  cooperatives,  and  public  bodies 
to  help  provide  suitable  rental  housing  and  related  facilities  for  the 
elderly  or  handicapped.  Kelated  facilities  may,  by  statute,  include 
infirmaries,  or  other  inpatient  or  outpatient  health  facilities. 

Loans  under  this  program  have  been  given  to  sponsors  for  the  con- 
struction of  all  or  partial  congregate  facilities  for  the  elderly.  These 
are  projects  which  do  not  have  completely  independent  housekeeping 
units  and  provide  moderate  housekeeping  assistance,  central  food 
service  and  dining  facilities,  and  minor  nursing  from  time  to  time.  If 
nursing  service  is  provided  the  facility  must  be  licensed  by  the  State 
board  of  health.  It  was  considered  that  the  provision  of  such  facilities 
would  defer  the  need  for  the  much  more  expensive  nursing  home  or 
hospital  care  which  would  otherwise  be  required.  As  of  June  30, 1968, 
the  number  of  these  projects  and  the  Federal  contributive  share  toward 
the  cost  of  their  construction  or  rehabilitation  were  as  follows : 
All  congregate: 

Licensed  for  care,  12  projects  of  899  dwelling  units,  $10,121,- 

986  Federal  funds  loaned! 

Not  licensed  for  care,  three  projects  of  203  dwelling  units, 
$2,140,670  Federal  funds  loaned. 
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Part  congregate: 

Licensed  for  care,  three  projects  of  36  housekeeping  units  and 
139  congregate  units,  $1,723,400  Federal  funds  loaned. 
Not  licensed  for  care,  eight  projects  of  392  housekeeping  units 
and  325  congregate  units,  $7,653,099  Federal  funds  loaned. 
Since  1962,  202  loans,  with  minor  exception,  are  no  longer  being 
given  for  congregate-type  projects.  Instead,  project  applications  are 
reviewed  with  an  eye  to  keeping  development  costs  and  subsequent 
operating  expenses  to  a  minimum.  Emphasis  is  placed  on  careful  site 
selection  and  plamiing  of  project  operations  so  that  maximum  use 
can  be  made  of  existing  community  facilities.  While  limited  facilities 
for  health  examination  and  emergency  treatment  remain  eligible  for 
assistance,  loans  for  infirmaries  or  other  inpatient  facilities  are  gen- 
erally not  allowed. 

The  Housing  and  Urban  Development  Act  of  1968  authorizes  a  new 
program  of  rental  assistance  which  provides  a  program  of  mortgage 
insurance  and  subsidies  for  interest  rates  from  market  rates  down  to 
1  percent.  The  legislation  contemplated  that  the  existing  section  202 
program  would  be  converted  into  the  new  rental  assistance  program 
and  authorized  the  refinancing  in  the  private  market  and  rental  as- 
sistance payments  for  projects  which  are  financed  originally  under 
the  section  202  program.  Beginning  in  1969,  the  section  202  program 
will  be  used  as  a  means  of  bringing  housing  for  the  elderly  into  the 
new  rental  assistance  program  to  the  extent  that  market  conditions 
are  favorable. 

PROGRAM  COORDINATION 

Through  the  President's  Council  on  Aging  this .  Department  at- 
tempts to  coordinate  its  activities  with  respect  to  the  aged  with  those 
of  other  departments  and  agencies.  Currently,  we  are  working  with 
the  N'ational  Institute  of  Mental  Health  studying  the  feasibility  of 
expanded  use  of  joint  projects  which  involve  HUD,  local  authorities 
and  State  mental  health  officials  in  the  provision  of  housing  for  elderly 
mental  patients.  Glendale  Terrace  (Toledo,  Ohio),  which  has  been  in 
operation  for  about  a  year,  is  a  project  of  this  type.  This  Department 
provided  $1,543,970  for  land  acquisition  and  construction  of  the  proj- 
ect and  the  State  of  Ohio  contributed  $198,020  for  additional,  special 
facilities. 

Rodent  and  Pest  Control 

PROGRAM  description 

This  Department  does  not  have  a  specific  program  solely  concerned 
with  rat  control  and  eradication.  However,  there  are  several  programs 
where  expenditures  for  the  elimination  and  control  of  rats  are  a  nat- 
ural adjunct  to  the  local  activity  being  supported.  For  example,  such 
expenditures  occur  in  connection  with  urban  renewal  projects,  con- 
centrated code  enforcement  projects,  demolition  grant  projects,  com- 
prehensive city  demonstration  projects,  community  renewal  program 
projects,  low-income  housing  demonstration  projects,  low-rent  public 
housing  projects,  neighborhood  facilities  projects,  experimental  hous- 
ing projects,  and  others.  The  demolition  grant  program  was  amended 
by  the  Housing  and  Urban  Development  Act  of  1968  to  include  spe- 
cific reference  to  rat  harborages  and  directs  that  demolition  be  carried 
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out  consistently  with  any  systematic  rodent  control  program  being 
undertaken  in  the  neighborhood.  Further,  mortgage  insurance  is 
available  for  financing  home  improvements,  including  rat  proofing. 

In  addition  to  these  programs,  the  new  interim  assistance  program 
created  by  section  514  of  the  Housing  and  Urban  Development  Act 
of  1968  may  support  activities  which  bear  on  local  rat  control  prob- 
lems. Under  this  new  program,  grants  will  be  made  to  localities  where 
substantial  clearance,  rehabilitation  or  code  enforcement  is  planned 
in  the  near  future  but  in  w^hich  immediate  public  action  is  needed 
to  alleviate  harmful  conditions  in  slum  and  blighted  areas  until  these 
other  activities  are  undertaken.  Such  assistance  might  include  demo- 
lition of  structures  which  are  unsound,  or  rat  harborages,  or  unfit 
for  human  habitation,  and  Avhich  constitute  a  hazard  to  public  health 
and  safety.  It  might  also  include  the  improvement  of  garbage  and 
trash  collection,  street  cleaning,  and  similar  activities. 

Further,  each  model  cities  program  to  date  has  included  a  health 
plan  as  part  of  its  overall  model  cities  plan.  These  health  plans  may 
include  provisions  for  rodent  control  activities.  As  with  the  entire 
model  cities  program,  substantive  efforts  are  made  to  coordinate  these 
activities  with  other  Federal,  State,  local,  and  community  groups  and 
activities. 

PROGRAM  COORDINATION 

This  Department,  both  as  an  internal  matter,  and  in  conjunction 
with  other  Departments  and  agencies  and  private  groups,  engages  in 
extensive  coordination  in  the  formulation  and  execution  of  rat  con- 
trol plans  and  activities.  In  1966  an  Interagency  Task  Force  on  Eat 
Control  was  formed  with  representatives  from  the  Departments  of 
Health,  Education,  and  Welfare,  Interior,  Agriculture,  Housing  and 
Urban  Development,  and  the  Office  of  Economic  Opportunity.  The 
task  force  studied  and  reported  out  guidelines  for  a  Federal  categori- 
cal grant  program  for  rat  control.  A  program  following  those  guide- 
lines was  authorized  by  the  1967  partnerships  for  health  amendments, 
and  is  administered  by  the  Public  Health  Service  of  the  Department 
of  Health,  Education,  and  Welfare.  Of  the  $79  million  appropriated 
in  the  partnership  for  health  program  for  fiscal  year  1969,  $15  million 
have  been  set  aside  for  rat  control.  The  Department  of  Health,  Edu- 
cation, and  Welfare  has  issued  instructions  to  all  its  regional  offices 
that  before  a  rat  control  grant  is  made,  that  office  should  consult  with 
the  appropriate  regional  office  of  the  Department  of  Housing  and 
Urban  Development  to  avoid  duplication  of  activities  and  effort. 

The  Department  of  Health,  Education,  and  Welfare  is  in  the  process 
of  publishing  a  training  and  consultation  manual  containing  listings  of 
all  their  publications,  films,  and  training  programs  on  the  subject  of  rat 
control.  Arrangements  have  been  made  to  have  copies  of  these  manuals 
sent  to  all  the  localities  in  which  this  Department  has  relevant  pro- 
grams so  that  those  localities  can  take  advantage  of  these  existing 
services.  Similarly,  HEW  is  developing  a  new  publication  on  how  to 
conduct  rat  surveys  which  Avill  also  be  available  to  this  Department  for 
distribution. 

A  representative  of  this  Department  is  also  a  member  of  the  task 
force  established  to  develop  a  new  section  on  rat  control  to  be  included 
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in  the  American  Public  Health.  Association-Public  Health  Service 
Kecommended  Housing  Maintenance  and  Occupancy  Code.  These 
members  of  the  task  force  include  representatives  of  the  Baltimore 
City  Health  Department,  the  bureau  of  sanitation  of  the  city  of 
Milwaukee  Health  Department,  the  sanitary  engineering  division  of 
the  Detroit  Department  of  Health,  a  representative  of  the  environ- 
mental sanitation  program  within  the  Public  Health  Service.  Further, 
HUD  along  with  the  Departments  of  HEW,  Interior,  Defense,  and 
Agriculture  is  represented  on  the  Federal  Commission  on  Pest 
Control. 


Department  or  the  Interior, 

OmcE  or  THE  Secretary, 
Washington,  B.C.,  March  21,  J969. 

Hon.  Abraham  A.  RrBicorr, 
U.S.  Senate, 
Washington,  B.C. 

Dear  Senator  Ribicoit  :  With  reference  to  your  letter  of  February 
18,  1969,  there  is  enclosed,  in  triplicate,  a  schedule  of  health-related 
programs  for  the  Department  of  the  Interior  for  fiscal  years  1964 
through  1968,  and  as  estimated  for  fiscal  years  1969  and  1970.  Amounts 
shown  for  fiscal  years  1968, 1969,  and  1970  are  coordinated  with  actual 
and  estimated  amounts  appearing  in  table  L-1  Federal  Outlays  for 
Medical  and  Health-Related  Activities  by  Category,  on  page  148  of 
"Special  Analyses,  Budget  of  the  United  States,  fiscal  year  1970," 
transmitted  to  the  Congress  January  15,  1969.  In  both  table  L-1  and 
table  L-19  (p.  172J  Federal  Outlays  for  Medical  and  Health-Related 
Activities  by  Agency,  there  appears  the  amount  of  $16.3  billion  re- 
ferred to  in  your  letter. 

Participation  of  the  Department  is  relatively  minor,  our  total  for 
1969  being  $15,057,000.  We  appear  as  part  of  "Other  agencies"  in 
table  Lr-19. 

There  are  also  enclosed  narrative  descripitions  for  outlays  as  regard 
American  Samoa,  the  Trust  Territory  of  the  Pacific  Islands,  the 
Bureau  of  Mines,  Geological  Survey  and  the  Bureau  of  Commercial 
Fisheries,  our  bureaus  having  medical  and  health-related  activities. 
Indian  health  falls  within  the  purview  of  the  Department  of  Health, 
Education,  and  Welfare,  which  Department  also  has  the  responsibility 
for  medical  and  health-related  factors  of  water.  Because  of  this  the 
Bureau  of  Indian  Affairs  and  the  Federal  Water  Pollution  Control 
Administration  are  not  reported. 

The  Department  participates  when  called  upon  in  overall  programs 
affecting  national  health  policy.  In  view,  however,  of  our  limited  fund- 
ing in  this  field  there  is  a  limited  impact. 

For  additional  information  that  may  be  required  please  address 
Mr.  Francis  M.  Wiles,  Acting  Director  of  Budget. 
Sincerely  yours, 

George  E.  Robinson, 
Beputy  Assistant  Secretary  of  the  Interior. 

38-767  O— 70  23 
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HEALTH  RELATED  PROGRAMS,  FISCAL  YEARS  1964-68 
[In  thousands  of  dollars] 


Estimated 


1968 

1967 

1966 

19651 

1964  1 

1969 

1970 

Medical  and  health  research  

Training  and  education   - 

Construction     .   

Improving  the  organization  and  delivery 
of  health  services   .   

1,442 
2, 043 
1,847 

1,408 
158 
1,941 

2, 072 
166 
3,000 

1,947 
1,336 
2,179 

1,740 
1,228 
2, 073 

1,555 
6, 308 
1,970 

25 

2, 645 
1,600 
2, 200 

Provision  of  direct  Federal  hospital  and 
medical  services      

2  1,076 

Provision  of  hospital  and  medical  serv- 
ices, indirect    

3,622 
941 

2,499 

4,317 
931 

3,928 
855 

4,147 

4,675 
1,027 

Prevention  and  control  of  health  prob- 
lems  

586 

338 

1,052 

Departmental  total          .  . 

9,895 

7,668 

5, 576 

10,710 

9,824 

15,057 

12, 147 

1  Amounts  are  estimated  proportional  to  new  reporting  programs  as  the  breakdown  by  category  of  expenditure  was 
not  established  until  1966  by  the  Bureau  of  the  Budget. 

2  This  amount  was  provided  from  American  Samoa  and  Trust  Territory  of  the  Pacific  funds  and  should  be  consolidated 
with  indirect  money. 

AMERICAN  SAMOA 

The  medical  program  for  American  Samoa  in  fiscal  year  1970  is 
$2,009,000  of  which  $1,979,000  is  for  operations  and  $30,000  for  con- 
struction. The  medical  operations  program  for  fiscal  1970  is  a  $383,000 
increase  over  1969,  the  bulk  of  which  is  for  operating  the  new  Tropical 
Medical  Center  and  increased  personnel  costs  primarily  due  to  the 
Samoan  position  reclassification. 

The  new  medical  construction  program  for  1970  is  $30,000  for  a  dis- 
pensary on  Manu'a  Island.  At  the  present  time  there  are  no  medical 
facilities  on  Manu'a  and  persons  needing  medical  attention  must  be 
taken  by  boat  to  Tutuila  for  treatment. 

The  Tropical  Medical  Center  was  completed  at  a  cost  of  about  $3.5 
million  late  in  fiscal  year  1968.  This  facility  will  provide  the  poten- 
tial of  health  service  comparable  with  minimal  U.S.  standards. 

In  fiscal  year  1969  a  special  study  is  being  initiated  to  determine  all 
community  health  needs  and  the  adequacy  of  present  programs  to 
meet  those  needs.  This  should  provide  Samoa  with  an  excellent  base 
on  which  to  build  future  programs. 

TRUST  TERRITORY 

The  medical  program  for  the  trust  territory  in  fiscal  year  1970  is 
$4.8  million,  of  which  $4.3  million  is  for  operations  and  $.5  million  for 
construction.  The  medical  operations  program  for  fiscal  year  1970  is 
a  $420,000  increase  over  fiscal  1969,  the  bulk  of  which  is  for  staffing  the 
new  Truk  Hospital  and  a  Micronesian  pay  raise. 

Emphasis  on  training  and  education  of  Micronesians  through  medi- 
cal scholarships  continues.  Tlie  present  medical  scholarship  enrollment 
is  61  students.  The  Trust  Territory  School  of  Nursing  enrollment  has 
increased  to  71  students.  It  is  planned  to  maintain  a  continuing  enroll- 
ment level  of  80  nursing  students.  The  1970  budget  includes  $310,000 
for  these  programs. 

The  new  medical  construction  program  for  1970  is  $500,000.  This 
will  provide  for  a  $200,000  subdistrict  hospital  at  Ebeye ;  $200,000  for 
staff  housing  and  $100,000  for  addition  and  replacement  of  dispen- 
saries. The  current  fiscal  year  1969  construction  program  includes  the 
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new  Truk  District  Hospital  which  is  scheduled  for  completion  early  in 
fiscal  1970  at  a  cost  of  $3  million  and  the  Kusaie  and  Kota  replace- 
ment subdistrict  hospitals  to  be  completed  late  this  calendar  year  at 
$325,000. 

During  fiscal  year  1968,  construction  expenditures  were  mainly  for 
internal  physical  improvements  of  service  facilities.  In  addition  to 
modernizing  and  improving  physical  facilities,  considerable  success 
has  been  made  in  recruiting  qualified  medical  staff.  The  trust  territory 
is  participating  in  the  Hawaii  regional  medical  program  and  the 
USPHS  comprehensive  health  plan.  The  direction  of  the  local  health 
effort  is  being  shifted  to  a  preventive  health  program  getting  the  medi- 
cal program  into  the  communities. 

BURBAU  OF  MINES 

Health-related  activities  of  the  Bureau  of  Mines  concern  environ- 
mental conditions  of  workers  in  underground  mineral  industries.  An 
environmental  dust  survey  in  coal  mines,  in  cooperation  with  the 
Public  Health  Service,  is  continuing  and  is  expected  to  provide  suffi- 
cient information  on  the  respirable  dust  concentrations  in  coal  mines 
to  permit  trial  correlation  with  medical  data  obtained  by  Public 
Health  Service ;  to  provide  information  relative  to  dust  concentrations 
in  coal  as  obtained  by  a  variety  of  instruments  and  evaluation  tech- 
niques ;  to  provide  information  on  the  levels  of  dustiness  associated  with 
various  mining  methods,  ventilation  practices,  types  of  coal,  and  with 
specific  mining  and  surface  jobs.  Other  projects  involve  the  accumula- 
tion and  evaluation  of  data  for  determining  normal  distributions  of 
contaminant  gases  in  coal  mines,  and  a  study  of  means  to  reduce  the 
radiation  hazards  to  miners  during  mining  of  radioactive  materials, 
one  of  which  will  be  through  development  of  improved  ventilation 
systems. 

The  increase  requested  in  1970  is  for  the  following  programs : 
Silicosis  in  the  noncoal  mines,  $60,000. — Between  1958  and  1961  the 
Bureau  of  Mines  and  the  Public  Health  Service  conducted  a  compre- 
hensive study  of  the  occurence  of  silicosis  in  the  metal  mines.  Although 
a  dramatic  decrease  in  the  prevalence  of  the  disease  over  the  past  several 
decades  was  demonstrated,  about  3.5  percent  of  the  miners  have  evi- 
dence of  silicosis.  To  eliminate  this  disease  as  a  major  health  problem  in 
the  metal  mining  industry,  it  is  desirable  to  continue  studies  of  the 
problem  and  to  evaluate  the  effectiveness  of  existing  control  measures 
on  its  prevalence.  The  Bureau  of  Mines  needs  to  be  alert  to  changes  in 
production  techniques  or  other  factors  which  may  serve  to  increase  the 
dust  concentrations  and  thereby  causing  an  increased  rate  of  silicosis. 

Ooal  pneumoconiosis,  $1  million. — ^Evidence  available  to  the  Bu- 
reau of  Mines  indicates  that  somewhere  between  380  and  800  coal 
miners  die  prematurely  each  year  due  to  coal  pneumoconiosis.  This 
compares  to  an  annual  average  of  238  underground  workers  killed 
by  accidents  in  underground  bituminous  coal  mines  during  the  decade 
1957-67.  The  number  of  men  disabled  by  this  disease  will  continue 
to  increase  until  effective  dust  control  methods  have  been  instituted  in 
the  mines.  Eesearch  by  competent  investigators  has  definitely  im- 
plicated coal  mine  dust  as  the  causative  agent  of  the  disease.  Because 
of  increased  dust  concentration  resulting  from  mechanization,  this 
disease  problem  has  only  become  apparent  among  bituminous  miners 
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in  recent  years.  The  primary  mission  of  the  Bureau  of  Mines  is  to 
develop  engineering  procedures  which  will  limit  the  concentration  of 
the  respirable  dust  and  promulgate  standards  for  its  control. 

Prevention  is  based  on  controlling  the  respirable  dust  to  a  safe  limit. 
The  Public  Health  Service  has  suggested  an  interim  standard  of  3 
milligrams  of  respirable  coal  mine  dust  per  cubic  meter  of  air.  How- 
ever, research  to  control  excessive  dust  concentration  need  not  await  the 
development  of  a  final  hygienic  standard.  Actions  to  be  implemented 
under  this  proposed  program  include : 

1.  Dust  generation  and  concentration  investigations  ($300,000) . 

2.  Mine  air  improvement  research  ($600,000) . 

3.  Respiratory  protective  equipment  research  ($100,000). 


GEOLOGICAL.  SURVEY 


The  primary  objective  of  the  Geological  Survey  is  the  assessment 
of  the  Nation's  mineral  resources,  including  water.  Research  projecfs 
are  in  support  of  this  objective  and  any  relation  to  medical  or  health 
research  is  incidental.  However,  the  survey  does  conduct  some  projects 
in  the  physical  and  biological  sciences  that  are  health  related. 

Basic  objectives  of  Water  Resources  research  programs  are  to  inves- 
tigate the  occurrence,  quality,  and  quantity  of  the  Nation's  water 
resources.  Included  in  this  mission  are  determinations  of  the  occur- 
rence and  distribution  in  water  of  minor  elements  and'  radioactive 
materials  that  are  or  may  be  health  related.  Other  projects  investigate 
the  behavior  of  detergents,  pesticides  or  other  pollutants,  including 
radioactive  wastes  where  released  into  the  soil-moisture  environment 
of  natural  water  systems.  These  health-related  research  projects  can 
be  grouped  subjectively  under  the  following  five  headings : 

1.  Determination  of  chemical  constituents  in  water. 

2.  Radio-chemical  and  isotopic  research. 

3.  Hydrologic  research  related  to  surface  flows,  free  water  sur- 
faces, and  atmospheric  intermixing. 

4.  Monitoring  and  methodology. 

5.  Geochemical  problems  and  relationships. 

The  survey's  geological  research  projects  in  health-related  programs 
include  the  devlopment  of  determinative  techniques  applicable  to  geo- 
chemical and  geological  factors  affecting  man  and  the  study  of  the 
chemistry  of  rocks,  soils,  sediments  and  plants.  Such  studies  provide : 
(a)  knowledge  of  the  links  between  geochemistry  and  the  chemistry 
of  the  biota  fundamental  to  understanding  the  food  chain ;  (h)  geo- 
chemical data  for  comparison  with  epidemiological  data;  and  (c) 
control  data  which  permit  detection  of  the  chemical  pollution  of  the 
land  and  its  vegetation. 


BUREAU  or  COMMERCIAL  FISHERIES 


This  Bureau  conducts  research  programs  and  projects  that  involve 
possible  medical  and  health-related  aspects  of  fish  oils  and  processed 
fish. 

(1)  Oxidative  deterioration  of  fish  and  fish  lipids^  $159^)00. — The 
determination  of  problems  caused  by  oxidative  changes,  differences 
in  the  mechanism  of  oxidation  in  different  classes  of  lipids,  and 
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chemioal  products  of  oxidative  deterioration  and  their  relationship 
to  undesirable  odors  and  flavors  in  fishery  products.  Determine  how 
natural  occurring  and  artificial  antioxidants  can  protect  fish  tissue  and 
oil  from  oxidation. 

(2)  Fractional  distillation  of  extracted  fish  oil  for  rmdical  research 
purposes^  $10^000. — Various  fractions  of  fish  oils  are  provided  to  re- 
search institutions  to  determine  their  usefulness  in  cosmetics,  pharma- 
ceuticals, industrial  chemical  intermediates,  and  many  other  products. 

(3)  Nutritional  value  of  fish  protein  concentrate^  $9Ji.f)00. — Nutri- 
tional studies  including  the  supplemental  protein  value  of  FPC  and 
amino  acid  studies  are  part  of  this  project.  These  studies  include  the 
use  of  laboratory  test  animals  and  humans  as  well  as  standard  bio- 
chemical and  physiological  techniques.  The  development  of  products 
incorporating  FPC  such  as  FPC  beverages,  soups,  snacks,  doughnuts, 
and  so  forth,  is  underway. 

(4)  Pesticide  residues  in  fish  and  shellfish^  $115fi00. — This  project 
includes  a  monitoring  capability  to  measure  pesticide  levels  in  fish  and 
their  environment,  determine  the  types  of  metabolic  residues  formed 
in  fish,  determine  where  pesticides  and  their  metabolites  are  deposited 
in  fish,  and  determine  whether  pesticide  residues  can  be  reduced  by 
various  processing  techniques. 

(5)  Botulism  studies^  $H2fi00. — Ejffects  of  various  factors  on  the 
inhibition  of  Clostridium  botulinum.  These  include  such  physical  and 
chemical  factors  as  heat,  moisture,  salt,  nitrite,  and  so  forth.  Also 
analysis  of  samples  from  various  areas  of  the  marine  environment 
for  presence  of  CI  botulinum. 

(6)  New'  processing  techniques^  $60 flOO, — Vacuum  evisceration  of 
fish  aboard  the  vessel  and  the  utilization  of  containers  for  storing 
fish  in  the  hold  are  examples  of  techniques  under  study  that  contribute 
to  a  significant  reduction  in  bacterial  contamination  of  fish. 


U.S.  Department  of  Justice, 
Washington^  D.C.^  May  5,  1969. 

Hon.  Abraham  Eibicoff, 

Chairman^  Subcommittee  on  Executive  Reorganization^  U.S.  Senate^ 
Washington,  B.C. 

Dear  Mr.  Chairman  :  The  Attorney  General  asked  me  to  furnish 
the  information  requested  in  your  letter  of  February  18,  1969,  con- 
cerning health  activities  of  this  Department. 

The  Bureau  of  Prisons  medical  program  is  the  only  health  activity 
we  administer.  It  is  a  comprehensive  medical  and  surgical  health  pro- 
gram which  includes  correctional  treatment  by  direct  psychiatric  and 
psychological  assistance  designed  to  alter  attitudes  or  change  beha- 
vioral patterns.  It  also  includes  consultation  and  technical  assistance 
in  the  training  of  prison  medical  staffs,  safety  and  sanitation  stand- 
ards, and  training  programs  in  the  paramedical  fields  as  an  aid  to 
rehabilitation.  The  cost  of  the  program  for  the  past  5  years  is  as 
follows : 

1904   $6,598,000 

1965    6,970,000 

1966    7,453,000 

1967    8,061,000 

1968    8,137,000 
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The  Bureau  of  Prisons  is  a  closed  social  system  that  precludes  direct 
interaction  of  its  subsystems,  such  as  health  services,  with  the  wider 
community.  There  are,  however,  at  least  two  significant  indirect  results 
of  the  Bureau  of  Prisons  health  service.  Many  of  the  26  Federal  prison 
facilities  are  located  in  very  remote  areas,  for  example.  Sandstone, 
Minn. ;  Alderson,  W.  Va. ;  LaTuna,  Tex. ;  and  Danbury,  Conn.  Physi- 
cians and  other  scarce  health  service  personnel  assigned  to  these  facil- 
ities are  also  utilized  on  a  time  available  basis  to  augment  the  local 
community  resources.  A  second  indirect  result  of  the  prison  health 
service  is  the  development  of  innovative  ways  of  organizing  resources 
and  utilizing  personnel  to  provide  comprehensive  care.  For  example, 
the  utilization  of  former  military  corpsmen  as  physician  assistants  has 
been  a  practice  of  the  prison  health  service  for  many  years.  The  ex- 
perience that  has  been  achieved  in  the  development  of  a  role  for  these 
health  workers  and  the  supporting  training  that  they  require  is  of 
great  value  to  civilian  systems  that  are  just  now  considering  imple- 
mentation of  the  concept. 

The  prison  medical  program  is  only  one  of  niunerous  small  Govern- 
ment health  delivery  systems.  The  Bureau  of  Prisons  contributes  to 
national  health  policy  in  a  limited  way  by  submitting  proposals  to  both 
the  U.S.  Public  Health  Service  and  to  this  Department  that  might  lead 
to  new  legislation.  For  example,  we  have  been  concerned  with  the  prob- 
lem of  providing  for  continuation  of  comprehensive  medical  and  psy- 
chiatric care  for  prisoners  who  were  in  treatment  at  the  time  of  their 
release.  This  effort,  if  successfully  undertaken,  would  contribute  to  the 
national  policy  of  comprehensive  health  care. 

This  is  the  only  health  program  within  Federal  prisons.  However,  in 
a  few  instances  it  is  not  practical  or  economically  feasible  to  provide 
specialized  care  and  diagnostic  service,  and  in  these  instances  the  Public 
Health  Service  somewhat  informally  coordinates  utilization  of  other 
governmental  health  resources  for  our  organization. 

The  National  Institutes  of  Health,  and  hospitals  in  the  Health  Serv- 
ice and  Mental  Health  Administration  accept  for  treatment  inmates 
with  certain  special  medical  problems.  The  National  Communicable 
Disease  Center  makes  available  laboratory  services  for  communicable 
diseases  and  laboratory  quality  control.  The  Department  of  Defense 
also  provides  direct  medical  care  and  diagnostic  services  at  six  facili- 
ties. 

We  appreciate  your  interest  in  our  program. 
Sincerely, 

L.  M.  Pellerzi, 
Assistant  Attorney  General  for  Administration. 


U.S.  DepxVRtment  of  Labor, 

Office  of  the  Secretary, 
Washington,  B.C.,  April  1,  1969. 

Hon.  Abraham  Ribicoff. 

Chairman,  Subcommittee  on  Executive  Reorganization, 
U.S.  Senate,  Washington,  D.C. 

Dear  Mr.  Chairivian  :  This  is  in  response  to  your  letter  of  February 
18,  1969,  requesting  sj^ecific  information  concerning  the  Department's 
role  and  activities  in  health  and  medical  care  programs  as  defined  in 
the  President's  Budget,  "Special  Analysis  L".  The  information  fol- 
lows: 
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MANPOWER  ADMINISTRATION 

1.  The  largest  health-related  expenditure  of  the  Department  of 
Labor  is  for  training  in  the  health  occupations  under  the  Manpower 
Development  and  Training  Act  of  1962  (MDTA).  This  program  is 
shown  in  the  Bureau  of  the  Budget  "Special  Analysis  L"  reports  under 
training  and  education  in  the  amount  of  $33.1  million  for  fiscal  year 
1969  and  $35.4  million  for  fiscal  year  1970.  Expenditures  for  the  last 
5  years  for  this  program  are  as  follows : 


1964   ^$17,000,000 

1965   ^  29,  000,  000 

1966   18,  000,  000 

1967   30,  724,  000 

1968   28,  919,  000 


1  Estimated  expenditures.  Special  analysis  for  health-related  activities  was  not  made  for 
these  years. 

Training  under  the  MDTA  is  conducted  in  a  variety  of  health  oc- 
cupations depending  primarily  on  local  needs.  A  large  proportion 
(80  percent  in  fiscal  year  1968)  of  the  program  is  devoted  to  training 
in  the  nursing  occupations  of  nurse  aide,  licensed  practical  nurse,  and 
professional  nurse  (refresher  training  for  inactive  nurses).  Other 
occupations  in  which  individuals  were  trained  include  dental  assist- 
ant, medical  records  clerk,  medical  laboratory  assistant,  physical 
therapy  attendant,  psychiatric  aide,  surgical  technician,  and  ward 
clerk. 

2.  Training  in  the  health  occupations  under  the  MDTA  has  con- 
tributed to  the  improvement  of  the  delivery  of  health  services  by  im- 
proving the  quantity  and  quality  of  the  health  work  force. 

3.  The  Department  of  Labor  is  not  a  major  agency  in  the  formula- 
tion and  implementation  of  the  national  health  policy.  However,  the 
Department  does  often  participate  in  national  policy  discussion,  par- 
ticularly when  health  manpower  issues  are  involved.  The  Department 
has  sensed  on  various  ad  hoc  committees,  some  of  which  were  estab- 
lished by  the  White  House,  for  increasing  the  development  of  health 
workers.  The  Department  also  develops  projections  of  the  future  re- 
quirements for  health  manpower  and  information  on  health  careers. 
This  information  is  useful  to  all  agencies  involved  in  establishing 
national  health  policy. 

4.  The  Department  of  Labor  has  an  Litradepartmental  Health  Man- 
power Committee  which  consists  of  representatives  from  all  bureaus 
and  offices  having  some  interest  or  concern  in  health  manpower.  The 
committee  serves  primarily  as  an  information  exchange  and  meets 
periodically  as  the  need  dictates. 

The  Department  of  Labor  has  liaison  representatives  on  five  na- 
tional advisory  councils  established  by  the  Bureau  of  Health  Profes- 
sions Education  and  Manpower  Training  in  HEW.  The  areas  of  con- 
cern of  the  five  councils  are  health  manpower,  education  for  the  health 
professions,  allied  health  professions  training,  nurse  training,  and 
public  health  training.  Tliese  councils  review  grant  applications  and 
make  recommendations  concerning  the  health  manpower  |)rograms 
administered  by  HEW.  The  liaison  representatives  pro\dde  informa- 
tion about  the  Departmeiit-s  training  activities  and  obtain  information 
about  HEW  programs.  Each  advisory  council  meets  approximately 
four  times  per  year. 
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While  the  programs  described  below  are  concerned  with  both  occu- 
pational safety  (the  prevention  of  traumatic  injuries)  and  occupa- 
tional health  (the  prevention  of  occupational  disease),  they  are  pri- 
marily safety  programs.  They  are  included  in  the  Bureau  of  the 
Budget  "Special  Analysis  L,"  however,  and  are  therefore  described 
here. 

WAGE  AND  LABOR  STANDARDS  ADMINISTRATION  LABOR  STANDARDS 

1.  Occupational  safety  program 

{a)  Maritime  safety  program, — Administers  safety  provisions  of 
the  Maritime  Safety  Act.  Inspects  longshore  operations,  shipyards,  and 
ship  repair  facilities  and  provides  safety  training  for  the  industry. 

(h)  Federal  safety  program. — ^Provides  consultative  services  to  Fed- 
eral agencies  and  serves  as  secretariat  to  the  Federal  Safety  Council. 

((?)  Assistance  to  States union,  industry. — Provides  safety  engineer- 
ing, consultative  and  training  services  for  personnel  of  State  govern- 
ment, private  industry,  public,  municipal,  and  labor  organization. 

(d)  WaZsh-Healy  Public  Contracts  Act  and  Service  Contracts  Act 
safety  program. — Administers  safety  |)rovisions  of  above  acts  through 
inspections,  training,  and  standard  setting. 

{e)  Research  program. — Conducts  research  directed  toward  estab- 
lishment of  safety  codes  and  standards  which  are  applicable  to  con- 
tracting engaged  in  performing  services  or  furnishing  goods  to  the 
Government. 

(/)  Youth  safety. — Develops  hazardous  occupation  orders  for  youth 
for  ha2:ardous  occupations  in  general  and  in  particular  for  hazardous 
occupations  in  agriculture  and  enforces  such  orders  through  inspec- 
tional  activity. 

2.  OUTLAY  FOR  THE  ABOVE  PROGRAMS  DURING  FISCAL  YEAR  1964-68  i 
[In  thousands  of  dollars] 


1964 

1965 

1966 

1967 

1968 

Maritime  

1,200 

1,515 

1,407 

1,459 

1,806 

Federal  

152 

160 

160 

198 

213 

State-union-industry  assistance  

138 

155 

140 

143 

150 

Youth  

45 

50 

50 

55 

100 

Public  Contracts  Act,  Service  Contracts 

Act  

315 

321 

324 

339 

424 

Research  

315 

320 

231 

268 

298 

Total  

2.165 

2, 521 

2,312 

2, 522 

2,991 

>  Funds  for  the  enforcement  program  are  in  the  Wage  and  Hour  Division  and  are  not  included  in  the  table. 

The  maritime  safety  program  has  been  able  to  reduce  injury  rates 
during  the  period  1960-67  b;y;  39  percent  in  the  longshore  industry  and 
52  percent  in  the  shipyard  industry.  During  the  period  1965-67  the 
Federal  injury  rate  declined  11.4  percent. 

The  indirect  effects  of  the  inspectional,  promotional,  and  training 
program  can  be  seen  in  growing  awareness  of  safety  in  the  workplace 
as  a  major  concern  of  industry,  labor,  and  the  public. 

?y.  The  attention  which  has  been  focused  on  occupational  safety  the 
last  few  years  culminating  in  the  introduction  of  the  occupational 
safety  and  health  bill  in  the  last  Congress  has  been  brought  about  in 
part  by  the  efforts  of  the  Department  in  the  safety  field. 
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4.  The  Federal  Safety  Council  is  composed  of  representatives  from 
all  Government  agencies  and  coordinates  the  Federal  safety  program. 
The  Federal  Eadiation  Council  composed  of  the  Secretaries  and 
agency  heads  of  the  Departments  of  Labor,  HEW,  Interior,  Defense, 
Agriculture,  Commerce,  the  Atomic  Energy  Commission,  and  the  Of- 
fice of  Science  and  Technology. 

The  Council  serves  as  an  advisory  council  to  the  President  on  ra- 
diation problems.  No  specific  standards  on  regulations  are  established 
by  the  Council. 

"  5.  The  Federal  Safety  Council  meets  periodically  some  five  times  a 
year.  The  Federal  Eadiation  Council  meets  at  the  call  of  the  Chair- 
man to  discuss  specific  issues  as  they  arise. 

The  major  example  of  elimination  of  fragmented  programs  in  the 
safety  area  was  the  transfer  of  the  Walsh-Healey  public  contracts 
safety  program  into  the  Bureau  of  Labor  Standards  from  the  Wage, 
Hour,  and  Public  Contracts  Division  in  fiscal  year  1967.  This  trans- 
fer served  to  place  all  safety  responsibilities  in  a  single  Bureau  with- 
in the  Department. 

BUREAIT  OF  EMPLOYEES'  COMPENSATION 

Payments  are  made  to  the  Public  Health  Service  and  other  Fed- 
eral health  services  and  private  physicians  and  hospitals  under  pro- 
visions of  the  Federal  Employees'  Compensation  Act.  These  payments 
are  for  treatment  of  injured  Federal  employees  and  others  covered 
under  the  act. 

PAYMENTS  DURING  FISCAL  YEAR  1964-68 
[In  thousands  of  dollars] 

Private  med-  Government 

Year  leal  facilities   medical  facilities 


8,826  1,296 

9,809  1.218 

10,277  1,204 

12.047  1.549 

13,969  1.019 


1964. 
1965. 
1966. 
1967. 
1968. 


Please  advise  if  I  may  be  of  further  service. 
Sincerely, 

George  P.  Shtjltz, 
Secretary  of  Labor. 


Department  of  State, 
Washington.,  B.C.,  March  26.  1969, 

Hon.  Abraham  Ribicoff, 

Chmmnan.  Subcommittee  on  Executive  Reorganization,  Committee  oil 
Government  Operations,  U.S.  Senate,  Washington,  D.O. 

Dear  Mr.  Chairman:  I  refer  to  my  letter  of  February  26  in  re- 
sponse to  your  communication  of  February  19  inquiring  about  the 
Department  of  State  budget  relating  to  health  programs. 

Our  involvement  in  health  matters  concerns:  (1)  limited  medical 
care  for  the  employees  of  the  Department  and  agencies  participating 
in  overseas  programs;  and  (2)  other  programs  relating  to  health  pri- 
marily outside  the  United  States.  As  made  evident  in  the  listing  below, 
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we  are  not  involved  in  the  organization,  financing  or  delivery  of  health 
care  in  the  United  States  nor  in  the  formulation  and  implementation 
of  national  health  policies. 

The  Department  coordinates  the  Foreign  Service  medical  program 
on  a  continuing  basis  through  the  offices  of  our  medical  division  which 
provides  support  to  the  Department  of  State,  the  U.S.  Information 
Agency,  the  Agency  for  International  Development,  and  over  40  other 
agencies  through  the  Participating  Agency  Service  Agreement.  This 
arrangement  results  in  financial  savings  by  eliminating  duplication 
of  medical  i^ersonnel  and  of  services  provided  employees  and  their  de- 
pendents working  and  living  abroad. 

Our  four  programs  involving  health  matters,  a  brief  description  of 
each,  and  pertinent  financial  expenditures  during  each  of  the  past  5 
fiscal  years  are  noted  as  follows : 


(I  n  thousands  of  dollars] 


1964 

1965 

1%6 

1%7 

1968 

Medical  Division,  Department  of  State.   

Mutual  education  and  cultural  activities— training 

and  education..     

Contributions  to  international  organizations  

Migration  and  refugee  assistance  

1,294 

950 
12,812 
378 

652 

1,000 
17,410 
549 

724 

1,000 
18,795 
515 

283 

900 
18,956 
902 

342 

2,643 
22,659 
487 

Total   

15,434 

19,611 

21,034 

21,041 

26,131 

Medical  Division,  Department  of  State :  As  authorized  by  the  For- 
eign Service  Act  of  1946,  as  amended,  medical  care  is  provided  for 
Foreign  Service  employees  and  their  dependents.  Costs  include  exam- 
ination, immunization,  and  hospitalization  in  both  private  hospital 
installations  and  U.S.  Government  medical  facilities  in  the  United 
States  and  abroad. 

Mutual  education  and  cultural  activities:  Amounts  shown  cover 
the  expenses  by  grants  of  Americans  who  study  or  teach  health-related 
subjects  abroad  and  of  nationals  of  other  countries  who  come  to  the 
United  States  for  health-related  studies  or  teaching. 

Contributions  to  international  organizations :  The  amounts  shown 
represent  the  U.S.  share  of  activities  carried  out  by  the  World  Health 
Organization  (WHO)  and  the  Pan  American  Health  Organization 
(PAHO)  which  provide  expert  teachers  to  train  health  workers  and 
other  teachers  and  by  awarding  fellowship  grants  for  study  in  certain 
selected  fields  for  improving  health  services.  Also  included  are  WHO 
and  PAHO  programs  in  disease  control  and  eradication  and  other 
such  pro-ams  in  the  health  fields. 

Migration  and  refugee  assistance :  Under  the  provisions  of  Public 
Law  87-510,  the  Migration  and  Refugee  Assistance  Act  of  1962,  con- 
tracts are  made  with  private  agencies  for  various  types  of  care  for 
certain  escapees  or  refugees.  In  Europe,  the  Middle  East,  South  Asia, 
and  the  Far  East,  medical  care  is  being  provided  through  American 
voluntary  welfare  agencies.  In  Europe,  medical  care  is  provided  as 
part  of  the  care  and  maintenance  or  refugees  from  the  U.S.S.R.  and 
Eastern  Europe  and  for  medical  examinations  required  for  aliens  to 
obtain  visas  for  permanent  settlement  in  other  countries.  Similar  serv- 
ices are  being  provided  for  Chinese  refugees  in  Hong  Kong  and  Macau. 
In  addition,  in  this  area  funds  have  been  provided  as  contributions  to- 
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ward  the  total  cost  of  constructing  various  health  facilities  for  refu- 
gees to  be  administered  primarily  by  voluntary  agencies. 

I  hope  this  information  will  be  helpful  to  you,  and  if  I  can  be  of 
any  further  assistance,  please  do  not  hesitate  to  call  on  me. 
Sincerely  yours, 

William  B.  IVIacombee,  Jr., 
Assistant  Secretary  for  Congressional  Relations, 


Office  of  the  Secretary  of  Transportation, 

Washington,  B.C.,  March  27,  1969. 

Hon.  Abraham  A.  Eibicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee  on 
Goveimm^nt  Operations,  U.S.  Senate,  Washington,  D.C. 

Dear  Mr.  Chairman  :  Enclosed  is  the  information  requested  in  your 
letter  of  February  18,  1969,  on  the  role  of  the  Department  of  Trans- 
portation in  Federal  health  j)rograms. 

Under  the  criteria  established  by  the  Bureau  of  the  Budget  for 
Special  Analysis  L,  Federal  health  programs,  the  U.S.  Coast  Guard, 
and  the  Federal  Aviation  Administration  have  the  only  reportable 
health  activities. 

If  we  may  be  of  further  assistance,  please  contact  us. 
Sincerely, 

Charles  D.  Baker. 

1.  List  and  descHhe  each  health  ^program  under  your  jurisdiction, 
specifying  how  much  was  spent  on  eaxih  program  in  each  of  the  past 
5  fiscal  years. 

A.  Medical  and  Health  Research 
[Amount  expended!  in  thousands] 
COAST  GUAKD 

Fiscal  year : 

1964   -  

1965   

1966   

1967   

1968    $33 

Description. — ^During  fiscal  year  1968  the  Coast  Guard  conducted 
research  studies  to  determine  new  methods  of  sewage  treatment  for 
USCG  bouy  tenders. 

FEDERAL  AVIATION  ADMINISTRATION 

Fiscal  year : 

1964    $2,909 

1965    2, 852 

1966    2, 498 

1967    2, 435 

1968    2,512 

Description. — The  FAA  operates  research  laboratories  at  its  Aero- 
nautical Center,  Oklahoma  City,  Okla.,  in  which  are  conducted  medi- 
cal research  projects  dealing  with  human  factors  in  aviation  safety. 
The  medical  research  program  provides  information  critical  to  pre- 
scribing the  civil  aeromedical  standards  for  airmen,  cabin,  and  cockpit 
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environmental  design  and  operating  procedures  in  all  parts  of  the 
national  aviation  system  in  which  human  factors  are  a  major  determi- 
nant of  safety. 

B.  Training  and  education 
[Amount  expended  in  thousands] 
FEDERAL  AVIATION  ADMINISTRATION 

Fiscal  year: 

1964   $96 

1965    96 

1966    96 

1967    96 

1968    98 

Description. — Private  medical  practitioners  are  designated  by  the 
agency  to  conduct  physical  examinations  for  the  Nation's  civil  airmen 
as  required  by  Federal  Aviation  Regulations.  Designation  of  physi- 
cians as  examiners  requires  their  attendance  at  an  agency  sponsored 
seminar  at  least  once  each  3  years.  Seminars  of  3  to  5  days  duration 
provide  training  in  the  agency  airman  medical  examination  procedures 
and  requirements  and  information  on  current  developments  in  aviation 
medicine.  Approximately  1,400  examiners  are  trained  annually. 

C.  Provision  of  direct  Federal  hospital  and  medical  services 
[Amount  expended  in  thousands] 
COAST  GUARD 

Fiscal  year : 

1964    $a44 

1965    347 

1966    373 

1967    820 

1968    558 

Description. — ^The  Coast  Guard  Department  supports  the  opera- 
tional mission  of  the  vessels,  shore  stations  and  air-arm  of  the  Coast 
Guard  by  providing  medical  and  dental  care,  and  environmental  sani- 
tation services.  Medical  activities  conducted  within  the  Coast  Guard 
include  the  provision  of  clinical  services,  both  medical  and  dental, 
medical  advisory  services  to  the  Coast  Guard,  operational  commander 
and  medical  administrative  service,  that  is,  medicine  program,  person- 
nel medical  disability  proceedings,  and  so  forth. 

FEDERAL  AVIATION  ADMINISTRATION 

B^scal  year : 

1964    $147 

1965    148 

1966    122 

1967    136 

1968    151 

Description. — The  FAA  is  the  administering  agency  for  Wake 
Island.  Among  the  services  provided  by  the  agency  in  the  absence 
of  available  commercial  and  private  facilities,  is  a  medical  dispensary. 
The  staff  consists  of  two  physicians,  five  nurses,  and  a  technician. 
Emergency  surgery,  treatment  and  overnight  care  is  provided  to  the 
island  population  (approximately  1,800)  and  to  transients.  FAA  per- 
sonnel are  given  that  health  care  provided  by  employee  health  statute 
and  all  other  services  are  provided  on  a  reimbursable  basis.  Serious 
cases,  when  possible,  are  referred  to  Hawaii  or  Guam. 
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D.  Co7istruction 
[Amount  expended  in  thousands] 
COAST  GUARD 

Fiscal  year : 

1964    $100 

1965   

1966    135 

1967   -   560 

1968    83 

Description. — Construction  projects  include  a  major  sewage  system 
at  Governors  Island,  N.  Y.,  and  a  medical-dental  building  at  the  TJSCG 
Training  Center,  Cape  May,  N.J.  In  addition  numerous  small  sanita- 
tion facility  projects  for  sewage  disposal  are  being  constructed  in  ap- 
proximately 60  locations.  A  medical-dental  building  is  also  scheduled 
for  construction  at  the  Reserve  Training  Center,  Yorktown,  Pa.,  com- 
mencing in  fiscal  year  1970. 

E.  Prevention  and  control  of  health  proMems 

COAST  GUARD 
[Amount  expended  in  thousands] 

Fiscal  year : 

1964   

1965   

1966   

1967   

1968    $230 

Description. — For  the  prevention  and  control  of  health  problems 
the  Coast  Guard  maintains  sewage  treatment  plants  at  shore  stations 
for  the  purpose  of  air  and  water  pollution  abatement. 

FEDERAL  AVIATION  ADMINISTRATION 

Fiscal  year : 

1964    $1,642 

1965   1,686 

1966    1,501 

1967    1,769 

1968   -   1,842 

In  the  FAA  prevention  and  control  of  health  problems  consists 
of  the  following : 

(1)  Disease  prevention  and  control 
[Amount  expended  in  thousands] 

Fiscal  year : 

1964    $65 

1965    69 

1966    67 

1967    77 

1968    77 

Description. — First  aid  stations  are  operated  at  Washington  Na- 
tional and  Dulles  International  Airports.  These  airports  are  operated 
by  the  FAA.  Emergency  treatment  is  provided  by  four  nurses  at  each 
airport  for  the  user  public  and  employees.  Serious  illnesses  and  injury 
cases  are  dispatched  to  nearby  hospitals  by  ambulance. 
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(2)  Environmental  control 
[Amount  expended  in  thousands] 

Fiscal  year : 

1964    $117 

1965    117 

1966    206 

1967    242 

1968    260 

DescrijHion. — Oii-tlie-scene  fat.al  aircraft  accident  investigations  are 
performed  by  aoency  medical  officers,  consultant  pathologists  and/or 
aviation  medical  examiners.  Reports  of  the  medical  factors  are  pre- 
pared, antopsies  performed  or  obtained  and  toxicological  stndies  are 
obtained  on  tissne  and  fluid  specimens  secured  from  victims.  Addi- 
tionally, statistical  studios  are  made  from  accident  reports  obtained 
in  nonfatal  accidents  in  an  effoii:  to  identify  or  rule  out  human  factoids 
as  causal  or  contributory  to  the  accident. 

{3)  Consumer  protection 
[Amount  expended  in  thousands] 

Fiscal  year : 

1964    $1,460 

1965    1,500 

1966    1,228 

1967    1,450 

1968    1,505 

Descrijytioii. — This  program  provides  for  operation  of  the  system  of 
required  periodic  physical  examinations  for  airman  licensure.  Airmen 
and  applicants  are  required  by  regulation  to  meet  physical  require- 
ments established  by  the  agency  as  a  consideration  for  issuance  of 
airman  certificates.  The  several  classes  of  airmen  are  examined  by 
private  physicians  designated  by  the  agency  for  this  work  at  periods 
of  every  6  months  to  every  24  months,  depending  on  class.  Costs  of 
the  program  cover  operation  of  the  examiner  system  (except  training) 
operation  of  a  multilevel  appeal  procedure  for  airmen  denied  certifica- 
tion, development  of  qualification  standards  and  provision  for  an 
airman  medical  education  system  to  assist  airmen  to  stay  out  of 
trouble  through  knowledge  of  their  environment  and  limitations  of 
human  capability. 

F.  Total  Department  of  Transportation  medical  programs 
[Amount  expended  in  thousands] 
COAST  GUARD 

FLscal  year: 

1964    $444 

1965    347 

1966    508 

1967   1,380 

1968    904 

FEDERAL  AVIATIOX  ADMINISTRATION 

Fiscal  year : 

1964    $4,794 

1965    4,782 

1966    4,217 

1967   -  4,436 

1968    4,603 
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DEPARTMENT  OF  TRANSPORTATION 

Fiscal  year: 

19^   $5,238 

1965    5,129 

1966    4,725 

1967    5,816 

1968    5,507 

2.  What  results^  hotli  direct  jmd  indirect,  have  these  ^wograms 
achieved  with  regard  to  Improving ,  in  hoth  the  public  and  frivate 
sectors,  the  arganization,  financing  and  delivery  of  health  care  in  the 
United  States? 

COAST  GUARD 


The  Coast  Guard  medical  program  directly  provides  or  coordinates 
a  program  of  health  care  to  insure  military  readiness  of  its  40,000 
active  duty  and  26,000  Eeady  Eeserve  members.  Through  unifomiecl 
services  facilities  and  the  private  sector,  as  provided  by  existing  legis- 
lation, the  Coast  Guard  provides  for  the  care  of  approximately  100,- 
000  USCG  dependents. 

Professional  and  subprof essional  personnel  trained  for  Coast  Guard 
service  in  aerospace  medicine,  underwater  medicine,  and  many  other 
technical  medical  specialties  represent  a  health  manpower  resource 
for  the  civilian  sector  upon  completion  of  active  military  service. 

Those  medical  persomiel  involved  in  the  search  and  rescue  activities 
of  the  Coast  Guard  render  daily  assistance  to  victims  of  maritime  acci- 
dents as  well  as  victims  of  accident  and  illness  in  remote  areas. 

The  entire  maritime  safety  program  is  dependent  upon  the  Coast 
Guard  for  advice  in  many  medical  regulatory  areas.  The  USCG  also 
provides  medical  counsel  to  ships  at  sea. 


FEDERAL  AM:ATI0N  ADMINISTRATION 


The  Federal  Aviation  Administration  health  programs  specific alty 
provide  for  assuring  minimal  health  for  all  who  operate  aircraft  with- 
in the  national  aviation  system.  Eequired  periodic  physical  examina- 
tions bring  airmen  and  physicians  together  periodically  for  the  pur- 
pose of  performing  a  general  physical  exammation  and  to  highlight 
any  medical  deficiencies  in  need  of  attention.  Over  500,000  persons 
operate  within  this  system  who  may  otherwise  not  undergo  periodic 
physical  examination.  The  associated  medical  research  program  pro- 
vides knowledge  of  improved  diagnostic  procedures,  safety  procedures 
and  devices,  and  improved  aircraft  safety  design. 

3.  How  do  the  health  programs  of  your  department  contribute  to  the 
formulation  and  imflementation  of  the  national  health  policy? 


COAST  GUARD 


The  Coast  Guard  medical  program  is  more  directly  involved  in  the 
implementation  of  the  national  health  policy  than  in  its  formulation. 
This  assessment  is  based  on  the  extensive  program  of  required  plwsical 
examinations,  dental  examinations  and  operative  work,  immunization 
programs,  and  comprehensive  health  care  for  the  ill  or  injured.  The 
important  byproduct  of  this  total  health  care  program  is  early  disease 
detection  and  correction,  referral  to  medical  institutions  that  can  pro- 
vide extended  treatment  if  required,  and  the  return  to  civilian  life 
of  USCG  personnel  that  have  been  provided  complete  medical  services. 
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FEDERAL  AVIATION  ADMINISTRATION 

The  Federal  Aviation  Administration  health  programs  contribute 
to  the  implementation  of  the  national  health  policy  by  establishing  and 
enforcing-  minimum  medical  standards  to  be  met  by  all  who  exercise 
the  privilege  of  using  the  national  airspace,  by  reducing  accidents 
caused  by  human  factors  and  medical  deficiencies  and  minimizing  the 
concern  of  nonusers  for  safety  in  the  system  as  it  may  affect  them. 

^.  What  mechanisms  are  available  to  you  to  coordinate  aiid  con- 
solidate health  programs  within  your  department  and  those  of  other 
departments  and  agencies? 

COAST  GUARD 

Statutory  responsibility  for  providing  health  care  to  the  Coast 
Guard  rests  with  the  U.S.  Public  Health  Service.  This  care  is  provided 
by  the  direct  health  care  programs  of  the  Public  Health  Service,  by 
the  Department  of  Defense  with  reimbursement  by  the  Public  Health 
Service,  and  by  in-house  Coast  Guard  programs  to  coordinate  care  and 
to  supplement  service  in  areas  where  Public  Health  Service  and  De- 
partment of  Defense  facilities  are  not  available.  Professional  person- 
nel for  these  in-house  programs  are  provided  by  the  Public  Health 
Service,  with  nonprofessional  or  subprofessional  personnel  being  pro- 
vided by  the  Coast  Guard.  A  wide  range  of  coordination  and  coopera- 
tion exists  between  the  Coast  Guard  and  Public  Health  Service  and 
between  the  Coast  Guard  and  Department  of  Defense  in  the  fields  of 
training  and  interchange  of  services. 

FEDERAL  AVIATION  ADMINISTRATION 

Federal  Aviation  Administration  coordinates  its  health  programs 
with  those  of  other  agencies  and  departments  through  representation 
on  interagency  and  interdepaitmental  advisory  committees,  review 
boards  and  professional  organizations  and  by  inviting  representation 
in  FAA  group  activities  from  other  agencies.  The  appointment  of  mil- 
itary personnel  to  positions  in  the  administration  ]:)rovides  the  means 
of  applying  military  health  problems  experience  to  civilian  medical 
programs.  Typical  committees  are:  NASA-DOD-FAA  Coordinat- 
ing Committee;  NASA  Research  Advisory  Committee  on  Biotecli- 
nology  and  Human  Research ;  National  Research  Council  Committee 
on  Bioacoustics  and  Biomechanics;  Armed  Forces — National  Research 
Council  Committee  on  Vision;  FAA  Medical  Advisory  Committee: 
Council  of  Federal  Medical  Directors  for  Occupational  Health ;  and 
Global  Epidemiological  Working  Group  (DOD) . 

5.  Hoio — aoid  how  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  hetter  service  or  elimination  of 
redtape  resulting  from  interdepartment  and  intradepartment  program 
consolidation? 

COAST  GUARD 

These  mechanisms  are  used  infrequently,  frequently,  or  on  a  con- 
tinuing basis,  depending  on  the  need.  Examples : 

(a)  On  short  sea  patrols  (4  to  .5  weeks)  requiring  a  doctor,  of 
which  the  Coast  Guard  has  about  60  per  year,  the  doctor  is  pro- 
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vided  by  the  Public  Health  Service  from  its  large  physician  pool. 
This  results  in  a  great  savings  in  medical  man-years  and  in  actual 
dollar  costs. 

(h)  Training  of  medical  and  dental  specialists  for  service  with 
the  Coast  Guard  is  provided  by  the  Public  Health  Service.  This 
eliminates  the  need  for  such  Coast  Guard  training  programs. 

(c)  Training  of  flight  surgeons  for  the  Coast  Guard  aviation 
program  is  provided  by  the  U.S.  Navy  and  U.S.  Army.  This 
eliminates  the  need  for  a  Coast  Guard  flight  surgeon  training 
program. 

(d)  Training  in  diving  and  submarine  medicine  is  provided 
bytheU.S.Nav;^^ 

(e)  The  cross-service  utilization  of  medical  facilities  (DOD, 
PHS  and  CG)  results,  for  the  most  part,  in  the  elimination  of 
parallel  facilities  in  the  same  geographic  area. 

(/)  Mucli  of  the  formal  training  of  subprofessional  personnel 
(hospital  corpsmen,  X-ray  technicians,  laboratory  technicians, 
aviation  medical  technicians,  operating  room  technicians,  and 
so  foi-tli)  is  provided  in  the  Navy  schools  on  a  space  available  basis 
at  no  cost  to  the  Coast  Guard. 

FEDERAL    AVIATION  ADMINISTRATION 

These  mechanisms  are  in  continual  operation.  Most  boards  and  com- 
mittees meet  semiannually.  Professional  groups  meet  more  often.  A 
specific  example  of  savings  attributable  to  these  liaisons  is  the  FAA 
use  of  Department  of  Defense  medical  facilities  for  examination  and 
certification  of  military  personnel  and  eligible  dependents  requiring 
airman  licensing. 

Information  obtained  from  medical  research  programs  conducted 
by  other  agencies  is  used,  when  appropriate  to  avoid  unwarranted  du- 
plication. 


Office  of  Economic  Opportunity, 
Executive  Office  of  the  President. 

Washington.  D.C..  March  19,  1969. 

Hon.  Abraham  Ribicoff, 

Ohairman^  Suhcommittee  on  Executive  Reorgamzation,  U.S.  Senate, 
Washington,  B.C. 
Dear  Mr.  Chairman  :  In  response  to  your  letter  of  February  19,  I 
am  happy  to  forward  the  attached  information  concerning  OEO  activ- 
ities in  the  health  field.  Attachments  1  and  2  contain  responses  to 
the  specific  questions  you  raised ;  attachments  3-5  provide  additional 
background  material  which  may  be  of  interest.  If  OEO  can  be  of 
further  assistance  in  the  subcommittee's  survey,  please  let  me  know. 
Sincerely, 

Bertrand  M.  Harding, 

Acting  Direct  or. 

Attachment  1 

/.  List  and  dcRcrihe  each  health  program  under  yonr  ji(risd,iction. 
specifying  hovi  much  money  was  spent  on  each  program  in  each  of 
tlx  e  pas  f  5  fiscal  years. 

38-767  O— 70  24 
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OEO  health  activities  include  both  programs  which  have  as  their 
central  purpose  better  health  services  for  the  poor  and  provision  of 
supporting  services  to  participants  in  other  poverty  programs.  Except 
for  the  health  services  to  Job  Corps  and  VISTA  enrollees  discussed 
below,  all  of  these  programs  are  part  of  the  community  action  pro- 
gram (CAP). 

A  summary  of  outlays  for  each  program  by  fiscal  year  through  1969 
is  found  in  attachment  2.  Attachments  3-5  are  copies  of  the  guidelines 
for  the  comprehensive  health  services,  family  planning  and  emergency 
food  and  medical  services  programs,  which  provide  detailed  informa- 
tion beyond  the  brief  narrative  below. 

The  comprehensive  health  services  program  was  begun  in  1965  to 
foster  development  of  better  ways  in  which  local  agencies  could  deliver 
high  quality  care  of  low-income  families.  The  1967  amendments  to  the 
Economic  Opportunity  Act  summarize  the  overall  objectives  explic- 
itly :  "to  make  possible  with  maximum  feasible  use  of  existing  agencies 
and  resources,  the  provision  of  comprehensive  health  services  *  *  * 
together  with  necessary  related  facilities  and  services,  except  in  rural 
areas,  where  the  lack  of  even  elemental  health  resources  and  personnel 
may  require  simpler,  less  comprehensive  services  to  be  established 
first  *  *  *"  The  act  emphasized  that  services  are  to  be  made  readily  ac- 
cessible and  are  to  be  furnished  in  a  manner  most  responsive  to  the 
needs  of  poor  persons  and  with  their  participation. 

Comprehensive  health  care  designates  a  concept  of  care  characterized 
by  the  following  central  elements : 

1.  Broad  scope  of  services:  A  "one-door"  system  answering  all 
health  needs ;  preventive,  diagnostic,  and  outpatient  treatment  are  of- 
fered, as  well  as  in-home  care  of  the  chronically  ill  and  other  home 
health  services,  rehabilitation,  dental  care,  mental  health  services, 
and  drugs  and  appliances.  Center  physicians  also  arrange  for  hospi- 
talization and  for  diagnostic  procedures  which  cannot  be  performed  at 
the  center. 

2.  Personal,  high  quality  care :  Staff  members  maintain  continuous 
relationships  with  patients  and  their  families  and  provide  care  in  a 
personal,  dignified  fashion.  All  family  members  are  included.  Help 
is  given  for  related  social  problems,  through  referral  to  social  services, 
job  training,  or  other  relevant  programs. 

(3.  Accessibility  and  acceptability:  Location  and  hours  are  con- 
venient; additional  features  contributing  to  accessibility  are  simple 
eligibility  procedures,  round-the-clock  services,  and  pleasant  sur- 
roundings. 

4.  Community  involvement:  All  interested  groups  are  to  be  in- 
volved in  planning  and  execution.  The  poor  participate  actively  in 
policymaking  and  operation,  both  through  representation  on  neighbor- 
liood  councils  and  by  filling  new  jobs  in  which  they  work  closely  with 
professional  staff  members.  All  projects  haA^e  an  advisory  council  or 
administratiA^e  board  including  consumers,  health  professionals,  and 
representatives  of  other  local  interested  organizations. 

5.  Coordination  of  resources :  Close  relationshins  with  other  health 
and  poverty  programs  are  to  be  maintained ;  medicaid  and  medicare 
funds  are  utilized  to  develop  new,  quality  services;  other  funds  are 
also  used  to  provide  more  responsive  health  care  to  meet  the  critical 
needs  of  the  poor. 


FEDEEAL  ROLE  IN  HEALTH 


367 


Of  tlie  present  48  projects,  36  serve  urban  groups  through  a  neigh- 
borhood health  center,  a  new  kind  of  community  institution.  This 
mechanism  normally  involves  a  central  facility  where  most  services  are 
ofi'ered  and  where  the  entire  range  of  activities  is  coordinated.  A  va- 
riety of  models  is  being  tested  and  evaluated  in  rural  settings.  Each 
l^roject  is  designed  to  serve  persons  living  in  a  specific  geographic 
area ;  the  service  populations  average  about  20,000. 

When  fully  operational,  the  48  projects  will  serve  about  1  million 
persons.  Grantees  and  administering  agencies  include  hospitals,  medi- 
cal societies,  medical  schools,  group  practice  plans,  public  health  de- 
partments, new  community  corporations,  and  community  action  agen- 
cies. (Grants  are  ordinarily  issued  to  community  action  agencies,  with 
subsequent  delegation  to  a  health  care  provider.) 

Family  planning  has  been  a  significant  OEO  health  activity  since 
late  1964,  when  community  groups  first  began  electing  to  include  these 
services  as  part  of  their  locally  designed  community  action  program. 
In  the  1967  amendments  to  the  EOA,  family  planning  was  designated 
as  a  "special"  emphasis  program,  reflecting  growing  local  support  for 
family  planning  as  a  highly  effective  antipoverty  program.  OEO's 
program  is  based  on  the  premise  that  lack  of  opportunity  to  control 
family  size  and  to  space  children  strongly  contributes  to  keeping  fami- 
lies locked  in  poverty.  The  purpose  is  to  offer  poor  couples  the  chance 
to  exercise  choice  in  determing  family  size,  and  the  services  by  which 
this  choice  can  be  implemented. 

Through  the  end  of  fiscal  1968,  160  projects,  designed  to  serve  200,- 
000  women,  had  been  approved.  All  of  these  projects  are  either  directly 
administered,  or  supervised  by,  a  community  action  agency.  Operation 
through  this  structure  and  participation  by  all  concerned  elements 
of  the  community — including  clients  or  potential  clients — help  to  in- 
sure that  the  projects  are  responsive  to  the  poor  and  relevant  to  the 
needs  of  part  icular  communities. 

A  full  range  of  services  is  offered,  in  a  manner  consistent  with  the 
patients'  individual  needs  and  beliefs.  Included  are  outreach,  educa- 
tion, counseling,  medical  examination,  Papanicolaou  smears  and  other 
laboratory  tests,  contraceptive  supplies,  and  infertility  referral. 

While  basic  standards  apply  to  all  grantees,  program  administrators 
have  considerable  freedom  to  experiment  with  the  design  of  projects 
to  deliver  these  services.  In  some  communities,  a  hospital  provides  the 
services  while  in  others  a  free-standing  clinic  operated  by  a  planned 
parenthood  affiliate  has  operating  responsibility.  Local  health  depart- 
ments and  neighborhood  groups  with  professional  assistance  are  also 
operating  programs  in  some  places.  Program  design  may  include  just 
one  central  facility  in  the  target  area,  or  may  involve  mobile  units  or 
satellite  clinics.  Data  from  a  survey  of  all  existing  projects  is  now 
being  analyzed  to  ascertain  the  strengths  and  weaknesses  of  various 
approaches. 

In  addition  to  the  individual  family  planning  projects,  a  significant 
number  of  women  receive  services  through  comprehensive  health  serv- 
ices programs,  and  through  several  research  and  pilot  projects  admin- 
istered through  the  family  planning  headquarters  office.  These  latter 
efforts  focus  on  development  of  innovative  delivery  methods  and  spe- 
cial problem  areas. 
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Emergency  Food  and  Medical  Services  (EFMS)  began  in  fiscal 
1968  ^  on  the  basis  of  an  amendment  to  section  222  of  the  EOA,  recog- 
nizing the  substantial  needs  among  the  poor  that  were  not  being  ade- 
quately met.  Several  reports  had  produced  dramatic  evidence  that 
hunger  is  still  prevalent  and  serious  medical  problems  often  result. 
Hunger  makes  it  impossible  for  many  poor  persons  to  take  advantage 
of  opportunities  to  break  the  poverty  cycle. 

The  program  has  three  components,  all  operated  in  cooperation  with 
the  Department  of  Agriculture,  and  Health,  p]ducation,  and  Welfare. 
The  first  involves  fostering  more  extensive  participation  in  existing 
food  programs  (food  stamp,  commodity  distribution,  or  school  lunch) . 
Outreach  workers,  transportation,  and  related  services  assist  people 
to  participate.  Where  these  programs  are  not  operating,  or  where  per- 
sons identified  as  needy  are  meligible  under  local  guidelines,  arrange- 
ments are  made  to  provide  food  on  a  temporary  basis.  Medical  assist- 
ance is  also  offered  for  families  who  suffer  from  malnutrition-related 
illness.  Approximately  500,000  people  in  400  counties  were  served  in 
fiscal  1968.  Funds  allocated  to  the  second  component  in  fiscal  1968 
extended  coverage  of  USDA  food  programs  to  neAv  geographic  areas. 
About  $2.7  million  was  transferred  to  USDA  for  this  purpose. 

A  third  component  provides  special  programs  for  groups  not  other- 
wise reached  (e.g.,  Indians,  migrants,  and  the  aged),  and  demon- 
strates innovative  methods  to  deal  with  hunger  and  malnutrition  prob- 
lems. Included  are  analyses  of  the  diet  supplement  market  through 
contracts  with  private  industry,  and  training  of  community  workers  to 
more  effectively  help  families  to  qualify  for  food  programs  and  achieve 
a  better  diet. 

Research  and  pilot  projects  exploring  new  approaches  to  a  variety 
of  health-and-poverty  problems  have  been  conducted  since  the  estab- 
lishment of  OEO.  These  projects  are  supported  with  funds  for  CAP 
research  and  pilot  work,  authorized  under  section  232  of  the  EOA. 
Through  the  research  and  pilot  program,  iimovative  concepts  and 
methods  are  developed,  tested,  and  evaluated  in  a  small  number  of 
locations  to  determine  potential  for  application  on  a  wider  scale.  The 
comprehensive  health  program,  for  example,  grew  out  of  eight  initial 
health  center  pilot  grants  issued  in  1965  and  1966. 

One  of  the  most  innovative  research  and  pilot  efforts  is  a  model  fam- 
ily planning  project  in  New  Orleans.  This  3-year  project,  utilizing 
community  resources,  is  developing  a  method  of  reducing  undesired 
pregnancy,  infant  and  maternal  mortality,  prematurity  and  mental 
retardation  rates,  by  means  of  comprehensive  family  planning  services. 
About  14,000  Avomen  are  presently  being  treated  through  the  project, 
operated  by  the  Tulane  University  medical  school,  and  information 
is  being  collected  on  a  similar  but  untreated  group  of  women  to  fa- 
cilitate evaluation  of  program  results.  Other  research  and  pilot  proj- 
ects concern  better  methods  of  training  poor  persons  for  jobs  in  the 
health  field,  and  training  health  science  students  in  poverty  health 
problems. 

Because  of  fund  limitations,  there  is  currently  no  new  headquarters 
programing  in  narcotics  and  alcohol  rehabilitation,  but  OEO  is  con- 
tinuing to  administer  eight  narcotics  and  one  large  alcohol  project 
begun  in  fiscal  1967.  The  narcotics  projects,  providing  a  variety  of 
services  for  8,000  addicts,  were  begun  in  response  to  sections  211-2 


1  Some  activity  in  this  area  began  in  fiscal  1967,  but  EFMS  did  not  become  a  special  em- 
phasis program  until  the  1967  EOA  amendments  were  passed. 
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of  the  1966  amendments  to  the  EOA.  Community-based  approaches 
to  providing  rehabilitation,  education,  and  other  needed  services  are 
being  tested.  There  is  particular  emphasis  on  the  use  of  ex- addicts 
as  staff  members. 

The  principal  OEO  program  concerned  with  alcoholism  is  a  state- 
wide project  in  Iowa  supported  to  date  with  research  and  pilot  funds. 
This  program  involves  commimity  action  agencies  and  other  con- 
cerned groups  in  broad  community-based  services.  Other  alcoholism 
projects  are  being  developed  as  part  of  comprehensive  health  projects 
and  local  initiative  programing. 

Community  health  includes  locally  planned  health  activities,  de- 
signed in  line  with  the  needs  and  desires  of  particular  communities, 
utilizing  section  221  funds.  Included  are  projects  focused  on  health 
education,  environmental  health  services  and  medical,  dental,  and 
mental  health  care.  Typical  activities  comprise  limited  diagnostic 
services  and  treatment.  Funds  are  frequently  used  to  expand  and  link 
existing  Federal,  State,  and  local  health  programs  to  make  services 
more  accessible  to  the  poor. 

In  addition  to  the  programs  described  above,  which  are  designed 
specifically  to  improve  the  health  of  the  poor,  OEO  provides  health 
services  to  participants  in  several  other  poverty  programs.  As  part 
of  the  regular  Headstart  activities,  90  percent  of  enroUees  receive 
medical  and  dental  examinations  with  followup  treatment  where  in- 
dicated. Preventive  services  are  also  offered.  Follow  Through  en- 
roUees also  receive  health  and  nutritional  services.  As  in  the  case  of 
Headstart,  health  education  is  incorporated  to  help  parents  improve 
the  health  of  their  families.  Job  Corps  enrollees  receive  medical  exam- 
inations and  treatment  throughout  their  period  of  training.  VISTA 
volunteers  are  given  care  as  needed  while  they  are  serving. 

2.  'What  results^  hoih  direct  and  indirect^  liave  these  frograms 
achieved  loith  regard  to  im'promng^  in  both  the  public  and  private 
sectors^  the  organization^  financing^  and  delivery  of  health  care  in  the 
United  States? 

Comprehensive  health  services 

1.  National  and  community  attention  have  been  increasingly  focused 
on  the  serious  unmet  needs  of  the  poor. 

2.  The  feasibility  of  meeting  these  needs  through  high-quality  am- 
bulatory care  programs  in  poverty  neighborhoods  has  been  demon- 
strated. New  methods  of  organizing  these  services,  combining  preven- 
tive and  curative  services  for  all  family  members,  have  been  tested. 

3.  New  methods  of  providing  care  on  a  "team"  basis,  including 
neighborhood  residents  as  a  vital  element  of  the  system,  have  been 
explored. 

4.  New  careers  have  been  created  for  neighborhood  residents,  capi- 
talizing on  their  special  capabilities.  (Over  50  percent  of  the  jobs  in 
the  projects  are  filled  by  poor  persons.)  Through  training  and  subse- 
quent employment  in  these  new  positions,  poor  persons  gain  skills  by 
which  to  increase  their  income.  No  less  important  is  the  fact  that  the 
effectiveness  of  services  is  improved  and  the  time  of  health  profes- 
sionals may  be  saved  or  more  wisely  used,  thus  making  a  larger 
volume  of  services  available  in  the  community. 

5.  Neighborhood  residents  have  participated  in  policymaking,  there- 
by increasing  their  ability  to  plan  health  services,  to  work  effectively 
with  health  professionals,  and  to  help  insure  that  services  are  truly 
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responsive  to  the  needs  of  particular  communities.  Consumer  partici- 
pation has  been  fundamental  in  the  development  of  these  projects.  A 
most  important  innovation  is  the  organization  of  nonprofit  neighbor- 
hood health  corporations  combining  users  of  service,  health  profes- 
sionals, and  other  local  groups,  to  assume  increasing  responsibilities 
for  program  development.  About  15  corporations  have  been  estab- 
lished. 

6.  New  avenues  of  service  and  training  for  health  students  and  pro- 
fessionals have  been  developed,  with  significant  long-term  potential 
for  the  entire  country.  Current  students  work  part-time  and  receive 
training  in  some  of  the  CHS  projects,  and  experienced  professionals 
are  gaining  new  insight  into  the  challenges  and  rewards  of  community 
medicine  and  new  capabilities  in  meeting  the  health  needs  of  the  poor. 

7.  Health  care  providers  of  all  types — including  hospitals,  medical 
societies,  and  health  departments — have  been  stimulated  to  aid  the 
development  of  high  quality  comprehensive  programs  for  low-income 
groups.  Another  example  is  expansion  of  existing  group  practices,  as 
in  Portland,  Oreg.,  Bellaire,  Ohio,  and  King  City,  Calif.,  to  serve  poor 
people. 

8.  Numerous  influential  professional  organizations  have  expressed 
interest  in  the  type  of  care  OEO  grantees  have  been  demonstrating. 
National  conferences  have  been  held  by  the  American  Medical  Asso- 
ciation and  the  American  Hospital  Association  to  consider  the  health 
problems  of  the  poor.  At  the  1968  conferences  of  the  American  Pub- 
lic Health  Association,  a  resolution  was  passed  endorsing  the  CHS 
program.  The  American  Pharmaceutical  Association  devoted  the  Oc- 
tober 1968  issue  of  its  journal  to  OEO  and  the  challenge  of  the  neigh- 
borhood health  center  concept  to  the  practice  of  pharmacy.  In  addi- 
tion, the  Surgeon  General  of  the  Public  Health  Service  issued  a  state- 
ment in  September  1967  urging  that  priority  be  given  to  the  needs  of 
the  poor  in  developing  new  comprehensive  health  programs.  The  Na- 
tional Health  Forum  (held  in  mid-March)  also  focused  on  this  subject. 

9.  Opportunities  for  integrating  medicaid  and  medicare  funds  and 
categorical  health  projects  into  more  comprehensive  programs  have 
been  demonstrated.  The  Social  and  Rehabilitation  Service  of  HEW 
has  issued  instructions  to  State  and  local  agencies  directing  them  to 
participate  fully  in  implementing  both  the  comprehensive  health  and 
emergency  food  programs. 

Family  planning 

1.  The  advantages  of  involving  low-income  patients  in  planning  and 
operation  of  local  projects  to  serve  them  have  been  tested.  (Outreach 
services,  a  key  aspect  of  OEO  projects,  are  carried  out  primarily  by 
neighborhood  residents.) 

2.  Planned  parenthood/world  population  has  joined  resources  with 
OEO  projects.  (Planned  parenthood  affiliates  operate — as  delegate 
agencies — about  40  percent  of  the  local  projects  under  OEO  guide- 
lines.) 

3.  OEO  has  provided  new  leadership  to  the  Federal  thrust  in  family 
planning,  in  having  operated  the  first  specific  grant  program  in  this 
field. 

4.  Experience  in  the  OEO  program  has  demonstrated  that  family 
planning  services  are  desired  and  heavily  utilized  by  poor  women 
when  services  are  accessible,  voluntary,  and  provided  in  a  dignified 
manner. 
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5.  A  system  for  broad-scale  evaluation  of  local  family  plamiing 
services  has  been  established,  involving  both  private  and  public 
contributors. 

Emergency  food  and  medical  services 

1.  Opportunities  and  methods  of  extending  services  to  hard-core 
poor  groups  have  been  demonstrated- 

2.  Xeeds  for  strengthening  the  capabilities  of  local  welfare  and 
food  programs  to  deal  with  the  food  and  nutrition  problems  of  the 
poor  have  been  highlighted. 

3.  The  interests  of  private  and  voluntary  agencies  in  expanding 
activities  to  help  eradicate  hunger  and  malnutrition  have  been  re- 
inforced. 

4.  The  potentialities  of  new  foods  to  meet  the  needs  and  desires  of 
low-income  groups  in  the  United  States  have  been  encouraged. 

Headstart 

1.  The  American  Academy  of  Pediatrics  (AAP)  has  joined  with 
OEO  in  a  close  partnership  of  effort  to  raise  the  quality  of  services 
and  facilitate  broad  participation  in  followup.  (The  AAP  has  assumed 
a  miajor  responsibility  for  insuring  that  the  services  given  to  headstart 
children  effectively  meet  the  health  needs  of  these  children,  their 
parents,  and  their  communities.  AAP  consultant  physicians  evaluate 
and  help  to  plan  headstart  health  components,  supplementing  but  not 
replacing  the  medical  and  administrative  skills  available  in  each 
commmiity.) 

3.  HoiD  do  the  health  programs  of  your  department  contribute  to 
the  formulation  and  implementation  of  the  iiationcd  hecdth  policy? 

There  are  three  principal  means  by  which  OEO  health  programs 
contribute  to  national  health  policy :  ( 1 )  through  the  national  planning 
and  budget  processes;  (2)  through  negotiations  with  officials  of  other 
agencies  engaged  in  health  and  nutrition-related  programs;  and  (3) 
through  contacts  with  various  organizations  of  health  professionals 
and  community  groups. 

Throughout  the  planning  and  budget  processes,  the  health  needs 
and  priorities  of  poor  persons  are  reviewed  within  OEO,  with  staff 
of  the  Bureau  of  the  Budget  and  the  White  House,  and  congressional 
groups.  The  contribution  of  better  health  to  implementation  of  em- 
ployment and  education  programs  has  been  clarified.  The  cost  to 
individuals,  families,  and  the  Nation  of  excessive  illness  among  the 
poor  has  been  documented.  Opportunities  for  effective  community 
action  in  health  have  been  demonstrated.  Special  contributions  were 
made  during  recent  months  by  OEO  officials  who  chaired  a  Federal 
committee  on  health  in  Alaska  and  were  members  of  President 
Johnson's  Committee  on  Population  and  Family  Planning. 

OEO  staff  members  have  also  participated  in  various  interagency 
groups  devoted  to  formulating  policy  in  the  health  field.  For  instance, 
staff  of  the  Office  of  Health  Affairs  ^^contributed  actively  to  the  work 
of  the  Interagency  Task  Force  on  Emergency  Food  and  Medical 
Services  Programs.  Other  negotiations  have  facilitated  cooperation  be- 
tween HEW  and  OEO  health  programs  and  have  considered  ways 
Public  Health  Service,  Children's  Bureau,  and  Veterans'  Administra- 
tion health  acti^dties  could  better  serve  the  health  needs  of  the  poor. 
More  effective  use  of  medicaid  and  medicare  funds  in  low-income 
areas  has  also  received  attention. 
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Many  private  and  public  health  organizations  and  community 
groups  have  joined  in  implementing  OEO  health  programs.  OEO  of- 
ficials have  participated  actively  in  health  and  poverty  conferences 
held  by  such  groups  as  the  American  Medical  Association.  Officials 
of  these  organizations  have  also  advised  on  the  formulation  of  OEO 
health  policies.  Through  these  constructive  exchanges,  the  priority 
needs  of  the  poor  and  the  opportunities  for  effective  action  in  develop- 
ing new  methods  of  delivering  personal  health  services  have  been 
brought  to  the  attention  of  the  public  nationwide. 

4.  What  mechanisms  are  available  to  you  to  coordinate  and  consoli- 
date health  programs  within  your  Department  and  those  of  other 
departments  and  agencies? 

OEO  health  activities  are  coordinated  by  the  Office  of  Health  Affairs 
(OHA),  a  staff  office  to  the  Director.  The  Assistant  Director  for 
Health  Affairs  provides  leadership  and  professional  guidance  to  all 
OEO  health  programs;  he  is  also  the  focus  for  coordination  of  OEO 
efforts  with  other  Federal  health  programs  and  related  activities  of 
other  private  and  public  groups. 

To  insure  effective  coordination  and  better  use  of  scarce  professional 
personnel,  OHA  recruits  all  physicians  for  OEO  and  assigns  them 
to  CAP  programs.  Job  Corps,  or  VISTA.  OHA  also  conducts  periodic 
reviews  of  health  activities  and  arranges  orientation  and  training  for 
new  health  personnel.  The  OHA  Program  Planning  and  Evaluation 
Division  appraises  the  status  and  progress  of  all  OEO  health 
endeavors. 

OEO  health  funds  are  considered  the  "last  dollar  source"  to  sup- 
plement and  support  the  efforts  of  other  agencies,  filling  gaps  where 
services  are  lacking  while  stimulating  innovation  in  approach.  Thus, 
HEW  fimds  have  been  consolidated  in  comprehensive  health  projects; 
Department  of  Labor  funds  have  helped  to  train  neighborhood  work- 
ers for  new  jobs;  and  Federal  Housing  Administration  loan  insurance 
facilitates  construction  of  new  health  centers.  Similarly,  joint  under- 
takings have  been  initiated  with  the  Department  of  Housing  and  Ur- 
ban Development,  the  Economic  Development  Administration,  and 
the  Appalachian  Kegional  Commission. 

An  outstanding  example  of  coordination  is  the  joint  statement  on  co- 
ordinated funding  of  health  services,  approved  by  the  Director  of 
OEO  and  the  Secretary  of  HEW  in  May  1967;  this  agreement  covers 
medicaid  and  medicare  reimbursements,  project  grant  programs,  and 
formula  grant  programs  to  combat  specific  diseases  or  serve  specific 
groups.  A  number  of  neighborhood  health  centers  are  jointly  funded 
by  OEO,  the  Public  Health  Service  (PHS),  and  the  Children's 
Bureau.  To  assist  in  implementing  this  agreement,  grant  applications 
of  mutual  interest  are  routinely  exchanged  between  OEO  and  PHS 
staffs.  Personnel  of  the  two  agencies  also  participate  in  joint  site  visits 
and  other  evaluation  activities. 

Close  and  continuing  coordination  is  maintained  with  other  agencies 
on  the  family  planning,  emergency  food,  and  addiction  programs.  One 
of  the  most  useful  mechanisms  for  this  coordination  is  the  interagency 
committee,  such  as  the  Special  Study  Group  on  the  Provision  of 
Family  Planning  Services,  the  Interagency  Task  Force  on  Emergency 
Food  and  Medical  Services  Programs,  and  the  Interdepartmental 
Committee  on  Drug  Abuse,  Research,  and  Education.  OEO  officials 
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have  taken  an  active  role  in  the  deliberations  of  all  of  these  groups. 
These  interactions  focus  additional  attention  and  effort  on  unmet 
health  needs  among  the  poor,  and  stimulate  more  strenuous  efforts  to 
make  the  various  Federal  programs  more  responsive  to  these  problems. 

At  the  local  level,  the  primary  coordinating  mechanism  is  the  com- 
munity action  agency,  since  the  comprehensive  health,  family  plan- 
ning, and  emergency  food  programs  are  conducted  within  the  CAP 
framework. 

5.  How — and  how  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  hetter  service^  or  elimination  of 
redtape  resulting  from  interdepartment  or  intradepartment  program 
consolidations. 

Comprehensive  health  services 

As  discussed  previously,  one  of  the  key  CHS  objectives  is  to  coordi- 
nate all  available  health  services  activities  to  maximize  their  effective- 
ness in  specific  poverty  neighborhoods.  Joint  funding  arrangements 
have  been  made  with  PHS  or  the  Children's  Bureau  in  Denver,  Chi- 
cago, New  York,  Louisville,  and  Miami.  In  addition,  OEO  meth- 
odologies for  program  rej)orting  and  sur\'eying  community  needs  have 
been  used  by  other  agencies.  OEO  resources  for  planning  new  health 
center  facilities  have  also  been  widely  shared.  OEO  staff  and  con- 
sultants have  been  made  available  to  assist  in  the  development  of  other 
comprehensive  services  programs. 

Family  planning 

Kepresentatives  of  OEO  and  HEW  have  jointly  developed  a  uni- 
form reporting  system  for  the  family  planning  projects  of  both  agen- 
cies, as  well  as  projects  assisted  by  planned  i^arenthood.  This  system 
will  provide  an  integrated  network  of  data  collection  and  analysis  on 
family  planning  projects  across  the  Nation. 

HeaAst<Lrt 

The  Headstart  health  program  has  used  PHS  dental  consultants 
to  assist  local  projects.  (This  has  been  done  in  other  OEO  health  pro- 
grams, as  well.)  This  coordination  has  helped  relate  OEO  programs  to 
other  community  dental  services  and  has  enabled  OEO  to  capitalize  on 
PHS  regional  oflS.ce  capabilities. 


ATTACHMENT  2.— OEO  HEALTH-RELATED  OUTLAYS 
[In  thousands  of  dollars] 


Fiscal  year— 

1965 

1966 

1967 

1968 

1969  1 

Total   

  17,675 

42, 348 

70, 360 

103, 540 

134,546 

Comprehensive  health  services...  .   

20 

20 

10,164 

38, 109 

52,411 

Family  planning    

10 

800 

2,918 

5,952 

10,986 

Emergency  food  and  medical  services..  

0 

0 

2,  587 

10,273 

16,  500 

Research  and  pilot.   

330 

2,450 

1,800 

1,459 

1,644 

Narcotics  and  alcohol  rehabilitation  

0 

0 

30 

3,828 

4, 265 

Community  health    

800 

8,  500 

8, 200 

5, 268 

5,  500 

Headstart  health     . 

14,  535 

22, 801 

33,655 

26, 321 

29,410 

Followthrough  health             .  .   

0 

0 

0 

130 

801 

Job  Corps  health  

2, 000 

7,500 

10,  500 

11,200 

12,000 

VISTA  health  

0 

297 

536 

1,000 

1,029 

1  The  1969  figures  are  estimates. 

2  Initial  projects  were  begun  with  research  and  pilot  funds. 

3  Narcotics  grants  were  issued  in  June;  there  were  no  outlays  before  June  30. 

Note:  This  table  reflects  outlays,  not  to  be  confused  with  NOA. 
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THE  COMPREHENSIVE 
NEIGHBORHOOD  HEALTH 
SERVICES  PROGRAM 


GUIDELINES 


For  Projects  Submitted  for  Assistance  Under 
Section  222(a)(4)(A)  of  the  Economic  Opportunity  Act,  as  amended 
(formerly  Section  211-2) 

March  1968 


HEALTH  SERVICES  OFFICE 
COMMUNITY  ACTION  PROGRAM 
OFFICE  OF  ECONOMIC  OPPORTUNITY 
WASHINGTON,  D.C.  20506 


OEO  Guidance  #  6128-1 
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"To  be  poor  is  to  be  without  adequate  medical  care: 

—  One-half  of  all  women  who  have  their  babies  in  public  hospitals  have 
received  no  pre-natal  care  at  all. 

—  More  than  60  percent  of  poor  children  with  disabling  handicaps  are  not  re- 
ceiving any  medical  care. 

—  60  percent  of  all  poor  children  never  see  a  dentist. 

—  The  chance  of  a  child  dying  before  the  age  of  one  is  50  percent  higher 
for  the  poor, 

—  The  chance  of  dying  before  reaching  the  age  of  35  is  four  times  greater 
for  the  poor. 

The  poor  man,  making  two  thousand  dollars  a  year  or  less — in  many  cases 
because  of  previous  illness — will  lose  twice  as  many  working  days  from  illness  as  the 
man  who  makes  seven  thousand  dollars  or  more. 

In  Health  Centers,  located  where  the  poor  live,  medical  care  can  be  effectively 
provided  for  those  who  need  it  most." 

President  Lyndon  Johnson 
The  White  House 
March  14,  1967 
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"The  poor  cannot  hold  jobs  because  they  are  sicker  more  often  and  when  sick, 
are  sicker  longer  because  they  cannot  afford  medical  treatment.  Poor  people,  with 
no  access  to  family  physicians,  use  the  emergency  room  as  a  family  clinic.  The 
poor  simply  do  not  get  even  the  rudimentary  health  care  most  Americans  take  for 
granted." 

Edward  M.Kennedy 
Senator  from  Massachusetts 


"Sickness,  joblessness,  illiteracy,  delinquency,  family  disorganization,  and  the 
many  other  components  of  poverty  are  inextricably  interwoven.  A  program  directed 
against  any  one  of  these  factors  can  become  an  entering  wedge  against  all  the 
others.  In  these  terms,  health  services  provide  more  than  therapeutic  intervention 
in  the  more  encompassing  processes  of  deterioration  and  decay  which  underline 
poverty.  It  is  within  this  context  that  communities  are  invited  to  develop  compre- 
hensive neighborhood  health  services  for  funding  as  part  of  the  OEO's  Community 
Action  Program." 

R.  Sargent  Shriver,  Director 
Office  of  Economic  Opportunity 


"One  doesn't  hear  that  old  myth  so  much  anymore,  about  the  good  medical 
care  in  this  country  being  available  to  the  very  rich  and  the  very  poor.  It  has 
become  too  obvious  that  many  of  the  benefits  of  modern  medical  care  are  not 
reaching  the  poor.  With  the  possible  exception  of  highly  specialized  treatment  for 
complicated  and  serious  conditions,  the  poor  are  getting  poor  medical  care.  This 
Nation  has  never  really  committed  itself  to  a  course  of  action  that  would  make 
the  best  of  modem  medicine  equally  accessible  to  all — young  and  old,  black  and 
white,  rich  and  poor.  .  .  ." 

Theodore  M.  Berry,  Director 
Community  Action  Program 
Office  of  Economic  Opportunity 


"By  and  large,  those  who  are  among  the  dispossessed  economically  and 
socially  are  the  groups  among  whom  preventable  disease  and  disability  and  pre- 
mature death  are  most  likely  to  be  found." 

"What  is  most  shocking  is  that  the  gaps  are  in  the  areas  where  our  knowledge 
is  greatest,  and  that  some  of  the  gaps  between  potential  and  actual  achievement 
are  growing  rather  than  lessening." 

Julius  B.  Richmond,  M.D. 
Assistant  Director  for  Health  Affairs 
Office  of  Economic  Opportunity 
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I.  INTRODUCTION 


Sickness  and  poverty  reinforce  each  other.  The 
poor  usually  live  in  conditions  which  undermine 
physical  and  mental  health — malnutrition,  crowded 
and  unclean  housing,  inadequate  heating  and  sanitary 
facilities,  substandard  working  conditions,  poor  pro- 
visions for  persona]  hygiene.  Illness  generated  or 
exacerbated  by  these  conditions  prevents  or  handi- 
caps many  of  the  poor  from  making  use  of  the  edu- 
cation, training,  and  employment  opportunities  which 
could  lift  them  out  of  poverty.  These  hmitations 
are  compounded  for  the  children  of  the  poor. 

The  Senate  Committee  on  Labor  and  Public  Wel- 
fare declared  in  its  report  on  the  Economic  Oppor- 
tunity Amendments  of  1966,  "Different  rates  of 
disease,  disability,  and  premature  death  between  the 
poor  and  the  rest  of  the  population  are  the  result, 
at  least  in  part,  of  the  inadequate  health  services  re- 
ceived by  the  poor." 

There  is  little  hope  that  this  self-perpetuating  cycle 
can  be  broken  without  new  and  improved  approaches 
to  providing  health  services  to  the  poor.  Better 
methods  of  overcoming  obstacles  to  needed  care  are 
needed  so  that  services  are  accessible,  personal  and 
continuous.  Only  through  such  actions  will  it  be  pos- 
sible to  achieve  the  national  goal  that  all  Americans, 


regardless  of  income,  will  have — in  the  words  of 
Dr.  Alonzo  Yerby — ".  .  .  equal  access  to  health 
services  as  good  as  we  can  make  them,  and  that  the 
poor  will  no  longer  be  forced  to  barter  their  dignity 
for  their  health." 

Health  services  programs  also  provide  a  key  op- 
portunity for  effective  community  action.  Through 
active  participation  in  the  development  of  these  proj- 
ects— such  as  membership  on  the  Neighborhood 
Health  Councils  and  employment  in  new  jobs  and 
careers — residents  of  poverty  neighborhoods  help 
achieve  improvements  in  their  health  status  and  living 
conditions. 

It  is  toward  these  goals  that  the  Office  of  Economic 
Opportunity  has  supported  the  development  of  Neigh- 
borhood Health  Centers  and  other  Comprehensive 
Health  Services  Programs.  The  initial  projects  were 
aided  as  part  of  the  demonstration  programs  of  the 
Community  Action  Program  in  1965  and  early 
1966.  The  1966  Amendments  to  the  Economic  Op- 
portunity Act  provided  for  an  expansion  and  broad- 
ening of  this  program  under  Section  211-2.  The  1967 
Amendments  continued  this  program  under  Section 
222(a)(4)(A),  with  minor  modifications.  (See 
Appendix  A.) 
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II.  NATURE  OF  SUPPORT 


The  Office  of  Economic  Opportunity  is  authorized 
to  provide  assistance  in  developing  and  carrying  out 
comprehensive  health  services  projects  focused  upon 
the  needs  of  areas  having  high  concentrations  or  pro- 
portions of  poverty  and  inadequate  health  services. 

To  be  eligible  for  assistance,  a  comprehensive 
health  services  project  must: 

1.  ".  .  .  make  possible,  with  maximum  feasible 
use  of  existing  agencies  and  resources,  the 
provision  of  comprehensive  health  services,  such 
as  preventive,  diagnostic,  treatment,  rehabili- 
tation, family  planning,  narcotic  addiction  and 
alcoholism  prevention  and  rehabilitation,  mental 
health,  dental  and  follow-up  services"; 

2.  ".  .  .  assure  that  these  services  are  made 
readily  accessible  to  low-income  residents  of 
such  areas,  are  furnished  in  a  manner  most 
responsive  to  their  needs  and  with  their  partici- 
pation, and  wherever  possible  are  combined 
with,  or  included  within,  arrangements  for  pro- 
viding employment,  education,  social,  or  other 
assistance  needed  by  the  families  and  individuals 
served." 

The  following  costs  of  comprehensive  health 
projects  are  eligible  for  support  from  OEO  funds — 
except  that,  to  the  extent  consistent  with  the  other 
purposes  of  Section  222(a)(4),  OEO  will  not  sup- 
port the  provision  of  services,  facilities,  or  equipment 
for  which  support  is  available  from  other  sources. 
OEO  funds  are  a  "last  dollar"  resource  to  help  fill 
gaps  in  existing  services.  [Such  other  sources  include 
State  and  local  welfare  medical  care  payments. 
Health  Insurance  for  the  Aged  and  other  health 
care  insurance.  Federal  project  grants  for  health 


services,  and  other  health  programs  serving  the  neigh- 
borhood population.  (See  Page  6,  Item  G.)] 

1 .  The  provision  of  comprehensive  health  services, 
including  treatment,  preventive,  screening  and 
diagnostic  services,  arrangements  for  institu- 
tional care  (the  cost  of  institutional  care  cannot 
be  supported  with  OEO  funds  except  in  highly 
unusual  circumstances),  home  care,  casefinding 
and  other  outreach  services,  rehabilitation,  den- 
tal care,  family  planning  services,  mental  health 
services,  personal  and  community  health  edu- 
cation, medical  social  services,  services  aimed  at 
the  prevention  of  alcoholism  and  narcotic  addic- 
tion, and  the  rehabilitation  of  addicts  and  al- 
coholics and  other  health-related  services. 

2.  Necessary  equipment  and  supplies,  including 
drugs  and  appliances. 

3.  Rental  or  other  equivalent,  acquisition,  renova- 
tion, or  other  arrangements  necessary  to  make 
available  appropriate  physical  facilities.  (See 
Appendix  B) 

4.  Transportation  to  help  eligible  individuals  to 
travel  to  the  sources  of  service  and,  to  the  extent 
necessary  and  appropriate  (especially  in  rural 
areas),  to  help  move  staff  and  equipment  to 
those  in  need  of  care. 

5.  Training  of  personnel,  including  nonprofession- 
als, in  new  health  roles  and  responsibilities. 

6.  Participation  of  neighborhood  residents  in  policy 
making  and  other  aspects  of  project  operations. 

7.  Planning  and  preparatory  activities. 

8.  Reporting  and  evaluating  project  operations. 

9.  Work  with  other  agencies  to  improve  environ- 
mental conditions  in  the  neighborhood. 
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III.  WHO  MAY  APPLY 


Any  public  or  private  nonprofit  agency  is  eligible 
to  receive  financial  assistance  for  developing  and 
carrying  out  a  comprehensive  health  services  project. 
These  projects,  wherever  feasible,  shall  be  included  in 
community  action  programs  so  as  to  avoid  duplica- 
tion, promote  efficiency,  better  assist  persons  and 
families  having  a  variety  of  needs  and  otherwise 
achieve  the  greatest  possible  impact.  A  political  jur- 
isdiction recognized  by  OEO  as  a  community  action 
agency  is  an  eligible  applicant. 

Agencies  assuming  responsibility  for  development 
and  administration  of  a  project  undertake  a  commit- 
ment to  carry  out  a  major  anti-poverty  health  effort 
for  a  substantial  period  of  time.  Investments  in  man- 
power and  in  facilities  for  these  projects  are  con- 
siderable. Continuity  of  effort  and  services  must  be 
maintained  in  order  to  achieve  the  anticipated  return 
and  benefits. 

A.  Relationships  to  Community  Action  Agencies 

Except  in  unusual  circumstances,  in  any  commu- 
nity which  has  a  recognized  community  action  agency 
(CAA),  the  local  CAA  should  serve  as  the  grantee 
and  the  health  care  institution  should  administer  the 
project  as  the  delegate  agency.  An  agency  which 
proposes  to  operate  a  comprehensive  health  services 
project  should  submit  the  proposed  project  plan  to 
the  local  CAA  for  application  to  OEO. 

If  a  potential  operating  agency  seeks  direct  funding 
from  OEO,  it  should  submit  with  its  application  the 
following  material: 

1.  A  description  of  the  efforts  made  to  submit  the 
program  through  the  local  CAA. 

2.  A  description  of  the  response  to  such  efforts  by 
the  local  CAA. 

3.  An  explanation  of  why  the  applicant  believes 
it  is  necessary  to  secure  direct  funding  from 
OEO. 


4.  A  description  of  procedures  for  coordination 
and  program  linkages  with  the  CAA. 

Whenever  OEO  receives  an  application  for  direct 
funding  of  an  operating  agency  rather  than  funding 
through  the  local  CAA,  it  will  contact  the  local  CAA 
for  a  statement  of  its  position  on  the  application. 
OEO  will  determine  how  to  fund  the  project,  if 
approved,  on  the  basis  of  the  information  received 
from  the  applicant,  the  CAA,  and  other  interested 
parties.  This  procedure  also  applies  to  refunding 
applications. 

When  the  grant  is  made  to  a  CAA,  an  agreement 
is  required  between  the  CAA  and  the  health  care 
institution  which  is  to  be  the  operating  and  delegate 
agency.  The  provisions  of  the  OEO  Standard  Con- 
tract Form  for  the  conduct  and  administration  of 
Community  Action  Program  components  indicate  the 
general  requirements  for  such  an  agreement. 

B.  Where  to  Apply 

Application  forms  and  related  materials  are  availa- 
ble from: 

Director,  Health  Services  Office 
Community  Action  Program 
Office  of  Economic  Opportunity 
11 11-1 8th  Street,  NW 
Washington,  D.C.  20506 
Completed  application  forms  should  be  submitted 
to  the  CAP  Health  Services  Office.  Twenty  copies 
should  be  forwarded. 

The  CAP  Health  Service  Office  will  forward  copies 
of  the  applications  for  review  and  comment  to  the 
local  medical  associations,  local  health  agencies,  the 
State  Technical  Assistance  Agency,  the  OEO  Region- 
al Office,  and  the  Department  of  Health,  Education, 
and  Welfare. 
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IV.  REQUIREMENTS  FOR  OBTAINING  SUPPORT 


A.  Focus  on  the  Needs  of  the  Poor 

To  be  eligible  for  OEO  support,  a  comprehensive 
health  services  project  must  be  focused  on  the  needs 
of  the  persons  residing  in  urban  and  rural  areas 
having  high  concentrations  or  proportions  of  poverty 
with  a  marked  inadequacy  of  health  services. 

Among  the  factors  that  will  determine  whether  a 
community  or  a  neighborhood  qualifies  for  support 
are  the  following: 

1 .  Extent  of  persistent  unemployment  and  under- 
employment. 

2.  Number  and  proportion  of  persons  receiving 
cash  or  other  assistance  on  a  need  basis  from 
public  or  private  agencies. 

3.  Number  of  transient  low-income  families. 

4.  Housing  conditions. 

5.  Incidence  of  disease,  disability,  and  infant 
mortality. 

6.  Incidence  of  crime  and  juvenile  delinquency. 

7.  Adequacy  and  accessibility  of  existing  health 
resources  and  services. 

B.  Involvement  oj  the  Poor 

The  Economic  Opportunity  Act  commits  the  Na- 
tion and  the  Office  of  Economic  Opportunity  to  a 
purpose  and  a  plan  that  requires  more  than  help  for 
the  poor.  The  impoverished  people  themselves  must 
be  deeply  and  effectively  involved  in  the  formula- 
tion and  operation  of  programs  to  alleviate  poverty. 
The  poor  not  only  need  help  but  must  help  them- 
selves. Programs  for  health  services,  like  all  com- 


ponents of  community  action  programs,  must  be 
developed,  conducted,  and  administered  with  the 
full  and  active  participation  of  the  persons  served,  to 
the  end  that  the  program  becomes  truly  responsive 
to  the  needs  and  wishes  of  those  it  is  designed  to 
serve.  (See  Page  6,  Item  F) 

C.  Maintenance  of  Effort 

Prior  effort,  as  measured  by  the  level  of  non-OEO 
expenditures  for  similar  services  in  the  community 
during  the  twelve-month  period  prior  to  application, 
must  be  maintained. 

D.  Non-Discrimination  and  Civil  Rights  Assurances 

Each  applicant  and  delegate  agency  must  sign  a 
legally  enforceable  assurance  that  its  entire  program 
will  be  conducted  in  accordance  with  the  Civil  Rights 
Act  of  1964  (P.L.  88-352)  and  the  Civil  Rights 
Regulations  of  the  Office  of  Economic  Opportunity 
(45  C.F.R.,  Part  1010).  These  provisions  require 
that  no  person  in  the  United  States  shall,  on  grounds 
of  race,  color,  or  national  origin,  be  excluded  from 
participation  in,  be  denied  the  benefits  of,  or  be 
otherwise  subjected  to  discrimination  under,  any 
program  or  activity  receiving  Federal  financial  as- 
sistance. This  prohibition  against  discrimination  will 
apply  to  any  physical  facility  made  available  through 
project  funds,  and  includes  any  form  of  segregated 
medical  service  and  such  practices  as  the  imposition 
of  racial  tests  for  employment  or  for  the  receipt  of 
program  benefits. 
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V.  CENTRAL  ELEMENTS  OF  A  COMPREHENSIVE 
HEALTH  SERVICES  PROJECT 


Projects  submitted  for  financial  assistance  should 
be  designed  to  encompass  the  following  elements: 

A.  Broad  Scope  of  Service 

The  project  must  provide  comprehensive  out- 
patient health  and  health-related  services  to  all  eli- 
gible individuals  and  all  members  of  a  family  at  a 
single  conveniently  located  setting.  In  addition, 
arrangements  for  other  needed  care  will  be  made  by 
the  project  staff.  (Not  all  of  these  services  will  nec- 
essarily be  funded  by  the  OEO  grant.  See  Page  6, 
Item  G.) 

Services  provided  by  the  program  should  include 
preventive  health  services  (physical  checkups, 
screening,  immunization  and  health  education), 
diagnostic  services,  treatment  (by  practitioners  of 
general  medicine  and  specialists),  family  planning, 
comprehensive  in-home  care  of  the  chronically  ill 
and  other  home  health  services,  rehabilitation  serv- 
ices, dental  care,  mental  health  services,  and,  as 
appropriate,  programs  directed  at  the  problems  of 
alcoholism  and  narcotic  addiction,  including  pre- 
vention and  rehabilitation  services. 

Comprehensive  Family  Planning  Services  must  be 
provided  as  an  integral  part  of  Comprehensive  Health 
Services  Projects.  They  should  be  available  without 
contingency  to  all  patients  on  a  voluntary  basis. 
Education,  counseling,  and  referral  services  should  be 
included  as  well  as  appropriate  examinations  and 
laboratory  procedures,  under  competent  medical 
supervision  and  in  conformity  with  highest  medical 
standards.  Instructions  and  supplies  pertinent  to  all 
modalities  of  family  planning  should  be  available 
and  provided  in  accordance  with  the  individual  pref- 
erences, conscience  and  needs  of  each  patient. 

The  concern  of  the  project  staff  for  the  health  of 
the  neighborhood  population  should  start  with  case- 
finding  and  other  outreach  services,  extend  to  follow- 
up  on  all  persons  cared  for  in  the  program,  and 
include  work  with  the  community  to  promote  needed 
changes  in  knowledge,  understanding  and  in  the 
environment  in  which  the  people  of  the  neighbor- 
hood live. 

Specialized  services  that  cannot  be  provided  direct- 
ly, such  as  in-patient  hospital  care  and  highly  spe- 


cialized diagnostic  procedures,  must  be  definitely 
arranged  for  elsewhere  by  the  staff.  Where  services 
are  provided  through  a  Neighborhood  Health  Center, 
the  Center  must  provide  a  direct  link  to  a  hospital 
for  diagnostic  or  therapeutic  needs  which  cannot  be 
met  by  the  laboratory  and  X-ray  facilities  and  the 
personnel  of  the  Center.  In-patient  care  must  also  be 
arranged,  with  the  patient's  Health  Center  physician 
maintaining  continuity  of  care.  Arrangements  be- 
tween the  hospital  and  the  Center  must  assure  high 
quality,  continuous,  personalized  care  for  the  hospi- 
talized patient,  consistent  with  the  hospital's  best 
practices  (which  may  in  the  past  have  been  applied 
only  to  "private"  patients). 

Necessary  supportive  services,  such  as  social  serv- 
ices, should  also  be  part  of  the  comprehensive  pro- 
gram. In  some  instances,  appropriate  high-quality 
services  may  be  available  through  other  agencies,  in- 
cluding the  local  welfare  department.  Where  arrange- 
ments can  be  made  to  incorporate  these  in  the  com- 
prehensive program  while  maintaining  continuity, 
simplicity,  and  acceptability  in  the  provision  of  serv- 
ice from  the  family's  point-of-view,  such  other  serv- 
ices should  be  utilized.  In  addition,  such  related 
service  as  day  care  for  children  or  homemaker 
services  may  also  be  part  of  the  program,  where 
appropriate. 

B.  Acceptability  and  Accessibility 

The  project  must  contain  provisions  to  assure  that 
services  will  be  provided  in  such  ways  and  in  such 
circumstances  as  to  be  both  accessible  and  accepta- 
ble to  the  people  to  be  served.  The  project  must 
include  mechanisms  which  will  eliminate  the  prob- 
lems that  have  plagued  other  health  service  institu- 
tions for  the  poor,  including  unpleasant  physical 
surroundings,  crowding,  long  waits,  and  depersonali- 
zation. The  project  must  be  able  to  deal  effectively 
with  barriers  to  medical  care  usually  encountered  by 
the  poor,  including  problems  of  costs,  distance, 
transportation,  language,  hours  during  which  services 
are  available,  and  cumbersome  intake  and  eligibility 
procedures. 
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C.  Quality  of  Care 

The  project  must  contain  provisions  to  assure  that 
all  health  services  provided  under  its  auspices  meet 
high  standards  of  quality,  are  under  competent  pro- 
fessional supervision,  and  include  continuing  and 
effective  quality  controls. 

D.  Size  of  Population  to  be  Served 

To  preserve  both  a  personal  atmosphere  and  effi- 
cient operation,  the  project  should  serve  an  eligible 
population  of  between  10,000  and  30,000  persons. 

E.  Auspices 

The  project  may  be  developed  and  administered 
under  one  of  a  number  of  different  auspices.  Its 
professional  aspects  must  be  staffed  and  operated  by 
professional  persons  and/or  institutions  with  the 
operational  competence  and  the  standing  to  do  so 
successfully,  maintaining  high-quality  standards. 
Among  the  potential  operating  agencies  are  medical 
schools,  teaching  and  community  hospitals,  medical 
societies,  group  practices,  and  public  health  depart- 
ments. Groups  without  the  requisite  professional 
competence  must  make  necessary  arrangements  with 
a  qualified  health  organization. 

Neighborhood  residents  must  share  with  the 
operating  organization  the  responsibility  for  policy- 
making in  such  a  way  as  to  maximize  the  program's 
responsiveness  to  the  needs  and  wishes  of  those  who 
are  being  served. 

F.  Community  Involvement 

The  establishment  and  operation  of  a  Comprehen- 
sive Health  Services  Program  must  involve  from  the 
beginning  of  planning  and  throughout  the  conduct 
of  the  project,  all  appropriate  elements  of  the  com- 
munity that  share  the  program's  objectives  and  in- 
terests. 

1.  Arrangements  must  be  made  so  that  the  neigh- 
borhood residents  served  by  the  project  have  a 
substantial  voice  in  policymaking.  This  can  be 
accomplished  by  one  or  both  of  the  following 
actions: 

a.  The  governing  board  of  the  administering 
agency  is  structured  so  that  at  least  one-third 
of  its  members  are  persons  eligible  to  re- 
ceive services  from  the  project  and  at  least 
one-half  of  its  members  are  either  persons 
eligible  to  receive  services  or  are  representa- 
tives of  community  groups,  such  as  social 
service  organizations  and  labor  or  business 
organizations. 

b.  A  Neighborhood  Health  Council,  which  acts 
as  a  policy  advisory  board  to  the  administra- 


tive agency,  is  structured  so  that  at  least  one- 
half  of  its  members  are  persons  eligible  to 
receive  services  from  the  project.  Such  a 
council  may  be  either  an  existing  group  in- 
volved in  anti-poverty  efforts  or  a  group 
especially  organized  for  this  purpose. 

The  neighborhood  residents  selected  for 
the  governing  board  and  health  council  shall  be 
democratically  selected  and  their  terms  nor- 
mally shall  not  exceed  two  years. 

The  Neighborhood  Health  Council  shall 
participate  in  such  activities  as  the  development 
and  review  of  applications  for  OEO  assistance, 
the  establishment  of  program  priorities,  the 
selection  of  the  project  director,  the  location  and 
hours  of  the  Center's  services,  the  development 
of  employment  policies  and  selection  criteria  for 
stafT  personnel,  the  establishment  of  eligibility 
criteria  and  fee  schedule,  the  selection  of  neigh- 
borhood residents  as  trainees,  the  evaluation  of 
suggestions  and  complaints  from  neighborhood 
residents,  the  development  of  methods  for  in- 
creasing neighborhood  participation,  the  recruit- 
ment of  volunteers,  the  strengthening  of  rela- 
tionships with  other  community  groups,  and 
the  other  matters  relating  to  project  implementa- 
tion and  improvement. 

2.  Local  medical,  dental,  pharmaceutical  and  other 
professional  associations  must  be  consulted  at 
an  early  stage  of  the  planning  and  on  a  con- 
tinuing basis.  Every  effort  must  be  made  to 
establish  close  working  relationships  with  pro- 
fessional health  personnel  who  are  or  will  be 
serving  the  neighborhood.  A  professional  ad- 
visory group  may  be  established  both  to  achieve 
this  participation  and  to  review  the  quality  of 
care  provided. 

3.  State  and  local  health  agencies  now  providing 
or  supporting  the  provision  of  health  services 
in  the  neighborhood  must  be  contacted  early, 
involved  to  the  fullest  extent  possible,  and  kept 
informed  as  plans  and  programs  develop.  An 
agreement  with  the  local  health  department 
serving  the  neighborhood,  indicating  areas  of 
cooperation  and  responsibilities,  is  desirable. 
(See  Item  G  Below) 

4.  Every  effort  should  be  made  to  assure  close 
cooperation  between  the  comprehensive  health 
services  project  and  State,  regional  and  local 
health  and  mental  health  planning  agencies. 

G.  Coordination  of  Health  Funds  and  Services 

OEO  cannot  fund  services  for  which  support  is 
already  available.  OEO  funds  are  a  "last  dollar" 
resource  to  help  fill  gaps  in  existing  services. 
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The  comprehensive  health  services  project  should 
be  integrated  or  coordinated  with  all  existing  publicly 
supported  health  services  in  the  area.  This  includes 
Children's  Bureau  Maternal  and  Infant  Care  projects 
and  Children  and  Youth  health  projects;  Public 
Health  Service  health  services  projects;  Regional 
Medical  Programs;  mental  health  services;  vocational 
rehabilitation  services,  etc.  The  comprehensive  health 
services  project  shall  negotiate  with  each  of  these  re- 
sources to  have  their  services  delivered  to  the  neigh- 
borhood's families  through  the  comprehensive  pro- 
gram— or,  in  the  case  of  highly  specialized  services, 
in  close  coordination  with  the  neighborhood  program. 

In  addition,  the  comprehensive  health  services 
project  should  work  out  with  appropriate  local  and 
State  agencies  arrangements  whereby  all  Federal, 
State  and  local  programs  (including  particularly 
welfare  medical  care  payments  for  persons  on  public 
assistance  and  for  other  needy  persons)  which  now 
provide  funds  for  health  services  are  integrated  within 
the  comprehensive  health  program.  (See  the  Joint 
Statement  of  the  Department  of  Health,  Education, 
and  Welfare  and  the  Office  of  Economic  Opportu- 
nity concerning  "Coordinated  Funding  of  Health 
Services.") 

Under  the  terms  of  Section  222(a)(4)(A),  agen- 
cies now  providing  services  to  the  target  neighbor- 
hood can  be  furnished  assistance  in  order  to  permit 
them  to  plan  for  participation  in  a  neighborhood 
health  services  project  and  for  the  necessary  con- 
tinuation of  such  services. 

Wherever  another  third  party  (such  as  private  in- 
surance or  workmen's  compensation)  is  responsible 
for  payment  for  services  rendered  to  any  individual, 
the  comprehensive  health  services  project  must  ob- 
tain reimbursement  of  such  funds. 

Comprehensive  health  services  projects  will  usually 
be  eligible  for  reimbursement  under  the  following 
programs : 

1 .  As  a  vendor  of  covered  services  under  the  State 
welfare  medical  care  program,  in  particular,  to 
those  eligible  for  benefits  under  Title  XIX 
(Medicaid)  of  the  Social  Security  Amendments 
of  1965. 

2.  As  a  provider  of  home  health  services  and  in 
those  instances  where  the  operating  agency  is  a 
hospital,  as  a  provider  of  outpatient  diagnostic 
services  to  those  eligible  for  benefits  under  Title 
XVIII,  Part  A  (Medicare)  of  the  Social  Security 
Amendments  of  1965. 

3.  As  a  provider  of  physicians'  and  other  out- 
patient medical  services  and  supplies  to  those 
eligible  for  benefits  under  Title  XVIII,  Part  B 
(Supplemental  Health  Insurance  Benefits)  of 
the  Social  Security  Amendments  of  1965. 

Where  approval  or  certification  for  such  reim- 


bursement applies,  the  project  must  meet  the  condi- 
tions for  such  approval  or  certification  as  soon  as 
possible;  discussions  with  the  appropriate  local  and 
State  officials  should  be  initiated  early  in  the  planning 
of  the  program. 

H.  Eligibility  Criteria 

No  eligibility  determination  should  be  made  at  the 
time  of  need  or  request  for  service  beyond  verifying 
that  the  patient  resides  in  the  area  being  served  by 
the  Center.  Emergency  care  should  be  provided  with- 
out delay.  Eligibility  criteria  musj  be  established  and 
eligibility  determinations  made  in  ways  which  are 
consistent  with  the  objective  of  eliminating  financial, 
administrative,  and  other  barriers  to  needed  health 
services. 

The  Center  should  determine  as  soon  as  possible 
after  the  initial  service  (1)  whether  the  individual 
meets  the  program's  criteria  for  free  care  (which 
must  be  established  in  accordance  with  OEO  stand- 
ards set  forth  in  Appendix  C)  and  (2)  what  other 
agencies  may  be  responsible  for  paying  for  services  to 
the  patient.  (Persons  who  apparently  meet  the  criteria 
for  assistance  under  the  State  Title  XIX  program 
or  for  categorical  public  assistance  and  are  not  so 
certified  should  be  helped  to  establish  eligibility  for 
such  assistance.) 

I.  Personal  Relationships 

There  should  be  a  specific  and  conscious  emphasis 
on  a  continuous,  personalized  relationship  between 
the  responsible  health  personnel  and  the  persons 
served  by  the  project.  Every  effort  should  be  made 
to  enable  individuals  to  see  the  same  health  profes- 
sionals over  continuing  periods,  and  all  members  of 
a  family  should  be  seen  by  the  same  physician  or 
team  of  physicians  to  the  extent  that  the  physician's 
training  makes  this  feasible,  with  referral  to  special- 
ists as  necessary.  The  staff  should  attempt  to  see  the 
patient  in  his  family  setting  when  appropriate. 

Institutional  arrangements  should  encourage  staff 
to  take  the  initiative  in  making  themselves  under- 
stood, making  the  patient  feel  welcome,  and  making 
sure  that  all  encounters  are  warm,  respectful,  sym- 
pathetic, interested,  and  helpful.  While  the  program 
may  make  provision  for  participation  by  interns  and 
residents,  only  fully  trained  physicians  should  make 
up  the  basic  physician  staff. 

J.  New  Jobs  and  Roles  for  Neighborhood  Residents 
as  Health  Workers 

As  an  integral  part  of  the  work  plan,  neighborhood 
residents  must  be  trained  and  employed  as  staff 
members  of  the  project.  Maximum  employment  op- 
portunities,   including    opportunities    for  career 
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advancement,  shall  be  provided  to  members  of  the 
poverty  groups  being  served.  A  training  plan,  under 
competent,  full-time  direction,  shall  be  included  in 
the  application. 

New  ways  should  be  sought  to  develop,  train,  and 
utilize  a  health  team  that  is  innovative  in  both 
structure  and  function.  The  concept  of  supporting 
staff  should  go  beyond  the  traditional  roles  and  might 
include  physician  assistants,  family  health  workers, 
health  visitors,  community  health  aides  and  others 
who  contribute  a  firsthand  understanding  of  the 
neighborhood  and  its  people.  The  program  should 
demonstrate  new  roles  in  the  health-related  profes- 
sions and  test  realignments  of  the  orthodox  relation- 
ships between  primary  and  supporting  personnel. 
(See  the  "Guidelines  for  Manpower  Development  in 
Comprehensive  Health  Services  Programs.") 

K.  Rural  Programs 

in  rural  areas  where  the  lack  of  even  elemental 
health  services  and  personnel  may  require  simpler, 
less  comprehensive  services  to  be  established  first, 
such  limited  programs  will  be  considered  for  assist- 


ance. Special  technical  assistance  can  be  provided 
in  planning  the  content  and  development  of  these 
projects.  They  should  be  designed  so  they  may 
develop  to  provide  full  comprehensive  services  as 
resources  and  capabilities  expand. 

L.  Coordination  with  other  Anti-Poverty  Programs 

Arrangements  must  be  made  so  that  the  compre- 
hensive health  services  project  is  linked  with  related 
anti-poverty  efforts,  such  as  manpower  and  education 
programs,  neighborhood  service  centers,  Head  Start 
programs,  etc.  These  linkages  should  facilitate  em- 
ployment, education  and  other  steps  to  self-sufficiency 
of  residents  of  the  poverty  neighborhood. 

M.  Reporting  and  Evaluation 

Comprehensive  health  services  projects  will  be 
required  to  participate  in  certain  standardized  data 
gathering  to  make  possible  national  reporting  and 
evaluation  of  assisted  projects.  (Copies  of  the  re- 
quired fiscal  and  statistical  forms  are  available  upon 
request.)  In  addition,  OEO  support  for  special 
research  and  evaluation  activities  may  be  approved 
in  selected  cases. 
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APPENDIX  A 


SECTION  222(a)(4)(A)  OF  THE  ECONOMIC  OPPORTUNITY  ACT, 
AS  AMENDED 


"(4)  A  'Comprehensive  Health  Services'  program 
which  shall  include — 

"(A)  programs  to  aid  in  developing  and  carrying 
out  comprehensive  health  services  projects  focused 
upon  the  needs  of  urban  and  rural  areas  having 
high  concentrations  or  proportions  of  poverty  and 
marked  inadequacy  of  health  services  for  the  poor. 
These  projects  shall  be  designed — 
"(i)  to  make  possible,  with  maximum  feasible  use 
of  existing  agencies  and  resources,  the  pro- 
vision of  comprehensive  health  services,  such 
as  preventive  medical,  diagnostic,  treatment, 
rehabilitation,  family  planning,  narcotic  ad- 
diction and  alcoholism  prevention  and  reha- 
bilitation, mental  health,  dental,  and  follow- 
up  services,  together  with  necessary  related 
facilities  and  services,  except  in  rural  areas 
where  the  lack  of  even  elemental  health 
services  and  personnel  may  require  simpler, 
less  comprehensive  services  to  be  established 
first;  and 

"(ii)  to  assure  that  these  services  are  made  readily 
accessible  to  low-income  residents  of  such 
areas,  are  furnished  in  a  manner  most  re- 
sponsive to  their  needs  and  with  their  partici- 


pation and  wherever  possible  are  combined 
with,  or  included  within,  arrangements  for 
providing  employment,  education,  social,  or 
other  assistance  needed  by  the  families  and 
individuals  served:  Provided,  however.  That 
such  services  may  be  made  available  on  an 
emergency  basis  or  pending  a  determination 
of  eligibility  to  all  residents  of  such  areas. 

Funds  for  financial  assistance  under  this  paragraph 
shall  be  allotted  according  to  need,  and  the  capacity 
of  applicants  to  make  rapid  and  effective  use  of  that 
assistance,  and  may  be  used,  as  necessary,  to  pay 
the  full  costs  of  projects.  Before  approving  any  proj- 
ect, the  Director  shall  solicit  and  consider  the 
comments  and  recommendations  of  the  local  medical 
associations  in  the  area  and  shall  consult  with 
appropriate  Federal,  State  and  local  health  agencies 
and  take  such  steps  as  may  be  required  to  assure 
that  the  program  will  be  carried  on  under  competent 
professional  supervision  and  that  existing  agencies 
providing  related  services  are  furnished  all  assistance 
needed  to  permit  them  to  plan  for  participation  in  the 
program  and  for  the  necessary  continuation  of  those 
related  services;" 
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POLICY  GOVERNING  SUPPORT  OF  PHYSICAL  FACILITIES 


Whenever  the  application  requests  funds  for  the 
rental  or  equivalent  acquisition  and  renovation  or 
for  other  steps  necessary  to  make  available  and  im- 
prove an  appropriate  physical  facility  for  the  provi- 
sion of  comprehensive  health  services,  the  request 
will  be  evaluated  in  terms  of  the  following: 

a.  The  suitability  and  location  of  the  facility. 

b.  The  efforts  which  have  been  made  to  secure  and 
utilize  funds  available  from  other  resources  in- 
cluding the  Department  of  HUD,  the  Depart- 
ment of  HEW,  the  Economic  Development 
Administration,  public  and  private  welfare 
agencies  and  other  private  sources  as  well  as 
the  applicant  and  delegate  agencies'  ordinary 
sources  of  funds. 

c.  The  arrangemnts  which  have  been  made  for 
assuring  the  continued  availability  of  the  facility 
for  the  program  at  the  option  of  the  applicant 
and  delegate  agencies  and  the  OEO. 

d.  The  costs  of  rental  or  acquisition  including  the 
residual  value  of  any  improvements  to  be  made 
to  the  facility  as  compared  to  a  fair  rental  for 
the  term  of  the  use  of  the  facility  in  the  program 


and  the  costs  of  alternative  sites  in  the  com- 
munity. 

When  funds  are  approved  for  provision  of  physical 
facilities,  the  use  of  such  funds  must  conform  with 
the  OEO  Guidelines  with  respect  to  real  estate  ap- 
praisals, site  feasibility  studies,  architectural  design 
contracts,  construction  contracts,  etc.  (See  "Techni- 
cal Guidelines  for  Provision  of  Physical  Facilities  for 
Comprehensive  Neighborhood  Health  Service 
Programs.") 

Ordinarily  where  substantial  renovations  or  al- 
terations are  made  on  privately  owned  property,  a 
long-term  lease  or  a  lease  with  options  to  renew  must 
be  secured.  The  lease  or  options  must  be  held  subject 
to  the  power  of  the  Government  to  direct  the  exercise, 
assignment  or  transfer  of  these  rights. 

Where  expenditure  of  grant  funds  results  in  the 
ownership  of  a  facility  by  the  grantee  or  delegate 
agency,  the  owner  may  be  required  to  agree  to 
transfer  ownership  of  the  building  at  the  direction 
of  the  Government,  to  execute  trust  deeds  or  other 
instruments  designed  to  effectuate  the  purposes  of 
the  Federal  assistance,  and  to  protect  the  Govern- 
ment's residual  interest  in  the  grant  funds. 
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DETERMINATION  OF  ELIGIBILITY 


The  grant  application  must  set  forth  the  plan  and 
methods  to  be  used  to  determine  eligibility  for 
services  assisted  by  OEO  funds.  All  persons  receiving 
OEO-assisted  comprehensive  health  services  must 
meet  a  test  of  need  by  reason  of  circumstances  of 
poverty.  Only  persons  residing  in  the  designated  area 
may  receive  regular  care. 

The  determination  of  eligibility  must  be  made  in 
a  manner  that  maintains  the  dignity  of  the  individuals 
being  served.  No  such  determinations  are  to  be  made 
in  circumstances  when  the  need  for  medical  services 
is  acute.  Determinations  should  be  made  as  soon  as 
feasible,  thereafter. 

The  plan  must  set  income  criteria  to  be  followed 
in  determining  eligibility. 

One  of  the  following  criteria  are  to  be  applied  in 
determining  eligibility: 

a.  Poverty  Line  Index  of  the  Office  of  Economic 
Opportunity 

b.  Standards  of  the  State  Title  XIX  program 

c.  Standards  of  other  local  poverty  health  and 


welfare  programs  which  are  integrally  involved 
in  the  project's  operations. 

To  facilitate  operations,  the  criteria  should  be  con- 
sistent, whenever  possible,  with  standards  being  used 
in  closely  related  programs. 

Whenever  the  project  proposes  to  serve  individuals 
above  the  income  standard  for  free  care,  the  ap- 
plication must  set  forth  a  schedule  indicating  the 
amounts  to  be  billed  for  services  to  individuals  whose 
income  falls  above  the  income  criteria  set  by  the 
project  for  free  care.  The  schedule  should  indicate  at 
what  income  levels  the  full  costs  of  services  will  be 
billed  and  how  these  costs  will  be  determined.  Con- 
sideration should  be  given  to  various  methods  of 
handling  these  payments,  including  periodic  prepay- 
ment and  capitation  plans. 

Particular  care  must  be  taken  to  ensure  that  neigh- 
borhood residents  with  the  lowest  incomes  are  not 
deprived  of  care  at  the  Center  in  favor  of  paying 
patients.  Specific  approval  by  OEO  is  required  before 
such  policies  and  fee  schedules  are  implemented. 


OEO  POVERTY  GUIDELINES  FOR  FY  1968 


Family  Size 

Non-Farm 

Farm 

1 

$1,600 

$1,100 

2 

2,000 

1,400 

3 

2,500 

1,700 

4 

3,200 

2,200 

5 

3,800 

2,600 

6 

4,200 

3,000 

7 

4,700 

3,300 

8 

5,300 

3,700 

9 

5,800 

4,000 

10 

6,300 

4,400 

11 

6,800 

4,700 

12 

7,300 

5,100 

13 

7,800 

5,400 

13 
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Attachment  4 
Community  Action  for  Health:  Family  Planning 

PREFACE 

The  objective  of  a  community  action  program  is  to  mobilize  avail- 
able resources,  public  and  private,  for  a  coordinated  attack  on  poverty. 
Community  n^s  and  resources  differ  widely,  and  the  content  and 
strategy  of  community  action  will  vary  from  community  to  com- 
munity. 

The  purpose  of  this  pamphlet  is  to  assist  communities  in  analyzing 
their  needs,  assessing  the  resources  available  for  action,  and  develop- 
ing an  effective  community  action  program  to  attack  their  problems. 
The  problems  discussed  here  should  be  considered  in  the  context  of 
the  network  of  social  ills  in  the  community — inadequate  education, 
imemployment,  poor  health,  dilapidated  housing,  and  others.  Some  of 
these  related  problems  are  discussed  in  other  program  j^amphlets. 

Effective  community  action  requires  that  the  community  think  be- 
yond the  consequences  of  mounting  any  single  program  and  consider 
the  relationship  among  programs  and  the  cumulative  effects  of  individ- 
ual efforts.  In  many  communities  effective  community  action  requires 
not  only  new  programs,  but  the  redirection  and  coordination  of  some 
of  those  now  in  operation. 

The  concept  of  community  action  means  that  the  whole  community — 
not  just  the  low-income  sector — must  be  involved.  Public  officials,  pri- 
vate agencies,  industry  and  labor,  churches,  and  professional  groups 
must  participate.  At  the  same  time  that  community  action  programs 
have  grown  in  number  and  scope,  Federal  support  funds  increasingly 
have  been  earmarked  and  restricted  to  specific  purposes.  Accordingly, 
it  is  essential  for  local  communities  to  explore  all  possible  sources  of 
funding  for  needed  antipoverty  activities.  The  importance  of  full 
community  participation  and  broad  funding  is  emphasized  by  the 
Economic  Opportunity  Amendments  of  1966  which  specifically  require 
that  private  enterprise  resources  be  employed  as  fully  as  possible  in 
carrying  out  programs  under  the  Economic  Opportunity  Act. 

This  pamphlet  is  one  of  a  series  on  community  action  programs 
prepared  as  an  aid  to  the  many  people  involved  in  developing  and 
carrying  out  local  efforts  to  combat  poverty.  Although  the  pamphlets 
have  many  audiences,  they  are  intended  chiefly  for  local  community 
people  who  plan  and  develop  action  programs  and  for  staff  members 
of  the  OEO  community  action  program. 

The  program  activities  described  in  this  and  other  pamphlets  are 
based  on  ideas  and  efforts  that  have  proved  workable  and  effective  to 
date.  The  pamphlets  are  not  meant  to  cover  all  possible  local  situations 
or  to  answer  all  problems ;  they  will  be  updated  on  the  basis  of  further 
experience  in  community  action  around  the  country. 

introduction 

"We  have  a  growing  concern  to  foster  the  integrity  of  the  family, 
and  the  opportunity  for  each  child.  It  is  essential  that  all  families  have 
access  to  information  and  services  that  will  allow  freedom  to  choose 
the  number  and  spacing  of  their  children  within  the  dictates  of  indi- 
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vidual  conscience." — President  Lyndon  B.  JoJmson^  Message  on  Do- 
rmstic  Health  and  Education^  March  i,  1966. 

The  availability  of  family  planning  services  is  a  basic  element  of 
personal  health  services. 

The  poor  have  had  limited  access  to  most  health  services.  This  has 
been  especially  true  of  family  planning  services,  since  public  health 
departments  and  public  hospitals — ^the  main  providers  of  health  care 
for  the  poor — have  frequently  been  slow  to  make  such  services  avail- 
able. 

Studies  show  that  poor  parents  want  fewer  children  than  they  are 
having.  Family  planning  programs  enable  poor  persons  to  reduce 
their  dependency  and  to  achieve  mastery  over  an  important  area  of 
their  own  lives — important  objectives  of  all  the  programs  of  the  Of- 
fice of  Economic  Opportunity. 

The  planned  spacing  of  children  can  be  an  important  aid  in  main- 
tenance of  the  economic  well-being  as  well  as  the  health  of  families. 
Unwanted  children  can  hobble  a  low -income  family  trying  to  improve 
its  status.  These  children,  furthermore,  run  the  greatest  risk  of  form- 
ing a  succeeding  generation  of  poverty-stricken  adults.  A  community 
which  assures  everyone  an  opportunity  to  obtain  family  planning 
services  is  taking  a  major  step  toward  eliminating  a  significant  cause 
of  poverty. 

I.  ELIGIBLE  AGENCIES 

A  community  action  agency  may  operate  a  family  planning  pro- 
gram directly  or  it  may  delegate  the  operation  of  a  program,  through 
a  contractual  arrangement,  to  any  agency  with  sufficient  medical  and 
other  competence  to  insure  its  success.  Examples  include,  but  are  not 
limited  to,  the  following : 

Public  and  voluntary  hospitals ; 

Local  health  departments ; 

Medical  schools,  schools  of  public  health,  and  other  university 
units ; 

Planned  parenthood  associations ; 
Neighborhood  health  centers  ; 

Group  practice  prepayment  programs  and  union  health  cen- 
ters; 

Community  organizations,  such  as  settlement  houses,  churches, 
citizens'  groups,  neighborhood  service  centers.  (Such  organiza- 
tions must,  of  course,  obtain  suitable  medical  guidance.) 

The  Office  of  Economic  Opportunity  does  not  advocate  the  choos- 
ing of  one  type  of  delegate  agency  in  general  preference  to  another. 
This  choice  must  be  made  according  to  the  needs,  resources,  and  de- 
sires of  each  community. 

Sharing  by  more  than  one  agency  of  operating  responsibilities  for 
a  program  is  permissible  and  in  many  cases  will  be  desirable.  In  some 
communities,  for  instance,  program  services  will  be  provided  both  by 
the  health  department  and  the  public  hospital  or  hospitals.  Elsewhere 
a  planned  parenthood  group  may  offer  educational  outreach  services 
for  the  poor  community  and  training  services  for  program  staff,  in 
conjunction  with  the  medical  services  of  an  official  agency. 

In  addition  to  agencies  such  as  those  listed  above,  physicians  in  solo 
or  group  private  practice,  may  provide  medical  services  under  contract 
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with  the  community  action  agency  or  its  delegate  agency.  This  may  be 
the  primary  or  even  the  only  feasible  arrangement  for  providing 
medical  services  in  rural  areas.  Urban  programs  may  also  decide  to 
make  use  of  private  physicians'  services,  though  in  general  there  will 
be  a  greater  variety  of  mechanisms  available  in  the  cities  for  securing 
medical  services. 

Administrative  responsibility  for  a  family  planning  program 


rest  with  the  community  action  agency  or  a  delegate  agency. 

Whether  one  or  more  agencies  in  a  community  participate  in  pro- 
gram activities,  administrative  responsibility  should  be  vested  in  one 
agency. 

Any  public  or  private  nonprofit  agency  is  eligible  to  receive  grants 
or  contracts  for  the  development  and  implementation  of  family  plan- 
ning programs.  When  there  is  a  community  action  agency  in  the  com- 
munity, proposed  programs  should  be  submitted  to  that  Agency  for 
application  to  OEO. 


A.  Projects  which  improve,  supplement,  or  add  new  elements  to 
existing  arrangements  for  provision  of  family  planning  services  to 
poor  people : 

Where  publicly  supported  family  planning  services  are  available 
only  at  one  or  two  central  facilities  (hospitals  or  clinics)  distant  from 
where  poor  people  live,  satellite  facilities  could  be  established  at  more 
convenient  locations. 

Project  funds  might  be  used  to  improve  the  quality  and  the  scope 
of  already  existing  medical  services  by  making  it  possible  to  hire  addi- 
tional staff  to  provide  for  needed  nursing,  counseling,  or  homemaking 
services. 

Project  funds  might  also  be  used  to  broaden  eligibility  standards, 
helping  to  meet  the  cost  of  family  planning  services  for  persons  who 
are  indigent  but  ineligible  for  welfare  assistance  in  their  community. 

B.  Projects  which  make  new  arrangements  for  provision  of  family 
planning  services  to  poor  people : 

Many  communities  across  the  country  have  grossly  inadequate  ar- 
rangements, or  none  at  all,  for  making  these  services  available  to  the 
poor.  Project  funds  might  be  used  for  establishment  of  new  compre- 
hensive family  planning  programs. 

C.  Projects  designed  to  provide  information  about  family  planning 
to  poor  persons  and  to  facilitate  their  voluntary  utilization  of  family 
planning  services. 

These  projects  may  include  the  training  and  employment  of  non- 
professionals as  neighborhood  health  aides  and  family  planning 
workers  to  conduct  group  discussions,  make  contact  with  interested 
poor  persons  in  their  homes,  utilize  available  audiovisual  aids  and 
provide  educational  material  on  fertility  and  its  regulation. 

Information  and  "outreach"  projects  of  this  sort  can  be  an  im- 
portant adjunct  to  existing  programs  which  themselves  offer  only 
conventional  medical  and  medically  related  services.  Even  such  un- 
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complicated  measures  as  provision  of  transportation  or  babysitting 
help  can  promote  more  effective  utilization  of  existing  services  by 
the  poor. 

The  persons  served  by  such  projects  must  have  access  to  adequate 
family  plamiing  services.  OEO  will  not  support  an  infomiation  pro- 
gram in  a  community  where  ser^'ices  are  not  available  to  the  poor. 

m.  COXDITIOXS  GOVERXIXG  THE  USE  OF  OEO  GRAXT  FUXDS 

A.  General 

Grantees  must  comply  with  the  general  requirements  set  forth  in 
the  Community  Action  Program  Guide.  A'olumes  I  and  II,  and  sum- 
marized in  the  appendix  to  tliis  pamplilet. 

B.  Special  canditwns  for  farnily  plamning  activities  (as  specified  in 

Cormnunity  Action  Memorandum  Xo.  37-A.  Felrua/ry  3,  1967) 

1.  Participation  in  the  family  planning  component  of  this  program 
must  be  entirely  voluntary.  Xo  coercion  or  compulsion  shall  be  em- 
ployed to  induce  persons  to  use  the  family  planning  services  funded 
by  an  OEO  grant.  Xo  individual  shall  be  provided  with  any  medical 
supervision  or  supplies  miless  he  or  she  has  voluntarily  requested  such 
medical  supervision  or  supplies. 

2.  Subject  to  the  limitations  set  forth  in  these  conditions,  the  proj- 
ect must  provide  and  make  known  to  each  participant  the  availability 
of  advice  and  assistance  on  a  variety  of  family  planning  methods 
and  teclmiques  sufficient  to  insure  that  any  person  may  obtain  bene- 
fits from  the  program  which  are  consistent  with  his  or  her  personal 
beliefs  and  needs.  Xo  individual  shall  be  pro^-ided  with  any  informa- 
tion, medical  super^-ision,  or  supplies  which  such  individual  states  to 
be  inconsistent  with  liis  or  her  moral,  philosophical  or  religious  beliefs. 

3.  Use  of  the  family  planning  services  cannot  be  a  prerequisite  to 
receipt  of  services  from,  or  participation  in,  any  other  program  or 
activity  whether  or  not  funded  by  this  grant. 

4.  The  program  must  be  under  medical  supervision  sufficient  to  in- 
sure that  all  practices  conform  to  accepted  medical  standards. 

5.  Materials  used  in  connection  with  a  project  shall  not  contain 
propaganda  promoting  a  particular  philosophy,  technique  or  method 
of  family  planning,  nor  shall  the  administrators  of  a  project  declare 
any  such  preference  in  their  relations  with  the  participants  in  the 
program. 

6.  Project  fimds  shall  not  be  used  to  announce  or  promote  through 
mass  media  the  availability  of  the  family  planning  program  funded  by 
the  grant  action. 

7.  Xo  project  fimds  shall  be  expended  for  any  surgical  procedures 
intended  to  result  in  sterilization  or  to  cause  abortions. 

8.  Xo  project  funds  shall  be  spent  for  contraceptives,  contraceptive 
devices,  or  drugs  in  an  amount  greater  than  S20  per  patient  per  year. 

9.  Project  funds  shall  be  used  exclusively  for  providing  assistance 
to  low-income  persons,  or  to  residents  of  the  area  served  by  the  com- 
munity action  program.  If  the  project  is  being  carried  out  in  con- 
nection with  similar  programs  for  other  income  groups,  records  shall 
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be  maintained  which  are  adequate  to  demonstrate  that  this  requirement 
has  been  satisfied. 

10.  The  project  must  not  be  in  conflict  with  State  or  local  law. 

C.  Required  assurances 

Any  applicant  for  funds  to  conduct  a  family  planning  project,  or 
a  project  that  includes  family  planning  services,  must  provide  assur- 
ances to  OEO  that  it  will  establish  and  follow  procedures  designed 
to  insure  that : 

1.  No  individual  will  be  provided  with  any  information,  medi- 
cal supervision,  or  supplies  which  such  individual  States  to  be  in- 
consistent with  his  or  her  moral,  philosophical,  or  religious  beliefs ; 

2.  No  individual  will  be  provided  with  any  medical  supervision 
or  supplies  unless  such  individual  has  voluntarily  requested  such 
medical  supervision  or  supplies  ;  and 

3.  The  use  of  family  planning  services  financed  by  an  OEO 
grant  shall  not  be  prerequisite  to  the  receipt  of  services  from  or 
participation  in  any  other  program  financed  under  the  Economic 
Opportunity  Act. 

To  provide  these  assurances  the  local  agency  requesting  funds  for 
such  a  project  shall  submit  to  OEO,  at  the  time  of  application,  a 
statement  of  assurance  on  family  planning  activities  signed  by  the 
grantee  and  any  delegate  agency  that  will  actually  carry  out  the 
project.  (See  exhibit  I,  p.  398,  for  a  copy  of  the  assurance  form.) 

D.  Criteria  for  recipient  eligibility 

Criteria  for  eligibility  of  a  low-income  individual  for  any  family 
planning  service  shall  be  established  by  the  applicant  agency.  If  the 
program  is  to  be  operated  by  a  delegate  agency,  rather  than  directly 
by  the  applicant,  the  delegate  agency  must  also  indicate  its  concur- 
rence with  the  criteria.  Any  low-income  person  who  meets  these  cri- 
teria shall  be  considered  eligible  for  such  assistance. 

Eligibility  criteria  established  in  accordance  with  the  preceding 
paragraph  shall  in  all  cases  comply  with  the  following  limitations : 

1.  Income  criteria.  All  persons  receceiving  OEO-assisted  family 
planning  services  must  meet  the  test  of  need  by  reason  of  circumstances 
of  poverty.  Where  a  family  planning  program  serves  an  area  or  neigh- 
borhood in  which  poverty  is  concentrated,  all  residents  of  the  "target 
area"  will  normally  be  considered  to  meet  this  test ;  in  other  cases,  the 
following  "poverty  line  index"  of  income  eligibility  shall  apply : 

Nonfarm  households  Family 

Persons :  income 

1   $1,  500 

2   2,  000 

3   2,500 

4   3,  000 

5   3,  500 

6   4,  000 

7   4,  500 

8   5,  000 

9   5,  500 

10   6,  000 

Over  10 — add  $500  for  each  additional  member. 
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Farm  households  Family 

Persona :  income 

1   $1,  050 

2   1,  400 

3   1,  750 

4   2, 100 

5   2,  450 

6   2,  800 

7   3, 150 

8   3,  500 

9   3,  850 

10   4,  200 

Over  10 — add  $350  for  each  additional  member. 

2.  Other  eligibility  criteria.  Local  agencies  operating  family  plan- 
ning programs  may  not  discriminate  against  any  potential  beneficiary 
on  the  grounds  of  race,  color,  national  origin,  or  religion.  A  standard 
assurance  form  must  be  executed  by  each  grantee  and  each  delegate 
agency  to  this  effect.  (See  exhibit  ll,  p.  400,  for  a  copy  of  this  form.) 

Local  agencies  may,  however,  establish  other  criteria  for  eligibility 
for  information,  medical  assistance,  and  supplies.  Applicants  must 
provide,  at  the  time  of  aj)plication,  information  on  the  eligibility 
criteria  they  will  use.  (Exhibit  III,  p.  401,  is  a  sample  format  for  use 
in  providing  this  information. ) 

IV.  PRINCIPLES  OF  PROGRAM  OPERATION 


A.  Community  relations 

Community  action  agencies  considering  the  establishment  of  a 
family  planning  program  are  strongly  urged  to  consult  interested  per- 
sons and  groups  in  the  community  at  an  early  stage.  These  should  in- 
clude health  professionals  and  health  agencies,  religious  groups,  social 
service  agencies,  neighborhood  organizations,  and  members  of  the 
population  to  be  served. 

Such  groups  can  provide  useful  information  and  advice  regarding 
the  extent  of  need  for  such  a  program  in  the  community,  the  kinds  of 
services  the  program  should  offer,  the  best  location  for  program  activi- 
ties, and  possible  sponsorship  and  staffing  for  the  program. 

A  program  should  be  developed  with  sensitivity  for  the  attitudes  of 
various  racial  and  religious  groups  in  the  community.  Experience 
demonstrates  that  possible  hostility  for  these  programs  can  be  reduced 
or  eliminated  without  sacrificing  standards  of  quality  in  the  program. 
If  such  an  effort  is  made,  the  program  is  more  likely  to  be  implemented 
successfully. 

As  in  all  community  action  projects,  there  should  be  a  provision  for 
participation  in  decisionmaking  by  the  members  of  the  groups  and 
residents  of  the  areas  to  be  served  by  the  family  planning  project. 
They  should  take  part  in  decisionmaking  in  the  many  areas  not  re- 
quiring professional  expertise :  location  of  services,  hours  of  service, 
and  so  forth.  They  can  function  as  an  advisory  group  to  the  staff, 
helping  them  gage  how  successfully  they  are  responding  to  the  needs 
(spoken  and  unspoken)  of  the  people.  They  can  serve  as  the  mechanism 
through  which  requests  are  made  and  complaints  filed,  and  they  can 
provide  f oUowthrough  on  these  requests  and  complaints.  In  some  cases 
the  community  action  agency  will  prove  a  suita;ble  vehicle  for  such 
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participation.  In  other  cases  additional  arrangements  will  he  desir- 
able—a neighborhood  committee,  for  instance,  to  share  with  the  project 
administrators  the  responsibility  for  policy  decisions  on  nonmedical 
aspects  of  the  program. 

There  should  be  emphasis  especially  on  coordination  of  the  project 
with  other  components  of  the  community  action  program.  Both  cross- 
referrals  and  exchange  of  information  will  be  desirable,  and  considera- 
tion may  be  given  to  establishing  shared  activities. 

The  program  shall  make  arrangements  to  secure  reimbursement  for 
services  rendered  to  public  assistance  recipients  and  other  needy  per- 
sons in  those  communities  where  public  welfare  agencies  provide,  or 
will  agree  to  start  providing,  funds  for  family  planning  services.  The 
program  should  attempt  to  secure  financial  support  from  other  avail- 
able sources,  such  as  State  and  local  health  departments,  and  voluntary 
agencies.  Emphasis  should  be  on  making  program  services  a  perma- 
nent part  of  the  community  with  diminishing  reliance  on  OEO  for 
support. 

The  program  should  utilize  existing  commmunity  resources  to  the 
fullest  extent  possible.  Staff  should  be  informed  aiout  other  health 
and  social  services  available  in  the  community  and  should  inform 
clients  of  these  services  as  indicated. 

Similarly,  the  program  should  inform  other  health  and  social  agen- 
cies in  the  community  of  its  services,  schedules,  and  procedures,  so  that 
agency  personnel  can  make  this  knowledge  available  to  their  clients 
and,  if  the  clients  so  desire,  help  arrange  for  their  clients  to  participate 
in  the  family  planning  program. 

B.  Scope  of  service 

Nearly  all  successful  projects  emphasize  the  importance  of  case- 
finding  and  other  outreach  programs  as  well  as  the  provision  of  trans- 
portation and  necessary  social  services. 

A  service  must  have  available  a  sufficient  variety  of  contraceptive 
methods  and  adequate  programs  of  education  and  counseling  so  that 
every  client  may  choose  freely  in  accordance  with  individual  prefer- 
ence, conscience,  and  needs. 

The  medical  components  of  a  family  planning  program  must  be 
under  the  supervision  of  a  physician  with  training  and/or  demon- 
strated competence  in  the  relevant  professional  skills.  Medical  pro- 
cedures such  as  physical  examination  and  prescription  must  be  carried 
out  by  physicians.  However,  many  activities  will  not  require  the 
presence  of  a  physician,  for  example,  education,  family  counseling, 
and  provision  of  nonprescription  contraceptive  materials. 

Diagnostic  and  treatment  services  for  infertility  should  be  available 
as  part  of  a  family  planning  program,  either  directly  or  through 
appropriate  referral. 

Routine  physical  and  laboratory  examinations  auxiliary  to  the  pro- 
vision of  medical  contraceptives  should  be  decided  upon  by  the  medical 
supervisor  of  the  program.  Medical  procedures  should  reflect  the  needs 
and  wishes  of  the  client  and  the  judgment  of  the  examining  physician. 
Prevailing  standards  of  high  quality  medical  practice  must  be  main- 
tained at  all  times. 

A  family  planning  program  should  provide  access  for  all  clients, 
directly  and  through  referral  to  a  broad  range  of  available  medical 
and  other  health  services.  Family  planning  services  can  often  be  effec- 
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tively  combined  with  certain  preventive  services,  such  as  Papanicolaou 
smears  for  cancer  detection.  Most  modern  methods  of  family  planning 
necessitate  an  initial  physical  examination  and  periodic  foUowup. 

Physicians  and  nurses  will  be  required  for  provision  of  medical  serv- 
ices. Qualified  health  education  and  social  work  personnel  should  be 
utilized  whenever  possible. 

OEO  will  give  favorable  consideration  to  programs  which  make 
extensive  use  of  nonprofessional  workers,  preferably  residents  of  the 
low-income  neighborhoods  to  be  served,  in  a  variety  of  jobs.  Family 
planning  programs  offer  many  such  opportunities.  Nonprofessional 
workers  can  be  employed  as  aides  to  physicians  and  nurses  at  the  fam- 
ily planning  center.  They  can  also  occupy  nontechnical  jobs  at  the  cen- 
ter— secretary,  receptionist,  maintenance  workers,  children's  attend- 
ant. They  can  be  educators  in  an  organized  neighborhood- oriented  pro- 
gram for  reaching  out  to  potential  clients. 

Nonprofessional  workers  should  be  given  adequate  training  for  their 
jobs  by  persons  with  appropriate  expertise.  Training  may  be  done,  for 
instance,  by  a  health  department,  a  medical  school,  or  a  planned  parent- 
hood group. 

Special  consideration  will  be  given  to  projects  which  arrange,  dur- 
ing or  after  the  tenure  of  the  project  itself,  for  the  placement  of  non- 
professional project  workers  in  jobs  elsewhere  in  the  community. 
Health  departments  and  hospitals,  for  instance,  should  be  encouraged 
to  add  such  family  planning  workers  to  their  permanent  staffs.  Proj- 
ect administrators  may  even  wish  to  incorporate  a  training  program 
for  poor  persons  who  will  be  placed  directly  in  nonproject  jobs.  For 
this  purpose  specific  manpower  funds  may  be  available  through  the 
Labor  Department,  Department  of  Health,  Education,  and  Welfare,  or 
OEO.  For  information  on  the  Labor  Department's  MDTA  and  on-the- 
job  training  programs,  the  local  office  of  the  employment  service  should 
be  contacted.  For  information  on  the  use  of  vocational  education,  the 
State  department  of  vocational  education  should  be  contacted.  For  in- 
formation on  use  of  OEO  funds,  the  OEO  regional  office,  or  the  health 
division,  CAP,  Washington,  D.C.,  should  be  contacted. 

D.  Location 

Services  may  be  located  in  established  medical  facilities  or  else- 
where. The  setting  must  in  any  case  be  acceptable  and  accessible  to  the 
poor.  It  must  provide  for  privacy  and  for  a  suitable  dignified 
atmosphere. 

In  a  hospital,  family  planning  services  could  be  provided  as  a  compo- 
nent of  a  maternity  or  gynecology  outpatient  clinic,  or  as  a  separate 
clinic.  Education  programs  could  be  conducted  for  patients  on  the 
maternity  floors. 

At  a  health  department  station,  family  planning  services  could  be 
offered  as  part  of  general  medical  services,  as  part  of  maternal  and 
child  health  services,  or  as  a  separate  program. 

The  facilities  of  voluntary  agencies  may  be  used,  or  the  offices  of 
individual  physicians. 

Services  may  be  located  in  appropriate  neighborhood  settings,  such 
as  settlement  houses,  churches,  storefronts,  union  halls,  neighborhood 
centers,  and  so  forth. 

38-767  0—70  26 


398 


FEDERAL  ROLE  EST  HEALTH 


In  some  areas  where  the  population  is  dispersed  it  may  be  desirable 
to  transport  staff  and  equipment  from  one  location  to  another  accord- 
ing to  a  re^lar  schedule.  Mobile  vans  are  available  for  this  purpose 
and  are  easily  loaded  and  unloaded  at  a  church,  neighborhood  center, 
or  other  location. 

E.  Costs 

The  average  cost  of  medical  supplies  per  couple  for  1  year  should 
be  approximately  $5  to  $10.  These  figures  are  not  based  on  retail  price 
but  assume  bulk  purchases  of  various  materials  by  the  sponsoring 
agency.  The  average  cost  per  couple  for  1  year  of  a  conventional  family 
planning  program,  including  professional  services  and  overhead,  is 
approximately  $20  to  $25.  However,  expenditure  for  outreach  activi- 
ties, training  of  nonprofessionals,  and  other  elements  of  a  CAA  family 
planning  project  may  add  to  this  figure. 

F.  Records 

The  program  should  keep  a  record  on  every  client  enrolled  and  serv- 
ices provided,  including  identification  and  minimal  demographic, 
health,  and  pregnancy  information.  Information  gathering  should  be 
carried  out  with  full  regard  for  clients'  dignity,  time,  and  privacy. 
Full  confidentiality  must  always  be  maintained. 

The  sponsoring  agency  is  required  to  comply  with  reporting  re- 
quests that  may  be  issued  by  OEO  for  such  purposes  as  evaluation  and 
research. 

G.  Consultants 

Consultants  with  expertise  in  family  planning  programs  will  be 
available  to  each  OEO  Ke^ional  Office.  They  will  assist  communities 
in  the  development  of  family  planning  program  proposals  and  assist 
regional  office  staff  in  their  evaluation.  Community  action  agencies 
desiring  the  help  of  such  a  consultant  should  contact  their  OEO 
regional  office. 

V.  HOW  TO  APPLY 

Application  forms,  a  guide  to  applicants  submitting  family  planning 
proposals,  and  the  names  and  addresses  of  local  community  action 
agencies  are  available  from  the  appropriate  OEO  regional  offices  whose 
addresses  may  be  found  at  the  conclusion  of  this  pamphlet. 

Complete  application  forms  should  be  submitted  to  the  local  com- 
munity action  agency  for  approval  and  subsequent  transmissiori  to  the 
OEO  regional  office. 

Exhibits 

exhibit  i  sample  format  for  assurance  of  compliance  with  section 

2  05(0)  of  the  economic  opportunity  act  in  family  planning 
projects 

(To  be  executed  by  both  the  applicant  or  grantee  and  any  delegate 

agency.) 

 (hereinafter  called  the  Applicant) 

(Name  of  Applicant  or  Delegate  Agency) 

agrees  that  it  will  establish  and  follow  the  precedures  listed  below  in 
order  to  comply  with  the  requirements  of  section  205  (o)  of  the  Eco- 
nomic Opportunity  Act  of  1964,  as  amended. 
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1.  The  Applicant  will  insure  that  a  copy  of  the  statement  set  out 
below  is  posted  conspicuously  in  a  place  where  prospective  clients  will 
have  an  opportunity  to  see  and  read  it.  The  statement  will  be  printed 
in  large  type  and  will  also  be  printed  in  languages  other  than  English 
if  a  considerable  number  of  prospective  clients  are  fluent  only  in  those 
languages.  Prior  to  the  initial  provision  of  any  course  of  instruction, 
medical  supervision,  or  supplies  relating  to  family  planning  to  any 
individual,  a  program  staff  member  will  bring  the  printed  statement  to 
the  individual's  attention  and,  if  the  individual  is  unable  to  understand 
its  meaning,  will  accurately  convey  the  substance  of  the  statement  to 
such  individual. 

''^Statement  on  Family  Planning  Activities  Assisted  hy  the  Office  of 
Economic  Opportimity^^ 

"A.  Anyone  who  takes  part  in  this  family  planning  program  must 
do  so  of  his  (or  her)  own  free  will. 

''B.  You  may  not  receive  any  medical  assistance  or  supplies  for 
family  planning  purposes  unless  you  ask  for  them  of  your  own  free 
will. 

"C.  If  you  object  to  any  particular  form  or  method  of  family  plan- 
ning— for  any  reason  at  all,  including  religious  reasons — please  say 
so.  If  you  say  so,  you  will  not  get  information,  assistance,  or  supplies 
that  relate  to  that  form  or  method  of  family  planning. 

"D.  No  one  is  allowed  to  force  you  in  any  way  to  participate  in  a 
family  planning  program.  No  one  can  tell  you  'Unless  you  take  part 
in  the  family  planning  program,  you  won't  be  allowed  to  receive  wel- 
fare, or  get  job  training,  or  put  your  child  in  the  Head  Start  class.' 

"E.  If  you  have  any  questions  about  what  this  statement  means, 
please  ask  the  officials  or  doctors  who  are  operating  the  program. 
They  will  be  pleased  to  explain. 

"F.  If  you  believe  that  any  of  the  rules  given  "above  have  been  vio- 
lated, please  tell  the  officials  or  doctors  who  are  operating  the  program 
at  once.  Or  you  may  write  or  call  the  Office  of  Economic  Opportunity, 
Washington,  D.C.  20506  or  the  nearest  OEO  Eegional  Office." 

2.  THE  APPLICANT  further  agrees  to  comply  with  the  "Special 
Conditions  Applicable  to  the  Use  of  OEO  Grant  Funds  for  Family 
Planning  Activities  (Nov.,  1966) ". 

3.  THIS  AS'SUEANOE  is  given  in  consideration  of  and  for  the 
purpose  of  obtaining  either  directly  or  indirectly  any  and  all  Federal 
grants,  loans,  contracts,  property,  or  discounts,  or  other  Federal  fi- 
nancial assistance  extended  after  the  date  hereof  to  the  Applicant  by 
the  Office  of  Economic  Opportunity,  including  installment  payments 
after  such  data  on  account  of  applications  for  Federal  financial  assist- 
ance which  were  approved  before  such  date.  The  Applicant  recognizes 
and  agrees  that  such  Federal  financial  assistance  will  be  extended  in 
reliance  on  the  representations  and  agreements  made  in  this  assurance, 
and  that  the  United  States  shall  have  the  right  to  seek  administrative 
or  other  remedies  in  the  event  of  non-compliance  with  this  assurance. 
This  assurance  is  binding  on  the  Applicant,  its  successors,  transferees, 
and  assignee,  and  the  person  or  persons  who  signatures  appear  below 
are  authorized  to  sign  this  assurance  on  behalf  of  the  Applicant. 
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Date    


(Name  of  Applicant  or  Delegate  Agency) 

By  

(President,  Chairman  of  Board  or 
comparable  authorized  official) 


(Mailing  Address) 

EXHIBIT  II  ^ASSURANCE  OF  COMPLIANCE  WITH  THE  OFFICE  OF  ECONOMIC 

opportunity's  REGULATIONS  UNDER  TITLE  VI  OF  THE  CIVIL  RIGHTS  ACT 
OF  1964 

 ,   (hereinafter  called  the  "Applicant") 

(Name  of  Applicant  or  Delegate  Agency) 

AGKEES  THAT  it  will  comply  with  title  VI  of  the  Civil  Eights  Act 
of  1964  (P.  L.  88-352)  and  the  Regiilations  of  the  Office  of  Economic 
Opportunity  issued  pursuant  to  that  title  (45  C.F.R.  Part  1010) ,  to  the 
end  that  no  person  in  the  United  States  shall,  on  the  ground  of  race, 
color,  or  national  origin,  be  excluded  from  participation  in,  be  denied 
the  benefits  of,  or  be  otherwise  subjected  to  discrimination  under  any 
program  or  activity  for  which  the  Applicant  receives  Federal  financial 
assistance  either  directly  or  indirectly  from  the  Office  of  Economic 
Opportunity ;  and  Hereby  gives  assurance  that  it  will  immediately  take 
any  measures  necessary  to  effectuate  this  agreement.  If  any  real 
property  or  structure  thereon  is  provided  or  improved  with  the  aid  of 
Federal  finnacial  assistance  extended  to  the  Applicant  either  directly 
or  indirectly  by  the  Office  of  Economic  Opporutnity,  this  assurance 
shall  obligate  the  Applicant,  or  in  the  case  of  any  transfer  of  such 
property,  any  transferee,  for  the  period  during  which  the  real  property 
or  structure  is  used  for  a  purpose  for  which  the  Federal  financial  assist- 
ance is  extended  or  for  another  purpose  involving  the  provision  of 
similar  services  or  benefits.  If  any  personal  property  is  so  provided, 
this  assurance  shall  obligate  the  Applicant  for  the  period  during 
which  it  retains  ownership  or  possession  of  the  property.  In  all  other 
cases,  this  assurance  shall  obligate  the  Applicant  for  the  period  during 
which  the  Federal  financial  assistance  is  extended  to  it  either  directly 
or  indirectly  by  the  Office  of  Economic  Opportunity. 

This  assurance,  is  given  in  consideration  of  and  for  the  purpose  of 
obtaining  either  directly  or  indirectly  any  and  all  Federal  grants,  loans, 
contracts,  property,  or  discounts,  the  referral  or  assignment  of  VISTA 
volunteers,  or  other  Federal  financial  assistance  extended  after  the  date 
hereof  to  the  Applicant  by  the  Office  of  Economic  Opportunity,  includ- 
ing installment  payments  after  such  date  on  account  of  applications  for 
Federal  financial  assistance  which  were  approved  before  such  date.  The 
Applicant  recognizes  and  agrees  that  such  Federal  financial  assistance 
will  be  extended  in  reliance  on  the  representations  and  agreements  made 
in  this  assurance,  and  that  the  United  States  shall  have  the  right  to 
seek  judicial  enforcement  of  this  assurance.  This  assurance  is  binding 
on  the  Applicant,  its  successors,  transferees,  and  assignee,  and  the  per- 
son or  perons  whose  signatures  appear  below  are  authorized  to  sign 
this  assurance  on  behalf  of  the  Applicant. 
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Date  

(Name  of  Applicant  or  Delegate  Agency) 

By   

(President,  Chairman  of  Board,  or 
comparable  authorized  official) 


(Mailing  address) 

EXHIBIT  m  SAMPLE  FORMAT  FOR  INFORMATION  ON  ELIGIBILITY  CRITERIA 

FOR  FAMILY  PLANNING  SERVICES 

(To  be  executed  by  both  the  applicant  or  grantee  and  any  delegate 

agency.) 

1.  Irwome  eligihUity  criteria 

a.  Programs  serving  area  or  neighborhoods  ichere  poverty  is  con- 
centrated. 

Will  any  income  criteria  be  used  other  than  residence  in  such  area  ? 
If  so,  specify. 

b.  Programs  serving  other  areas.  Will  any  income  criteria  other 
than  the  OEO  "poverty  line  index"  be  used  ? 

If  so,  specify. 

2.  Other  eligibUity  criteria 

Will  any  other  eligibility  criteria  be  used  ? 
If  so,  specify. 

3.  Signature  of  appropriate  ofjicials 

The  undersigned  hereby  declare  that  this  is  a  true  and  complete 
statement  of  eligibility  criteria  to  be  used  in  the  following  planning 
program  or  other  program  involving  family  planning  activities. 

a.  Identflcation  of  Component  and  Name  of  Applicant  {or  Grantee) . 

b.  Signature  of  Ghairmxm  of  Grantee  {or  Applicant)  Governing 
Body 

Name  of  Applicant  (or  Grantee)  Agency : 

Name  of  Official : 

Title: 

Signature : 

Date: 

c.  Sigrwjture  of  Chairman  of  Delegate  Agency  Governing  Body 
(This  must  be  completed  only  if  a  delegate  agency  will  conduct  the 

family  planning  activities;  if  more  than  one  delegate  agency  will 
participate,  all  must  be  listed.) 

Name  of  Delegate  Agency : 

Name  of  Official : 

Title: 

Signature : 

Date : 

APPENDIX 

General  Requirements  for  Section  205  Grants 

For  basic  information  concerning  requirements  which  govern  Section  205 
grants,  applicants  should  consult  the  Community  Action  Program  Guide,  Vol- 
umes I  and  II,  and  supplementary  Community  Action  Memoranda.  The  following 
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paragraphs  present  the  highlight  requirements  in  those  Guides,  and  they  govern 
applications  in  areas  other  than  those  si)elled  out  within  this  pamphlet. 

Eligibility  of  Applicant.  Any  public  or  private  nonprofit  organization,  includ- 
ing a  Community  Action  Agency,  that  meets  the  requirements  set  forth  in 
the  Community  Action  Program  Guide,  Vol.  I,  Part  B  is  eligible  to  apply  for 
a  Section  205  grant.  Note  that  Section  6  of  Part  B  has  been  superseded  by 
Community  Action  Memorandum  Number  57.  In  communities  where  there  is  a 
CAA,  applications  for  non-professional  training  projects  to  be  funded  under 
Section  205  should  be  submitted  to  the  CAA  for  approval.  If  the  CAA  decides 
that  this  project  represents  a  most  needed  project  in  view  of  available  resources, 
it  will  send  the  application  to  the  appropriate  Regional  OflBce  as  part  of  its 
application  package  or  as  a  supplementary  request.  In  such  cases,  the  CAA  will 
be  the  grantee,  even  though  the  project  may  be  carried  out  under  the  contract 
by  a  delegate  agency.  Where  there  is  a  Community  Action  Agency  in  the  com- 
munity, but  where  working  through  it  is  inexpedient,  an  independent  agency  may 
apply  for  separate  funding  in  accordance  with  the  procedures  set  forth  in  Com- 
munity Action  Memorandum  ^A,  Part  A. 

EUgiMlity  of  Delegate  Agency.  A  public  or  private  nonprofit  organization 
which  has  experience  in  and  capability  for  develpoing  or  conducting  an  appro- 
priate training  project  may  be  a  delegate  agency  of  a  CAA  and  may  conduct 
such  aspects  of  the  project  as  are  specified  by  agreement  between  the  CAA 
and  the  delegate  agency  in  the  form  of  a  standard  contract  (see  CAP  Guide, 
Vol.  1,  Exhibit  V). 

Assistance  to  a  Church  or  Church-Related  Institution.  If  an  activity  is  to  be 
delegated  to  a  church  or  church-related  organization,  GEO  requires  that  dele- 
gation to  such  an  organization,  rather  than  to  a  public  or  nonsectarian  agency, 
be  justified  by  evidence  that  use  of  the  church-related  organization  will  meet 
a  need  with  cannot  be  satisfied  economically  or  efficiently  by  available  alter- 
natives. Special  conditions,  found  at  pages  99-100  of  Volume  I  of  the  Commu- 
nity Action  Program  Guide,  must  be  observed  when  a  program  is  to  be  eon- 
ducted  in  a  church-related  school  or  by  a  church-related  organization.  Among 
other  things,  these  conditions  forbid  any  religious  instruction  or  worship  in 
connection  with  the  program,  any  religious  affiliation  as  a  test  of  eligibility  for 
the  program,  and  any  use  of  Federal  grant  funds  to  release  other  funds  for 
religious  use.  They  also  place  limitations  on  the  texts  and  facilities  used  in 
programs  within  religious  schools  or  operated  by  religious  organizations. 

Limitations  on  Aid  to  Elementary  and  Secondary  Education.  Grants  under 
Section  205  of  the  Economic  Opportunity  Act  may  not  provide  general  aid  to 
elementary  or  secondary  education  within  a  school  or  school  system.  Assist- 
ance under  Section  205  may  only  be  applied  to  anti-poverty  efforts  in  education 
which  add  to  the  existing  curriculum  of  a  school  system.  The  general  aid  to 
education  prohibition  also  applies  to  use  of  GEO  funds  for  purchase  of  equip- 
ment for  educational  programs.  GEG  funds  may  not  be  used  to  purchase  equip- 
ment for  educational  programs.  GEG  funds  may  not  be  used  to  purchase  items 
which  will  be  utilized  in  the  regular  school  program.  For  example,  books  or 
tape  recorders  which  will  be  used  in  a  regular  school  course  as  well  as  in  the 
non-professional  training  program  may  not  be  purchased  with  Section  205  grant 
funds. 

CIVIL  RIGHTS  ASSURANCE'S.  Each  grantee  and  each  delegate  must  execute 
a  standard  assurance  form,  constituting  a  legally  enforceable  promise,  to  the 
effect  that  no  i)erson  will  be  denied  participation  in  or  benefits  from  an  GEG- 
funded  program  on  the  grounds  of  religion,  race,  color,  creed,  or  national  origin 
(see  CAP  GUIDE,  Vol.  1,  Exhibit  II). 

NGN-FEDERAL  SHARE.  Under  a  1966  amendment  to  the  Economic  Gppor- 
tunity  Act,  the  basic  non-Federal  share  of  project  costs  under  Section  205  grant 
will  rise  from  10  i)ercent  to  20  i)ercent  on  July  1,  1967.  However,  all  Community 
Action  Agencies  and  single  purpose  grantees,  with  the  exception  of  1967  Sum- 
mer Head  Start  and  Upward  Bound,  will  have  a  32  month  operation  period 
under  the  10  percent  non-Federal  share  requirement  that  prevailed  prior  to  a 
1966  amendment  to  Section  208  of  the  Economic  Opportunity  Act.  Where  the 
community  per  capita  income  is  less  than  $1,000,  but  more  than  $750,  the  percent- 
age requirement  may  in  certain  cases  be  diminished  to  10  percent.  In  certain  cir- 
cumstances where  per  capita  income  is  less  than  $750,  the  requirement  may  be 
waived  altogether.  The  requirement  for  non-Federal  share  may  be  met  by  cash 
or  in-kind  contributions  (see  CAP  Guide,  Vol.  1,  Part  A,  and  Community  Action 
Memorandum  No.  61). 
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MAINTENANCE  OF  EFFORT  REQUIREMENT.  Ordinarily,  applicants  must 
provide  evidence  that  local  contributions  to  a  program's  total  costs  represent 
a  net  increase  over  local  expenditures  made  for  similar  purposes  during  the 
12  months  prior  to  the  initial  application  for  such  a  program.  The  applicant 
must  also  assure  OEO  that  the  local  contributions  are  not  being  diverted  from 
other  anti-poverty  activities  and  projects  within  the  community.  For  example, 
ordinarily  an  applicant  for  a  tutorial  program  in  a  target  area  neighborhood 
would  be  expected  to  show:  (1)  that  local  support  for  the  proposed  project,  if 
some  sort  of  tutorial  program  had  been  conducted  tliere  in  the  past,  is  continuing 
at  its  previous  level  and  that  Federal  funds  are  not  supplanting  other  funds 
supporting  tutorial  programs  for  the  poor ;  (2)  that  the  level  of  local  support  for 
this  program,  if  operated  during  the  previous  year,  is  maintained  and  that  local 
funds  used  to  match  Federal  funds  in  meeting  the  costs  of  the  proposed  program 
are  in  addition  to  the  amount  of  local  contributions  given  during  the  previous 
year  and  again  donated  this  year;  and  (3)  that  local  matching  funds  used  to 
meet  the  costs  of  the  proposed  program  represent  a  net  increase  in  the  support 
for  tutorial  programs  and  other  similar  programs  aimed  at  the  poor  in  the  com- 
munity as  a  whole,  as  well. 

Under  regulations  issued  by  OEO,  the  Maintenance  of  Effort  Requirement  may 
be  waived  in  certain  circumstances.  (See  Community  Action  Memorandum 
No.  80.) 

EFFECT  ON  FINANCIAL  GUIDELINES.  The  Federal  share  of  the  total 
costs  of  a  program  covered  by  this  pamphlet  will  normally  be  charged  against 
the  community's  level  of  approved  program  established  by  OEO. 

BEI^VANT  OEO  PUBLICATIONS 

Applicants  for  Section  205  grant  may  write  to  their  appropriate  OEO  Regional 
Office  or  the  Community  Action  Program,  1200  19th  Street,  NW.,  Washington, 
D.C.  20506,  for  copies  of  the  publications  listed  below  and  for  CAP  application 
forms. 

Community  Action  Program  GUIDE,  Vol.  I :  Instructions  for  Applicants ;  Vol. 

2:  Financial  Instructions 
Community  Action  Memos 
Guides  for  Grantee  Accounting 
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STATES :  Connecticut,  Maine,  Massachusetts,  New  Hampshire,  New  Jersey, 
New  York,  Rhode  Island,  Vermont. 

MID-ATLANTIC  REGION:  1730  K  Street,  N.W.,  Washington,  D.C.,  20506. 
STATES :  Delaware,  District  of  Columbia,  Kentucky,  Maryland,  North  Caro- 
lina, Pennsylvania,  Virginia,  West  Virginia. 

SOUTHERN  REGION :  101  Marietta  Street,  Atlanta,  Georgia,  30303.  STATES : 
Alabama,  Florida,  Georgia,  Mississippi,  South  Carolina,  Tennessee. 

GREAT  LAKES  REGION :  623  South  Wabash  Avenue,  Chicago,  Illinois,  60605. 
STATES  :  Illinois,  Indiana,  Michigan,  Minnesota,  Ohio,  Wisconsin. 

SOUTHWEST  REGION :  Lowich  Building,  314  West  11th  Street,  Austin,  Texas, 
78701.  STATES:  Arkansas,  Louisiana,  New  Mexico,  Oklahoma,  Texas. 

NORTH  CENTRAL  REGION:  Pershing  Building,  215  West  Pershing  Road, 
Kansas  City,  Missouri,  &4108.  STATES :  Colorado,  Idaho,  Iowa,  Kansas,  Mis- 
souri, Montana,  Nebraska,  North  Dakota,  South  Dakota,  Utah,  Wyoming. 

WESTERN  REGION :  100  McAllister  Street,  San  Francisco,  California,  94102. 
STATES :  Alaska,  Arizona,  California,  Hawaii,  Nevada,  Oregon,  Washington. 

SPECIAL  PROJECTS  OFFICE :  Community  Action  Program,  Office  of  Economic 
Opportunity,  Washington,  D.C.,  20506.  STATES  :  Indian  Reservations,  Migrant 
Projects,  Puerto  Rico,  Virgin  Islands,  Guam,  Trust  Territories  of  the  Pacific, 
Samoa. 
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I.  INTRODUCTION 

Section  222(a)(6)  of  the  1967  Amendments  to  the 
Economic  Opportunity  Act  adds  a  new  program  called 
"Emergency  Food  and  Medical  Services"  to  the  prior  list 
of  National  Emphasis  Programs.     The  purpose  of  this  program 
is  to  provide  on  a  temporary  emergency  basis  such  foodstuffs 
and  medical  services  as  may  be  necessary  to  counter-act 
conditions  of  starvation  or  malnutrition  among  the  poor. 
These  guidelines  are  intended  to  carry  out  the  intent  of 
Congress  in  the  implementation  of  the  Emergency  Food  and 
Medical  Services  Program. 

Attached  as  Exhibit  1  to  this  document  is  an  agreement 
among  the  Office  of  Economic  Opportunity  (OEO) ,  the 
Department  of  Health,  Education  and  Welfare  (HEW) ,  and  the 
Department  of  Agriculture  (USDA) .     As  noted  in  that  inter- 
agency agreement ,  the  Emergency  Food  and  Medical  Services 
Program,  for  fiscal  year  1968,  is  comprised  of  seven  major 
components.     This  document  contains  guidelines  for  the 
implementation  and  funding  of  Component  1  and  Component  7. 

$6  million  has  been  allocated  for  the  funding  of 
programs  under  these  two  components  in  Fiscal  Year  1968. 
In  order  to  maximize  the  effectiveness  of  these  funds, 

s  million  has  been  allocated  to  Component  1,  for  funding 
programs  in  the  255  neediest  counties.     These  counties, 
selected  by  OEO,  in  coordination  with  HEW  and  USDA,  are 
drawn  from  a  listing  of  counties  having  the  lowest  per 
capita  income  and  from  the  lowest  percentiles  of  the 
Department  of  Agriculture's  5-factor  Composite  of  Relative 
Economic  Status „     The  counties  eligible  for  funding  under 
Component  1  are  listed  in  Exhibit  5. 

$1  million  has  been  allocated  for  funding  programs  under 
Component  7  in  geographic  areas  demonstrating  need  and  not 
having  programs  funded  under  Component  1. 

Programs  funded  under  these  guidelines  will  operate 
through  local  community  action  agencies  where  they  exist. 
However,  a  CAA,  while  serving  as  grantee,  may  delegate 
actual  operation  of  the  program  to  other  agencies  in  the 
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community.     In  the  absence  of  a  CAA,  the  local  welfare 

department  will  be  expected  to  serve  as  the  grantee. 

However,  any  other  public  or  a  private  non-profit  organization 

or  agency  is  eligible  to  serve  in  this  capacity  if  the 

CAA  or  welfare  agency  can  not  mount  a  satisfactory  program. 

Because  of  the  emergency  nature  of  the  program,  there 
is  no  requirement  for  matching  non- federal  share. 

It  is  the  intention  of  OEO  that  whenever  operated  by 
a  CAA,  this  Emergency  Food  and  Medical  Services  component 
will  be  conducted  on  a  program  year    coinciding  with  the 
program  year  of  the  CAA.     However,  funds  available  in 
Fiscal  Year  1968  will  be  granted  on  the  basis  of  the 
following  principles: 

(a)  CAAs  with  program  years  ending  in  August ,  September 
and  October,  1968,  place  this  component  into  their  regular 
program  year. 

(b)  All  other  grantees  may  operate  this  program  for 
a  maximum  of  6  months. 

It  is  anticipated  that  a  county-wide  emergency  food 
and  medical  services  program  may  consist  of  any  of  the 
following  activities,  or  combination  thereof,  depending  upon 
the  existence  of  regular  food  assistance  programs  in  a 
county  and  the  particular  needs  which  exist: 

a.  Grants  of  funds  for  the  purchase  of  food  stamps 

in  counties  where  the  food  stamp  program  is  operated 
and  in  cases  where  funds  required  to  purchase 
stamps  are  unavailable  to  needy  individuals. 

b.  Services  involving  the  transportation  or  distribution 
of  food  commodities  in  counties  having  a  relatively 
large  needy  population  and  no  food  stamp  program 
presently  exists. 

c.  Grants  of  funds  for  the  direct  purchase  of  food 
commodities  in  counties  where  neither  a  food 
stamp  nor  a  commodity  distribution  program  is 
available  or  can  be  utilized. 

d.  Employment  of  local  residents  (needy  individuals 
whenever  possible)   to  perform  outreach  services. 
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identify  hunger  and  health  related  problems  of 
individuals  and  arrange  for  appropriate  assistance 
from  existing  government  programs. 

e.  Consumer  and  nutrition  education,  transportation 
and  other  services  for  individuals  who  are  eligible 
to  participate  in  existing  government  assistance 
programs,  but  who  have  not  been  participating 
because  of  lack  of  education,  transportation  or 
other  barriers. 

f.  Grants  to  cover  full  participation  of  needy  children 
in  school  lunch  and  school  breakfast  programs. 

g.  Purchase  and  distribution  of  dietary  supplements, 
such  as  fortified  food  ,  primarily  for  very  young 
children. 

h.  Grants  of  funds  to  cover  medical  examinations 

and  indicated  therapy  or  corrective  action  required 
by  adverse  health  conditions  resulting  from 
malnourishment . 

i.  Such  other  food  and  medical  services  programs 
necessary  and  appropriate  to  meet  emergency  needs. 

II.     PROGRAM  PRIORITIES 

In  order  to  make  the  most  effective  use  of  the  funds 
available  for  the  remainder  of  this  fiscal  year,  OEO,  in 
consultation  with  HEW  and  USDA,  has  established  priorities 
for  the  major  components  of  community-wide  programs  funded 
under  these  guidelines.     Thus,  in  counties  where  there 
exists  either  a  USDA  Food  Stamp  or  Commodity  Distribution 
Program,  priority,  with  respect  to  the  food  component, 
will  be  given  to  supplementing  these  food  programs  with 
outreach  workers,  providing  funds  to  cover  the  purchase 
price  of  food  stamps ,  organizing  improved  commodity 
distribution  and  otherwise  increasing  participation.  Other 
program  components  should  be  used  to  complement  either  of 
these  two  priority  programs  and,  in  counties  without  these 
two  USDA  food  programs,  may  be  the  major  components.  Thus, 
every  program  should  provide  for  direct  payments  for  the 
purchase  of  foodstuffs,  and  may  also  include  such  other 
components  as  supplementary  assistance  for  school  lunch 
programs,  special  diet  supplements,  etc. 
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With  respect  to  medical  components,  priority  will  be 
given  to  utilizing  existing  government  medical  programs 
such  as  Medicaid,  Medicare,  OEO  health  programs,  etc. 
Second  priority  will  be  given  to  arrangements  for  the 
direct  provision  of  medical  services  by  physicians,  clinics, 
health  centers  and  hospitals  on  a  reimbursement  basis. 
Nevertheless  all  applications  for  grants  should  include  a 
medical  component  designed  to  correct  health  problems 
related  to  malnutrition,  hunger,  and  starvation. 

Specific  guidelines  for  these  various  components  are 
set  forth  below. 

The  CAAs  and  other  eligible  agencies  are  encouraged 
to  present  suggestions  for  modifying  these  guidelines  and 
to  begin  planning  other  programs,  tailored  to  meet  the 
specific  needs  of  the  local  community,  for  funding  during 
the  next  fiscal  year. 

III.  ELIGIBILITY 

According  to  criteria  agreed  upon  by  OEO,  HEW  and  USDA, 
a  person  is  eligible  to  participate  or  receive  benefits 
under  this  program  if  he: 

a.  has  been  found  by  the  local  CAA  or  other  designated 
agency  to  have  such  limited  resources  to  buy  food 
that  he  is  in  urgent  need  and  immediate  danger  of 
suffering  from  starvation  or  malnutrition;  or 

b.  is  a  child  or  member  of  a  family  certified  by  the 
schools  as  coming  to  school  hungry  and  his  family 
financial  circumstances,  known  to  the  school,  are 
likely  to  lead  to  starvation  or  malnutrition;  or 

c.  is  known  to  a  health  agency  or  other  competent 
service  agency  to  be  hungry  or  malnourished  and 
his  family  financial  circumstances,  known  to  the 
agency,  are  likely  to  lead  to  starvation  or 
malnutrition;  or 

d.  has  been  certified  by  a  doctor  or  other  appropriate 
health  representative  to  be  starving  or  suffering 
from  malnutrition  and  is  presumed  to  lack  sufficient 
resources  to  correct  the  conditiono 
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The  determination  that  ah  individual  or  family  is  eligible 
to  participate  in  programs  funded  under  these  guidelines  shall 
be  made  upon  the  self -certification  o'f  need  by  ,the  individual 
or  head  of  the  family,  without  the  delay  of  conducting  "means" 
tests  or  income  investigation.     If  continued  assistance  is  needed, 
evaluation  of  income  and  personal  resources  may  be  undertaken. 

H.ij^h  priority  should  be  given  to  families  with  lowest  cash 
income.     Thus,  a  preference  may  be  established  within  these 
guidelines  for  assisting  families  with  an  annual  cash  income  of 
$1,500  or  less   (per  family  of  4),  on  the  presumption  that  these 
families  have  the  greatest  need.     However,  this  preference  may 
not  be  used  to  exclude  other  families  or  individuals  whose  needs 
and  conditions  qualify  them  for  participation  under  these  guide- 
lines . 

Eligibility  for  emergency  .assistance  under  this  program  shall 
be  determined  only  on  the  basis  of  these  guidelines  and  upon  such 
additional  criteria  established  by  the  grantee  as  approved  by  GEO, 
but  shall  not  be  limited  by  rules  and  regulations  issued  by  state 
or  local  governmental  authorities  for  the  receipt  of  welfare  or 
food  assistance.     Moreover,  emergency  assistance  provided  under 
these  guidelines  should  not  be  considered  income  for  purpose  of 
determining  eligibility  for,   or  level  of  participation  in,  other 
government  assistance  programs.     Any  instances  in  which  such 
assistance  is  considered  income  should  immediately  be  brought  to 
the  attention  of  the  State  Welfare  Agency  and  the  GEO  Regional 
Gffice,  who  will  report  to  the  Office  of  Health  Affairs,  GEO. 
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IV.     THE  FOOD  STAMP  PURCHASE  PROGRAM 

A  Food  Stamp  Program,  conducted  under  the  auspices  of  USDA, 
is  currently  in  operation  in  many  counties  in  the  U.S.     In  brief 
outline,  the  program  operates  as  follows:     The  USDA  establishes 
standards  for  financial  responsibility  and  security  arrangements, 
as  well  as  setting  the  cost  of  the  stamps.     The  State  Welfare 
Agency,  or  a  similar  state  agency,  pursuant  to  an  agreement  with 
USDA,  establishes  eligibility  criteria  based  on  participation  in 
federally-supported  public  assistance  programs  and  on  income  and 
liquid  assets.     Local  welfare  agencies  are  responsible  for  certi- 
fying applicants  as  eligible  to  participate  and  for  conducting 
the  issuance  and  sale  of  the  stamps.     The  purchaser  of  stamps  uses 
them  at  an  authorized  participating  grocery  store  or  other  provider 
of  food  supplies,  receiving  goods  whose  total  value  exceeds  the 
price  he  paid  for  the  stamps.     The  cost  of  stamps  and  the  value  of 
goods  which  they  may  purchase  are  based  upon  the  income  level  of 
the  purchase  (or  his  family)  and  on  the  number  of  members  in  his 
family.     More  complete  information  about  the  program  and  the  cost 
of  stamps  may  be  obtained  through  the  local  administering  office 
or  the  local  USDA  officer  in  charge  of  the  Food  Stamp  Program. 
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The  purpose  of  the  Food  Stamp  Purchase  Program 
described  below  is  to  provide  funds  for  the  purchase  of 
food  stamps  to  those  needy  persons  who  are  unable  to 
participate  in  an  existing  Food  Stamp  Program  because 
they  lack  the  resources  to  buy  the  stamps. 

Program  guidelines: 

1.  Agencies  eligible  to  conduct  this  program  (here- 
after called  grantees).     It  is  expected  that  CAAs  will  be 
the  grantees  in  counties  where  they  exist  and  will  either 
operate  the  programs  or  delegate  them  to  other  agencies  in 
the  community.     In  the  absence  of  a  CAA  grantee,  the  local 
welfare  office  will  ordinarily  be  the  grantee.  Other 
organizations  may  also  serve  in  this  capacity. 

2.  Program  content.     The  basic  duty  of  the  agency 
conducting  this  program  is  to  provide  funds  to  purchasers 
of  food  stamps.     In  all  cases,  this  should  be  done  through 
the  use  of  vouchers  as  described  in  Section  IX.     For  purposes 
of  the  Food  Stamp  Purchase  Program,   that  means  that  the 
administering  agency  must  enter  into  an  agreement  with  the 
local  agency  issuing  food  stamps  that: 

(1)  The  issuing  agency  will  accept  the  vouchers  in 
lieu  of  cash,  in  the  amount  shown  on  the  voucher,  when 
presented  by  certified  purchasers  of  food  stamps. 

(2)  The  issuing  agency  will  honor  only  vouchers  which 
are  completely  filled  out  and  bear  the  signature  of  the 
agents  designated  by  the  administering  agency  in  the  agree- 
ment to  perform  that  function. 

(3)  The  administering  agency  will  redeem  the  vouchers 
by  check  at  regular,  designated  intervals. 

The  administering  agency  should  not  impose  requirements 
or  conduct  its  operations  in  a  manner  which  makes  partici- 
pation difficult.     For  example,   it  should  not  require  personal 
visits  to  an  office  whose  location  or  business  hours  are  in- 
convenient . 
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In  addition,  the  administering  agency  should  conduct  a 
vigorous  outreach  and  education  program,  as  described  in  Section 
VIII  below,  and  should  make  extensive  use  of  the  volunteer 
"referral  agencies"  described  in  Section  IX. 

V.     THE  COMMODITY  DISTRIBUTION  PROGRAM 

Some  of  the  counties  chosen  to  receive  grants  under  these 
guidelines  will  not  have  a  Food  Stamp  Program,  but  will  have  a 
USQ\-sponsored  Commodity  Distribution  Program.     This  program  is 
also  conducted  through  agreements  with  state  agencies  and  ad- 
ministered by  local  welfare  or  similar  agencies »     Persons  certified 
as  eligible  by  the  local  welfare  office  receive  commodities  free 
of  charge o 

The  primary  functions  of  grantees  funded  under  these  guide- 
lines are  to: 

1)  Conduct  outreach  to  inform  the  public  of  the 
existence  of  the  program  and  identify  those 
persons  who  are  eligible  to  participate, 

2)  Aid  eligible  persons  to  become  certified  and  actually 
receive  assistanceo 

3)  Help  overcome  administrative  or  logistic  difficulties 
in  the  distribution  of  commodities  by,  for  example, 
establishing  additional  distribution  or  warehouse 
stations. 

4)  Conduct  an  education  program  with  respect  to  the 
storage  and  preparation  of  commodities  in  order 

to  increase  the  nutritional  value  of  participation 
in  the  program. 

In  counties  where  neither  a  Food  Stamp  nor  a  Commodity 
Distribution  Program  currently  exists,  a  grantee  may  be  able  to  set 
up  a  commodity  distribution  program  in  co-operation  with  USDA,  Such 
a  program  would  encompass  the  above  functions,  plus  the  additional 
general  administration  usually  undertaken  by  the  local  welfare  or 
other  governmental  administrating  body.     Potential  grantees  interested 
in  this  program  should  contact  the  nearest  District  Office  of  USDA 
for  complete  information. 
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VT.     OTHER  FOOD  ASSISTANCE  PROGRAMS 

Additional  programs  may  be  used  as  supplements  to 
the  above  programs,  as  major  components  in  areas  when 
the  above  programs  do  not  exist,  or,  in  unusual  cases, 
as  substitutes  for  the  above  programs.     Examples  oi 
additional  programs  are: 

a)  Direct  Payment  for  Food  Supplies 

This  program  is  designed  to  provide  basic 
foodstuffs  to  needy  persons  through  direct 
payments  to  providers  of  such  foodstuffs. 
The  CAA,  or  a  delegate  agency  of  the  CAA, 
will  enter  into  agreements  with  providers, 
wherein  the  providers  will  honor  vouchers 
issued  to  needy  persons  by  the  payment  agency 
and  then  will  be  reimbursed  by  the  payment 
agency  on  a  periodic  basis. 

In  selecting  providers  of  foodstuffs  to 
participate  in  this  program,  the  CAA  must 
treat  all  potential  participants  fairies  and 
may  not  arbitrarily  exclude  any  from  participation. 
However,  the  CAA.  should  make  sui*e  that  the 
charges  and  prices  of  each  part icipatiiig 
provider  are  competitive  with  other  potential 
providers  and  are  not  higher  for  those  presenting 
vouchers  than  for  other  customers.     Failure  to 
abide  by  these  principles  will  bt;  ^^rounds  for 
severing  the  agreement. 

b )  School  Lunch 

The  objective  of  this  program  is  to  provide  free 
school  lunches,  in  those  schools  which  are 
operating  a  USDA  School  Lunch  Program,  for  students 
who  are  not  participating  for  lack  of  funds  or 
are  participating  only  at  considerable  sacrifice 
to  the  nutritional  needs  of  the  other  members 
of  his  family. 

The  grantee  should  merely  arrange  for  the  school 
to  provide  free  me  iLs  for  those  sLuduiits  Vv/liich 
are  identified  by  the  school,  the  CAA  or  any 
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other  agency  designated  by  the  CAA  for  this 
purpose,  as  in  need  of  the  free  meals.  The 
CAA  would  then  reimburse  the  school  on  a  regular 
periodic  basis. 

Measures  should  be  taken  to  prevent  disclosure 
of  the  individual  identity  of  anyone  receiving 
free  meals.     The  USDA  can  provide  guidance  on 
suitable  mechanisms  for  doing  this. 

c)     Other  Programs 

Grantees  may  submit  other  programs  or  components 
designed  to  meet  the  particular  needs  of  other 
communities.     For  example,  these  may  include 
consumers'  cooperatives  or  educational  services 
aimed  at  maximizing  the  nutritional  and  monetary 
values  achieved  in  the  selection  and  preparation 
of  food.     While  time  does  not  allow  for  extensive 
planning  of  new  programs  for  this  fiscal  year, 
the  CAAs  should  begin  determining  the  specific 
needs  of  their  communit ie;i  and  should  seek  new 
ideas  for  programs  designed  to  meet  those  needs. 

VII.     MEDICAL  SERVICES 

Emergency  medical  services  can  be  provided  to  correct 
specific  health  problems  that  are  directly  caused  by  or 
directly  related  to  malnutrition,  starvation  and  hunger. 
Services  may  include  diagnosis  and  therapy,  drugs  and 
appliances . 

Upon  identification  of  individuals  or  families  eligible 
for  emergency  food  assistance,  determination  should  also 
be  made  regarding  the  need  for  emergency  medical  services. 
In  cases  where  there  is  a  probable  need  for  medical 
services,  a  preliminary  evaluation  should  be  obtained 
from  a  health  worker  and  referral  for  medical  care 
initiated  without  delay,  if  determined  necessary.  The 
preliminary  evaluation  may  be  performed  by  a  member  of 
the  local  health  department,  visiting  nurse  association. 
Head  Start  medical  consultant,  or  any  other  health  worker 
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judged  competent  by  the  grantee  agency  to  determine  that 
a  medical  problem  may  exist  and  that  there  is  a  need  for 
formal  medical  evaluation  by  a  physician.     In  such  a 
case,  referral  for  medical  services  should  be  made. 
The  grantee,  as  part  of  its  over-all  Emergency  Food  and 
Medical  Services  Program,  should  establish  arrangements 
within  the  county  to  have  such  medical  services  available 
on  an  as-needed  basis.     Wherever  possible,  existing 
government  supported  medical  care  programs  should  be 
utilized  for  this  purpose.     Included  among  these  programs 
are : 

a)  Medicare  (Title  XVIII) 

b)  Medicaid  (Title  XIX) 

c)  Head  Start  and  other  OEO  health  services 

d)  Maternal  and  infant  Care  Programs 

e)  Other  health  care  services  supported  by 
welfare  and  health  department  funds. 

In  instances  where  a  needy  individual  is  not  eligible 
or  is  otherwise  unable  to  participate  in  the  existing 
medical  care  programs,  or  where  only  partial  care  is 
obtainable,  the  grantee  agency  should  make  direct 
arrangements  with  local  hospitals,  ambulatory  clinics, 
and/or  private  medical  practioners  to  provide  services 
in  accordance  with  the  reimbursement  voucher  procedure 
described  in  Section  IX,  below. 

In  providing  medical  services  under  this  program 
every  caution  must  be  taken  to  assure  that  only  such 
medical  services  are  provided  as  are  required  to  correct 
health  problems  presumed  to  be  related  to  malnutrition 
and  that  the  charges  for  such  medical  services  are 
reasonable  and  comparable  to  the  costs  for  similar 
services  in  the  community  involved. 

VIII.     OUTREACH  AND  EDUCATION 

Each  program  funded  under  these  guidelines  should 
include  an  outreach  and  education  element  designed  to 
contact  and  assist  the  potential  recipients  of  the 
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Emergency  Food  and  Medical  Services  Program.     The  staff 
of  the  grantee  shall  include  specifically  designated 
outreach  people  to  carry  the  major  part  of  the  effort 
involved  in  reaching  all  eligible  households,  but  all 
members  of  the  staff  should  assist  them  in  their  efforts. 
In  addition,  there  are  many  willing  and  capable  agencies 
and  organizations  in  the  community  which  can  render 
valuable  outreach  services  and  should  be  called  upon  to 
do  so  . 

To  supplement  the  efforts  of  outreach  personnel, 
every  effort  should  be  made  through  the  use  of  newspapers, 
radio  and  television,  to  inform  the  target  population 
about  this  and  other  government  food  and  medical  programs. 
Meetings'  should  be  organized  in  churches  and  schools, 
and  notice  of  the  program  can  be  distributed  to  Head  Start 
children  in  order  that  the  message  can  be  taken  to  the 
home . 

The  outreach  program  shall  assist  people  to  obtain 
^eligibility  and  to  participate  in  all  existing  government 
assistance  programs  administered  by  the  CAA,  welfare 
and  health  departments,  social  security,  job  training, 
and  housing.     This  may  be  the  first  time  a  CAA  has 
contacted  some  of  these  people  and  it  will  be  an  excellent 
opportunity  to  inform  and  involve  them  in  the  full  range 
of  assistance  offered  by  the  government.     Whenever  the 
outreach  element  locates  a  family  which  appears  to  be 
eligible  to  participate  in  existing  government  assistance 
programs  but  has  not  been  certified  for  participation 
by  the  appropriate  local  authority,  the  grantee  should 
make  provisions  to  have  this  done  and  to  follow-up 
by  checking  for  post-certification  participation. 
Normally,  a  staff  member,  nonprofessional  aide,  or 
volunteer  should  be  assigned  to  accompany  the  head  of 
this  family  to  the  Welfare  oiiicei  or  other  local  authority 
to  attempt  to  have  the  family  certified. 

1 .     Outreach  personnel 

The  outreach  people  and,  when  possible,  the 
community  action  staff  will  be  expected  to 
travel  through  the  designated  areas  informing 
people  of  existing  government  assistance  programs. 
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including  the  Emergency  Food  and  Medical 
Services  Program,  and  where  to  apply  for 
certification  and  assistance.     In  instances 
where  the  CAA  has  other  program  components 
which  utilize  outreach  personnel,  it  is 
expected  that  they  will  be  utilized  to  the 
maximum  extent  possible  in  support  of  this 
program.     Additional  personnel  will  be  considered 
for  employment  under  this  program  only  if 
existing  employees  now  hired  cannot  adquately 
serve  the  expected  recipients. 

2 .  Recipient  Education 

The  grantee  should  involve  the  Head  Start 
nutritionist,  the  Home  Economist  of  the 
local  USDA  extension  service,  the  school 
lunch  manager,  the  county  school  lunch  director, 
if  applicable,  the  county  health  office,  and 
volunteer  services  of  interested  people  to 
teach  and  assist  the  recipients  of  food 
assistance  programs  in  nutrition,  including 
the  selection  and  preparation  of  food.  There 
should  be  a  follow-up  program  with  the 
recipients  to  increase  their  knowledge  about 
good  shopping  and  home  health  practices. 

3 .  Volunteer  Services  and  Facilities 

Volunteer  groups  and  teams  can  be  of  great  help. 
Wherever  possible,  volunteer  groups  recruited 
from  such  sources  as  churches,  civic  groups. 
Scout  troops,  Future  Farmers  of  America, 
labor  unions,  businessmen  groups,  and  others 
in  the  community  should  be  mobilized  to  assist 
the  CAA  in  searching  out  and  working  with  the 
target  population.     Space  and  equipment  should 
be  donated  by  local  sources.     Any  available 
CAA  space  and  equipment  should  be  used. 

IX.     VOUCHER  PROCEDURES 

In  those  programs  providing  direct  monetary  assistance 
to  needy  persons,  a  system  of  vouchers  may  be  substituted 
for  cash  payments.     The  voucher  system  would  operate  as 
follows : 
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(A)     Payment  Agency 

It  is  anticipated  that  in  most  cases  that  CAA 
would  be  the  payment  agency,  but  the  CAA  may 
designate  a  delegate  agency  or  any  other 
suitable  agency  in  the  community,  subject  to 
the  consent  of  the  OEO  Regional  Office. 

The  primary  functions  of  a  payment  agency  are: 

(1)  To  enter  into  agreements  with  local 
suppliers  of  food  and  medical  services 
(in  the  case  of  the  Food  Stamp  Purchase 
Program,  this  would  be  the  local 
welfare  agency  authorized  to  issue 
stamps  by  the  USDA) . 

(2)  To  receive  funds,    disburse  and  redeem 
vouchers,  and  disburse  cash. 

(3)  To  maintain  fiscal  accounts  and  program 
accountability . 

(4)  To  collect  program  data  and  to  prepare 
and  submit  periodic  reports  to  the 
OEO  Regional  Offices  on  the  level  of 
participation  and  the  extent  of 
unmet  needs. 

(5)  To  perform  outreach  activities  to 
identify  persons  and  families  in  need 
of  food  and  medical  assistance. 

(6)  To  attempt  to  qualify  the  needy  persons 
for  regular  government  assistance 
programs  or  for  participation  in  other 
available  assistance  programs. 

Normally,  the  CAA  will  be  responsible  for  program 
planning  and  appraisal,  and  for  follow-up  on  needy 
persons  to  seek  correction  of  economic  and  other  barriers 
or  deficiencies.     However,  in  those  instances  where  the 
payment  agency  is  not  the  CAA,  these  functions  may  also 
be  performed  by  the  payment  agency. 
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(B)  Referral  Agencies 

In  order  to  assist  the  payment  agency  in 
reaching  as  many  needy  persons  as  possible, 
additional  agencies  may  be  designated  as 
referral  agencies  to: 

(1)  Perform  outreach  activities. 

(2)  Prepare  applications  for  assistance 
and  issue  the  initial  voucher,  and 

\       refer  the  person  to  the  payment 
agency  for  continued  assistance. 

(3)  Attempt  to  qualify  the  needy  person 
for  other  assistance. 

Efforts  should  be  made  to  include  all  local 
government  welfare  and  health  agencies  as 
referral  agencies.     Other  good  examples  are 
local  schools  and  school  district  offices  and 
local  offices  of  the  Social  Security 
Administration.     In  addition,  non- government 
organizations  such  as  churches  and  civic 
organizations  are  eligible  to  perform  these 
functions . 

Authorization  to  perform  the  functions  of  a 
referral  agency  may  be  obtained  merely  by 
requesting  it  from  the  CAA,  the  payment 
agency  or  the  OEO  Regional  Office, 

(C)  Forms  and  Procedures 

Sample  forms  for  the  request  for  assistance  and 
the  voucher  are  attached  as  Exhibits  2  and  3. 
Procedures  should  be  as  simple  as  possible. 
The  initial  voucher  should  be  issued  on  the 
applicants  self-certification  of  his  need, 

X.     BONDING  AND  INSURANCE 

Staff  members  of  grantee  who  handle  funds  of  this 
Program  must  be  bonded.     Insurance  against  theft, 
accidental  loss  or  destruction  of  funds,  commodities  and 
tangible  goods  should  also  be  obtained.     Any  cash  in  the 
agency's  possession  must  be  promptly  deposited  in  the 
agency ' s  bank  account . 
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XI.  LOCAL  COORDINATION 

The  CAA,  and  any  other  grantee  or  payment  agency, 
should  establish  a  cooperative  relationship  with  all 
local  welfare  offices  responsible  for  certifying  persons 
for  eligibility  to  participate  in  food  assistance  programs, 
in  order  that  persons  identified  by  the  grantee  as  needy 
are  quickly  certified  and  that  obstacles  or  delays  in 
the  certification  process  are  removed,'  Arrangements 
can  be  made  whereby  the  welfare  office  will  certify 
eligibility  immediately  upon  the  request  of  a  grantee 
and,  if  a  prompt  follow-up  reveals  that  the  person 
certified  was  ineligible,  the  grantee  shall  reimburse 
the  welfare  agency  for  any  assistance  expended  on  the 
ineligible  recipient. 

Should  difficulties  in  coordination  occur  between 
the  CAA  or  grantee  and  any  local  government  agencies 
administering  food  and  medical  assistance  programs,  the 
matter  should  be  promptly  called  to  the  attention  of 
the  OEO  Regional  Office. 

XII.  REPORTING 

A  monthly  report  (See  Exhibit  4)   shall  be  prepared 
in  duplicate  by  every  payment  agency  and  be  submitted 
no  later  than  five  working  days  after  the  end  of  each 
month,  one  copy  directly  to  the  OEO  Regional  Office 
and  the  other  copy  directly  to  the  Office  of  Health  Affairs, 
OEO,  Washington,  D.  C. 

The  information  required  is  not  so  extensive  as  to 
cause  hardship,  but  does  require  keeping  records  up  to 
date.     It  is  believed  that  a  well-planned  form,  executed 
by  the  staff  the  first  time  assistance  is  granted  and 
kept  current  by  noting  each  time  additional  assistance 
is  given,  will  provide  a  simple,  yet  adequate  system  of 
data  collection. 

This  form  could  be  the  same  one  used  as  the  request 
for  services  form.     Exhibit  2  is  a  sample  form  designed 
to  serve  both  needs,  particularly  if  pages  1  and  2  are 
printed  back-to-back  on  stiff  paper. 
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XIII.  HOW  TO  APPLY 

An  GEO  grant  application  must  be  completed  and 
submitted  to  the  appropriate  OEO  Regional  Office  having 
geographical  jurisdiction  for  the  county  or  counties  to 
be  served.    The  application  shall  consist  of: 

a)  CAP  Form  1,  with  all  items  filled  in  and  signed 
by  the  appropriate  officer  of  the  applicant 
agency,  and  a  CAP  Form  4,  if  not  previously 
submitted. 

b)  CAP  Form  7 ,  with  work  program  attached 

c)  CAP  Form  11 

d)  CAP  Form  23  -  (Two  pages)  -  Budget  Forms 

e)  A  description  of  all  existing  food  and  medical 
care  assistance  programs  within  the  county  or 
counties  to  be  served  and  a  generalized  estimate 
on  the  universe  of  need  and  that  portion  of  the 
need  which  proposed  emergency  program  will  serve. 

Six  copies  of  the  completed  application,  inc luding 
the  original,  shall  be  submitted  to  the  appropriate 
OEO  Regional  Office.     Each  applicant  must  also  submit 
one  information  copy  of  its  application  to  the  OEO 
Office  for  Health  Affairs,  1111  -  18th  Street,  N.  W. , 
Washington,  D.  C.  20506,  and  one  information  copy  of  the 
application  to  the  Governor  of  the  State  (Attention: 
State  Technical  Assistance  Agency)  at  the  same  time 
the  submission  is  made  to  OEO. 

XIV.  BUDGET 

Referral  agencies,  both  government  and  non-government, 
will  not  be  granted  financial  support  to  cover  adminis- 
trative costs  of  locating  and  initiating  assistance  for 
needy  individuals.    This  is  intended  to  be  a  voluntary 
activity  to  be  conducted  as  part  of  their  normal  on-going 
operations,  whether  it  be  a  local  welfare  or  health 
department,  or  a  school  or  church  organization. 
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Budget  for  a  Community  Action  Agency  or  Other  Payment 
Agency 

Each  county's  program  must  be  specifically  tailored 
to  county  needs  and  conditions.     The  size  of  a 
budget  will  depend  upon  the  services  to  be  provided, 
including  the  extent  to  which  existing  programs, 
agencies,  facilities,  and  services  can  be  utilized 
for  the  provision  of  food  and  health  services  and, 
of  course,  upon  the  estimated  number  of  individuals 
to  be  served.     Because  the  funds  available  in  FY  1968 
are  rather  limited,  budgets  must  be  carefully  prepared 
on  the  basis  of  a  reasonably  accurate  estimate  of 
the  need  in  each  county,  and  grantees  must  strive 
to  utilize  existing  personnel,  space  and  equipment 
wherever  possible,  in  order  that  emergency  funds 
can  be  used  directly  to  assist  the  needy  rather 
than  to  support  overhead  costs. 

The  following  information  should  be  considered 
when  preparing  the  budget : 

a)  There  is  no  requirement  of  matching  non-Federal 
funds.     The  non-Federal  share  is  automatically 
waived  for  all  programs  funded  under  these 
guidelines . 

b)  This  program  will  not  pay  for  the  purchase 
of  permanent  equipment  costing  more  than 
$50  out  of  funds  for  the  Emergency  Food 
and  Medical  Services  Program. 

c)  This  program  will  approve  requests  for  staff 
salaries  only  in  accordance  with  the  following 
schedule  of  rates: 

POSITION  RATES 

Outreach  Supervisor  (full  time)     Not  to  exceed 
(to  conduct  outreach  and  $400  per  month 

and  to  supervise  other 
Outreach  Workers) 


Outreach  Personnel  (full  time)       $1.60  per  hour 

(not  to  exceed 
$300  per  month) 
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POSITION  RATES 

Clerk  Typist  (full  time)  $1.60  per  hour 

(not  to  exceed 
$300  per  month) 

d)  Travel 

Travel  expenses  for  outreach  activities 
should  be  included  in  the  budget  proposal. 
It  is  essential  that  these  people  travel  into 
the  isolated  areas  of  the  counties  and 
disseminate  information  concerning  the 
Emergency  Food  and  Medical  Services  Program. 
They  will  also  be  expected  to  assist  the 
families  in  getting  to  and  from  certifying 
and  issuing  agencies  in  the  case  of  food 
stamp  programs,  and  to  the  food  distribution 
center,  in  the  case  of  commodity  distribution 
programs . 

e)  Space  Costs  and  Rentals 

Whenever  possible,  existing  space  within  the 
CAA  offices  should  be  utilized  for  the  Emergency 
Food  and  Medical  Services  Program.  In 
instances  where  the  CAA  central  office  is 
located  in  a  county  other  than  the  one  being 
served,  space  within  the  county  being  served 
should  be  provided . 

f)  Consumable  Supplies 

Office  supplies,  printed  record  forms,  etc., 
should  be  included. 

g)  Rental,  Lease,  or  Purchase  of  Equipment 

Any  equipment  that  is  not  being  currently  used 
full  time  in  existing  programs  should  be  made 
aval Lable  for  use  by  the  Emergency  Food  and 
Medical  Services  Program.     This  would  include 
such  items  as  desks,  chairs,  work  tables, 
filing  cabinets,   typewriters,  adding  and 
mimeograph  machines. 
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Exhibit  1 


OUTLINE  OF  PROGRAMS 


1.  The  overall  Emergency  Food  and  Medical  Services  Program  will 
be  funded  in  FY  1968  at  a  level  of  $10  million. 

2.  Definition  of  malnutrition  and  starvation  will  be  as  follows: 
An  eligible  individual  is  one  who: 

a.  Has  been  certified  by  a  doctor  or  other  appropriate 
health  representative  to  be  starving  or  suffering 
from  malnutrition  and  is  presumed  to  lack  sufficient 
resources  to  correct  the  condition;  or 

b.  Has  been  found  by  the  local  Community  Action  Agency 
or  other  designated  agency  to  have  such  limited 
resources  to  buy  food  that  he  is  in  urgent  need  and 
immediate  danger  of  suffering  from  starvation  or 
malnutrition;  or 

c.  Is  a  child  or  member  of  a  family  certified  by  the 
schools  as  coming  to  school  hungry  and  his  family 
financial  circumstances  known  to  the  school,  are 
likely  to  lead  to  starvation  or  malnutrition;  or 

d.  Is  known  to  a  health  agency  or  other  competent 
service  agency  to  be  hungry  or  malnourished  and 
his  family  financial  circumstances  known  to  the 
agency,  are  likely  to  lead  to  starvation  or  mal- 
nutrition. 

3.  Emergency  medical  care  is  defined  as  follows: 

Emergency  medical  care  provides  those  services 
related  to  correcting  specific  health  programs 
that  are  caused  by  or  related  to  malnutrition, 
starvation,  and  hunger. 

Services  would  include  diagnosis  and  therapy, 
drugs  and  appliances. 
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4.  Expenditures  under  this  Program  will  be  limited  to  temporary 
assistance  only.     Temporary  is  normally  defined  as  a  period 

up  to  12  months  during  which  malnutrition  or  starvation  persists 
or  during  which  there  is  a  serious  risk  of  their  occurrence 
or  recurrence.     Emergency  medical  care,  however,  may  continue 
as  long  as  it  is  necessary  to  fully  correct  the  conditions 
defined  under  3  above. 

5.  The  components  of  the  overall  Emregency  Food  and  Medical 
Services  Program  will  be  offered  Nationwide  covering  both 
rural  and  urban  areas.     For  some  components,  specific  areas 
will  be  selected. 

6.  Component  programs  of  the  overall  Emergency  Food  and  Medical 
Services  Program  will  be  administered  in  various  ways .  In 
some  cases  component  programs  will  be  administered  directly 
by  the  Department  of  Agriculture  and  DREW  through  transfer  of 
funds  from  OEO.     In  each  case,  specific  program  outline  will 
be  developed  for  each  component  program  by  the  responsible 
agency,  subject  to  review  and  approval  by  representatives  of 
the  three  agencies.     Involvement  of  CAA's  will  be  assured 
wherever  feasible. 

7 .  Program  Component  1. 

$5  million  will  be  allocated  for  expenditures  in  those  portions 
of  the  Country  designated  by  OEO  as  constituting  the  neediest 
counties  or  localities.     While  some  of  the  funds  may  be  spent 
for  administrative  costs,  this  should  be  minimized  whenever 
possible  in  order  that  the  emergency  funds  can  be  used  directly 
to  assist  the  needy  in  the  actual  purchase  of  food  and  medical 
care.     In  no  case  should  administrative  expenses  exceed  20 
percent  of  program  costs  without  approval  from  OEO. 

8.  In  counties  served  by  Program  Component  1,  normally,  the  local 
Community  Action  Agency  will  serve  as  the  authorized  agency. 
In  the  absence  of  a  CAA ,  welfare  departments  would  ordinarily 
serve  as  the  authorized  pajmient  agency.     But,  any  other  agency 
may  be  authorized  to  make  payments  under  this  Program,  e.g., 
public  or  voluntary  non-profit  agency,  including  but  not 
limited  to  schools,  churches,  hospitals  and  clinics,  social 
service  agencies,  and  police. 

9.  Under  Program  Component  1,  the  local  agency  providing  food 
assistance  for  a  family  will  secure  it  in  accordance  w ith 
these  priorities:     First,  authorize  entry  in«-o  a  food  stamp 
or  commodity  distribution  program,  where  one  exists.  Second, 
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authorize  entry  or  buy  into  any  organized  feeding  program  in 
the  community  School  Lunch,  Head  Start,  Senior  Citizens,  or 
other.     Presumably,  in  these  cases,  funds  for  other  sources 
of  food  would  also  have  to  be  provided.     Third,  provide  funds 
through  a  reimbursable  voucher  procedure  to  the  needy  person 
with  which  to  purchase  food  in  the  ordinary  fashion. 

10.  At  the  same  time  that  arrangements  are  made  for  food  assistance, 
medical  services  should  be  arranged  for  if  needed.     The  cost 

of  such  medical  services,   including  medical  evaluation  and 
subsequent  treatment,  should  be  borne,  wherever  possible, 
out  of  Medicare,  Medicaid,  and  such  clinics,  health  centers 
and  hospitals,  as  are  available  for  the  purpose.     Costs  for 
services  may  otherwise  be  met  from  emergency  funds. 

11 .  Program  Component  2. 

$700,000  will  be  allocated  to  DA  by  OEO  to  permit  them  to 
provide  free  food  stamps  for  individuals  currently  eligible 
for  participation  in  existing  food  stamp  programs  at  the 
$   .50  per  capita  level. 

12 .  Program  Component  3. 

$1  million  will  be  allocated  by  OEO  to  DA  to  provide  for  free 
lunches  to  needy  children  in  schools  where  lunch  programs  now 
exist  and  which  are  not  located  in  areas  served  by  Program 
Component  1.     Communities  where  an  adequate  free  school  lunch 
program  now  exists  would  be  excluded  from  this  program.  DA 
will  advise  OEO  as  to  the  areas  selected  for  the  program. 

13 .  Program  Component  4. 

$500,000  will  be  allocated  by  OEO  to  DA  to  provide  for  temporary 
operations  administrative  costs  to  accelerate  the  activation 
of  Commodity  Distribution  and  Food  Stamp  programs  in  areas  where 
local  officials  have  been  unable  to  make  arrangements  for  the 
operation  of  a  food  assistance  program  and  where  local  officials 
have  initiated  positive  action  through  legislative  and/or 
appropriation  channels  and  have  a  date  established  for  implementa- 
tion of  the  program.     No  commitments  of  funds  will  be  made  for 
any  period  beyond  December  30,  1968. 
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14 .  Program  Component  5. 

$500,000  will  be  allocated  by  GEO  to  extend  Head  Start  feeding 
programs  to  iaclude  additional  members  of  the  family  wherever 
feasible  in  areas  of  hard  core  poverty  not  served  by  Program 
Component  1. 

15 .  Program  Component  6. 

$1.3  million  will  be  set  aside  for  special  programs  to  be 
undertaken,  such  as  diet  supplements,  health  services,  feedings, 
outreach,  education  programs,  medical  services,  and  demonstra- 
tions.    These  will  include  assistance  to  high  risk  population 
groups  such  as  the  aged,  infants  and  children,  migrants,  and 
Indians,  and  to  communities  and  other  population  groups  where 
the  most  serious  problems  of  starvation  and  hunger  exists 
and  not  served  by  other  Program  Components. 

16 .  Program  Component  7 . 

$1  million  will  be  set  aside  to  meet  the  need  of  malnourished 
or  starving  persons  any  place  in  the  country  for  whom  other 
components  do  not  provide  a  suitable  vehicle. 
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Preliminary-  Subject  to  Bureau  of  the  Budget  approval. 

Exhibit  #2 

REQUEST  FOR  EMERGENCY  FOOD  AND  MEDICAL  SERVICES 
Name:   Date:  


Address:  Age: 


White/  /  Negro/  /  Other  /_/  Check  here  if  you  have  a  Spanish  Surname  /_/ 
No.  of  persons  in  family:  


List  members  of  family  by  age:  Current  Monthly  Income: 

1.  2.  Sources: 


Est.  Income  for  Past  12  Months 

3.  4. 


Sources: 

5.   6. 


Food  Assistance  Indicate  (Check)  those  Food  Assistance  Programs  that  exist 
in  the  geographical  area  and  if  applicant  is  ineligible  or 
unable  to  use  them  give  the  reacauu. 


Food  Stamp 

/~ 

Welfare--ADC,  PA,  etc. 

/I 

School  Lunch 

n 

Head  Start 

n 

Other  (Describe) 

n 

Medical  Assistance    Indicate  (Check)   those  Food  Assistance  Programs  that  exist 
in  the  geographical  area  and  if  applicant  is  ineligible  or 
unable  to  use  them  give  the  reason. 

Medicare                                                  /  / 

Medicaid 

1 1 

Other  Welfare  Department 

1 1 

Health  Department 

n 

OEO  Health  Service 

1 1 

Other  (Describe) 

1 1 

Applicant:  I  hereby  certify  that  the  information  provided  above  Is  true  and 
complete  to  the  best  of  my  information  and  belief.     I  further  certify  that  I 
lack  personal  resources  to  satisfy  food  and  hellfh^relatfe'd  needs'.  , 


Date 


Signature  or  Mark 
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Preliminary-  Subject  to  Bureau  of  the  Budget  approval. 

Referral  Officer:     I  hereby  certify  that  the  above  named  person  is  in  need  of 
the  following  emergency  assistance  and  that  such  assistance  is  not  available 
from  other  existing  government  assistance  programs. 

/  /      Food  assistance  (Describe)  

/  /      Medical  assistance  (Describe)  

T  have  initiated  emergency  assistance  by: 

/  /      Issuing  Voucher  Number  For  $   (Copy  Attached) 

/  /      Giving  a  Cash  Payment  of  $  

/  /      Referred  Applicant  to  

/  /      Other  (Describe)  

Additional  emergency  assistance  may  /  /  may  not  /  /be  needed.  Followup 
action  is  to  be  taken  by: 

/  /      Myself  as  Referral  Officer   

  Signature  of  Referral  or  Payment 

/  /      The  Authorized  Payment  Agency  Agency  Officer 

/  /      Other  (Describe)   

Name  of  Referral  and/or  Payment 
Agency 


Date 

(Note:    When  prepared  by  a  certifying  agency,  this  form  is  to  be  submitted  without 
delay  to  the  authorized  payment  agency). 


Date 

Amount 
Granted 

Voucher  Number  or  Signature  of 
Recepient  if  Cash  Given 

Purpose  of 
Grant 

Signature  of 
Issuing  Agent 
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Exhibit  #3 

SAMPLE  VOUCHER  FORM 

'  Preliminary-  Subject  to 

Bureau  of  the  Budget  approval.   

This  will  authorize  

(Name  of  Provider) 

to  charge   $  

(Name  of  Payment  Agency) 

for  the  provision,  of  

(Describe  Food  or  Medical  Services  to  be  Provided) 


(Name  and  Address  of  Needy  Person) 
for  the  period  .  1968.    This  is  pursuant  to  the 

agreement  between 

(Name  of  Authorized  Payment  Agency) 

and  the  above  named  provider. 


Signature  of  Authorized  Agent  for 
Certifying  or  Payment  Agency 


Date 
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EXHIBIT  #4  ' 

Preliminary-  Subject  to 

_  ,     .  ,  Report  for  Month  of   ,1968 

Bureau  of  the  Budget  approval.  i 


EMERGENCY  FOOD  AND  MEDICAL  SERVICES  PROGRAM 


State   County 


(Separate  report  for  each  county) 

Name  and  Address  of  Grantee: 


Enter  Data  for  Reporting  Month  Only 


White 

Negro 

Sp.  Sur. 

Other 

Total 

Total  Individuals  Assisted 

Total  Families  Assisted 

—  r-  —  —  ;  — 7-  

Total  Number  Individuals  Assisted  by  Age: 

0-5 

D    -    i  J 

16  -  21 

45  -  64 

oj  and  Over 

Total  Individuals  Assisted  by  Family  Income: 

No.  above  OEO  Poverty  Line 

No.  below  OEO  Poverty  Line 

$  1-499 

500  -  1,499 

1,500  -  1,999 

2,000  -  More  below 

Total  Individuals  Assisted  by  Size  of  Family: 
Self  Only 

2  -  4 

5-7 

8-10 

11  -  13 

14  -  16 

16  and  Over 

Number  of  Individuals  for  which  eligibility 
for  Other  Government  Programs  was  Obtained: 

Food  Stamp  Program 

Commodity  Distribution  Program 

School  Lunch  (free) 

1 

Aid  to  Dependent  Children 

Old  Age  Assistance 

Social  Security  -  Survivor  Benefits 

1 

Medicare 

Medicaid 

Other  Welfare  Services 

Other  Health  Services 

Other  (Describe) 

 1 

 J  
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Pr^Hminary-  S^ject  to 


White 

Negro 

Sp.  Sur. 

Other 

Total 

Total  Individuals  Assisted  During  Month 
by  Length  of  Time  in  Program: 

Under  1  Month 

1  to  2  Months 

2  to  4  Months 

4  to  6  Months 

Over  6  Months 

For  Reporting  Month 

For  Year  to  Date 

Total  Funds  Expended 

Balance  Uncommitted  Funds 

Balance  Unexpended  Funds 

Funds  Given  in  Form  of  Grants  for: 
Purchase  of  Food  Stamps 

NO.  IND. 

FUNDS 

NO.  IND. 

FUNDS 

Outright  Purchase  of  Foodstuffs 

Transportation  to  Obtain  Foodstuffs 

Purchase  of  School  Lunches 

Medical  Assistance 

Other  (Describe) 

Funds  Spent  for  Outreach  and  Education 

Comments:     (Please  report  on  any  problems,  or  any  suggestions  you  may  have  to 
improve  program,  including  needs  which  cannot  be  met  and  the 
reasons  why.) 


DATE 


SIGNATURE  OF  OFFICIAL  GRANTEE 
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Exhibit  #5 


STATE 

OR  INDEX 

Alabama 

115 

Alaska 

75 

Arizona 

123 

Arkansas 

.  109 

Colorado 

200 

Florida 

175 

Georgia 

I- 

157 

Kentucky 

99 

Louisiana 

134 

Mississippi 

86 

Missouri 

135 

New  Mexico 

128 

North  Carolina 

152 

North  Dakota 

166 

Oklahoma 

180 

South  Carolina 

119 

South  Dakota 

197 

Tennessee 

153 

Texas 

164 

Virginia 

194 

West  Virginia 

215 
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STATE  POVEim'  POPULATION  PARTICIPATION 


ALABAMA 

290,600 

91,900 

ALASKA 

ARIZONA 

19,100 

300 

ARKANSAS 

326,800 

63,688 

COLOilADO 

2,700 

455 

FT  ORTDA 

40, 100 

7,246 

GEORGIA 

189,-600 

44,847 

KENTUCKY 

372,100 

85,041 

LOUISIANA 

269,200 

,44,084 

MISSISSIPPI 

525,000 

222,045 

MISSOURI 

76,800 

21,772 

NEW  MEXICO 

57,200 

12,344 

457  100  ft 

,             ,    39  851 

NORTH  DAKOTA 

3,700 

2,350 

OKT  .\H^M^ 

24,500 

l4 , 540 

SOUTH  CAROLINA 

331,000 

19,044 

SOUTH  DAKOTA 

6,500 

•  10,692 

TENNESSEE 

195,900 

44,586 

TEXAS 

62,100 

34,969 

VIRGINIA 

75,200 

4,021 

WEST  VIRGINIA 

28,200 

10,622 

TOTAL 

3,353,400 

774,397 
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ALASKA 

POVERTY  FOOD  PROGRAM 

COUNTY  CR  POPUIATIOM  PARTICIPATION  AGENCY 


KOBUK  148 
WADE  HAMPTON  2 


ARIZONA 

APACHE  123  19,100  C-300  CAA 
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ALABAIIA, 


POVi'RTV    '  FOOD  PRDCKiVM 


CO'JN'TY 

CR 

rUrUL  iUiN 

rAK  J  J.L  LrA  J.  i 

BAPBOUR 

63 

16,400 

C-7,900 

BULLOCK 

128 

9,700 

S-3,600 

BUTLER 

95 

15,500 

C-6,000 

CHOCTAW 

154 

11,200 

S-D 

"CONECUH 

91 

11,500 

C-5,500 

CRENSHAW 

170 

9,800 

C-S 

DALJAS 

73 

S-6,900 

GREENE 

29 

10,700 

•  S-4,200 

HAT£ 

35 

14,400 

S-3,800 

HENRY 

162 

10,000 

C-S 

JACKSON 

251 

19,400 

C-3,300 

LAWRirNCE 

241 

14,100 

C-4,800 

LIl-IESTON'E 

186 

18,300 

C-3,800 

LCWNDES 

22 

12,200 

C-S 

MACON 

158 

14,500 

C-8,500 

MARENGO , 

61 

17,800 

C- 10, 000 

M0:IR0E 

103 

14,300 

C-7,400 

MONTGOMERY 

211 

S-D 

PERRY 

64 

12,600 

S-3,200 

PICKENS 

180 

12,900 

PIKE 

i04 

15,700 

S-D 

RUSSELL 

109 

S-D 

SUMTER 

48 

15,000 

S-D 

WILCOX 

38 

14,600 

C-9,200 

'  c 


440 


FEDERAL  ROLE  IN  HEALTH 


ARKANSAS 


CO'JMV 

CR 

POVERTY 
POl'ULVnOM 

FOOD  PROGRAM 
Pi-\RTICIPATfOM 

AGEi 

CHICOT 

207 

12,700 

C-5,800 

CRITTENDEN 

3 

30,300 

S-7,196 

CROSS 

89 

12,000 

S-1,400 

CAA 

DESHA 

86 

12,900 

C-2,765 

FULTCN 

210 

4, 100 

C-1,152 

CAA 

JEFFERSON 

204 

S-4,471 

LEE 

24 

15,400 

S-4,218 

PA  A 

LINCOLN 

83 

8,400 

■S-1,426 

MADISON 

218 

5,600 

C-1,114 

CAA 

MISSISSIPPI 

72 

41,300 

S-7,353 

CAA 

MONROE 

117 

11,300 

S-2,58a 

CAA 

43 

4,400 

C-1,820 

CAA 

PHILLIPS 

17 

27,900 

S-8,203 

CAA 

POINSETT 

88 

18,000 

S-2,742 

S^CY 

233 

5,200 

C-1,631 

CAA 

SHARP 

226 

4,000 

C-  841 

CAA 

ST.  FRAIICIS 

15 

23,000 

S-6,241 

CAA 

STONE 

120 

4,400 

C-1,463 

CAA 

WOODRUFF 

129 

9,400 

C-1,257 
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POVERT:  FOOL)  I'KOGRAi^l 

cou^:rY  CK  pofuj.aTIOn  participation  agkncy 


COSTILLA  200  2,700  S-455  GAA 


FLORIDA 

GADSDEN  119  21,700  C-7,246  CAA 

JACKSOM  232  18,400 


FEDERAL  ROLE  IN 


HEALTH 


GEORGIA  ■ 

I'OVr.RfV  FOOD  PRUGKA.M 

.9.^yj*JX^_  CR  ^iiyi"-\!i'l*-l-'  PAUTlClI'ATfON  ,  AGF.NCY 


ATKINSON 

77 

4,400 

C-1,642 

CAA 

BAKER              ■  ■ 

39 

3,300 

C-1,547 

CAA 

BROOKS 

173 

10,000 

C-2,864 

CAA 

BURKE 

A6 

14,800..  > 

S-2,134 

CAA 

CALHOUCJ 

189 

5,600 

S-D 

CAA 

DAWSON 

146  , 

2,400 

S-D 

CAA 

DOOLY 

181) 

7,500 

C-3,050 

'  CAA 

EARLY  . 

87 

9,300 

.  -0-4,169 

CAA 

G I  AS  COG. C 

165 

1,600 

HANCOCK 

92 

7,200 

S-1,079 

JE'IT'L'ISON 

147 

11,600        '  . 

G-3,606 

cAa 

LEE 

202 

3,900 

S-D 

CAA 

LINCOLN 

167 

3,800 

LONG 

17A 

2,600 

C-997 

CAA 

MARIG^I  ; 

90 

4,200 

C-1,320 

CAA 

NILT.EK  • 

216 

4,300 

C-1,125 

CAA 

MITGH5LL.  • 

234 

11,100 

S-2,130 

CAA 

OGLETHORPE 

'  237 

4,-600 

S-D 

QUITHAN 

74 

1,900 

G-1,027 

CAA 

SCREVEN 

131 

9,600 

C-3,323 

CAA 

TALBOT 

151 

5,000 

CAA 
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coi'irrv 


CR 


POVERTY 
POPUIAT]OM 


FOOIJ  I'ROGK/Vii 
PART ICl PAT J OH 


acf;ncy 


fALLAFERRO  159  2,300  S-157 

TATTNALL  188  7,300  C- 1,935  CAA 

TAYLOR  240  5,400  C-2,319  CAA 

TERRELL  243  8,900  C-3,916  CAA 

Taws                      ^   250  2,400  S-D  CAA 

UNION  221       ■  4,100  ,  CAA 

WASHIMGTON  239  11,800  .S- 1,045  CAA 

WEBSTER  12  ■  2,500  CAA 

WILCOX  176  4,900  C-1,914  CAA 

WORTTI  124  11,300                "  C-3,548  CAA 
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KENTUCKY 
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COU-.TY  ■ 

 CR 

POVhRl-Y 
POl'lil.ATlON 

FOOD  rROGfL-\M 
PARTlCIj'ATION 

AGENCY 

BELL 

28 

22,800 

S-5,011 

CAA 

BREATHITT 

32 

11,600 

S-4,558 

CAA 

CASKY 

68 

9,400 

S-1,266 

CAA 

CLAY 

30 

16,100 

S-5,084 

CAA 

CLINTON 

75 

6,000 

S-1,055 

CUl'mLKLAiTD 

223 

5,000 

S-  910 

CAA 

ELLIOTT 

125 

3,800 

S-  844 

CAA 

FLOYD 

177 

25,600 

• S-4,610 

CAA 

GRAYSCIJ 

247 

8,700 

C-  631 

CAA 

HARLAN 

127 

28,300 

S-7,333 

CAA 

J/^lCKSOiN 

105 

7,800 

S-1,457 

CAA 

JOUNSOM 

190 

11,600 

S-2,789 

CAA 

KNOTT 

41 

13,100  [ 

S-5,104 

CAA 

KNOX 

37 

17,900 

S-5,346' 

CAA 

LAirKFL 

225 

14,900 

S-2,283 

CAA 

LESLIE 

1^ 

8,700 

S-3,670 

CAA 

LETCHE?- 

217 

18,600 

S-3,773 

CAA 

MAGOFFIN 

6 

8,800 

S-3,104 

CAA 

MARTIN 

58 

6,900 

S-2,657 

CAA 

MC  CREAKY 

25 

9,600 

S-2,401 

CAA 

MENIFEE 

57 

2,900 

S-  357 

CAA 

MORGAN 

136 

6,800 

S-1,472 

CAA 
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CtHJNTY 


CR 


POPuT  aTIO.^ 


FOO:.)  ri'.OCR/Vl 
PAKTICJl'ATH):,' 


AGKNCY 


OWSLEY 

PERRY 

PIKE 

ROCKCASTLE 
WAYIIE 
WHir/J-Y 
WOLFE 


10 

98 
205 
141 

85 
100 
4 


4,000 
21,300 
41,500 

8,200 
10,800 
16,200 

5,000 


S-1,421 
S-6,537 
S-4,115 
S-1,676 
S-1,665 
S-2,895 
S-1,350 


CAA 
CAA 
CAA 
CAA 
CAA 
CAA 
CAA 
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LOUISIANA 


__Ck_ 

povert: 
POP  LI  I  vr  1  ON 

.  FOOD  PitOCKAIt 
PARTICIPATION' 

ACENC 

AVOYELLKS 

140 

23,100 

S-6,999 

CAA 

CATAHOULA 

197 

7,300 

C-2,724 

DE  SOTA 

115 

14,700 

S-D 

EAST  ca;-'roll 

249 

10,000 

C-5,104 

CAA 

EAST  FELICiA-sA 

94 

8,700 

51 

17,000 

S-4,023 

IBFRV/mK 

142 

16,300 

S-2,532 

CAA 

l[OF,KHOLJf.K 

13.? 

18,200 

NATCHITUCHES 

42 

21,200 

S-3,943 

CAA 

POINT  CCUFi-E 

161 

14,300 

S-2,223 

CAA 

RIClKAisD 

84 

15,000 

S-3,17C 

ST.  FKl^NA 

209 

6,200 

S-D 

CAA 

ST.  LANDIIY 

91 

51,200 

S-11,996 

CAA 

TANGirAIiOA 

201 

31,400 

CAA 

TENiSAS 

81 

8,300 

S-1,364 

WE5;T  FiM.ICjAN'A 

164 

6,300 
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POVLkTY 

FOOD  PP.OGR;V-t 

COUflTY 

CR 

:  POPULATION' 

PARTjCIPATIOM 

AGFINCi 

ANSON 

215 

14,800 

CAA 

BERTIE 

144 

16,000 

S-4,081 

CAA 

BIADEN 

195 

17,600 

S-D 

CAA 

CIAY 

110 

3,600 

C-  520 

CAA 

C0LUiITiU5 

230 

2,800 

C- 1,542 

CAA 

DUPLIN 

228 

25,500 

EDGECOl^:£E 

56 

31,200 

C-1,616 

CAA 

FRArTKLIN 

245 

16,900 

•  S-1,443 

CAA 

GATES 

160 

5,800 

C-  831 

CAA 

44 

12; 100 

C- 1,364 

CAA 

HAL3FA.X 

20 

35,200 

S-4,131 

CAA 

HOKE 

178 

10,100 

C-1,761 

CAA 

HERTFORD 

145 

13,500 

C-3,559 

CAA 

JONES 

121 

7,000 

C-1,129 

CAA 

KiADISON 

227 

9,400 

C- 1,494 

CAA 

MARTIN 

Ljj 

i  /  ,  .  J  u  u 

9    1  7Q 

CAA 

NO^THjU-li-TOil 

113" 

17,900 

S-1,759 

CAA 

PEMDER 

183 

11,500 

CAA 

PITT 

106 

40,000 

C-1,559 

ROBESON 

53 

58,400 

C-5,413 

CAA 

SAI-1P30N 

248 

29,000 

CAA 
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COUN'JY 


CR 


POVLKT^' 
POl'llLATIO; 


FOOD  PROCHi-.M 
PARIICJl'ATIOM 


AGENCY 


SCOl-LAND 
TYRRELL 
WARREN 
WILSON 


238 
133 
122 
163 


14,800 
3,200 
13,300 

30.2.00 


S-1,735 
C-1,019 

S-D 

C-2.716 


CAA 
CAA 
CAA 
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MISSOURI 


POVF.clTV  FOOD  PROGRAM 

COUNTY  CR  P0jLHILVfIO^5  PAP.TICJ  FATTOM  AGENCY 


DUWKLIW  194  20,600  CAA 

MISSISSIPPI  226  12,200  C-5,000  CAA 

NEW  ^LVl)?vTD  65  20,100  C-6,831  CAA 

PEMISCOT  55  23,900  C-9,941  CAA 


NEW  Ml-XTCO 


MCKIHLEY 
MORA 

RIO  ARRIE/ 

SANDOVAL 

TAOS 


229 
67 
222 
152 
219 


16,800 
4,500 

14,700 
9,700 

11,500 


C-2,549 
S-1,090 
S-4,259 
S- 1,987 
S-2,549 


CAA 
CAA 
CAA 
CAA 
CAA 
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 ^CR  _ 

POVI^r'.TV 
POPlirATJCiN 

FOOD  PKOcUAM 
PAR'llCll'ATION 

__ACEKCY 

AMITE 

18] 

10,100 

C-5,034 

CAA 

BENTON 

62 

5/(00 

C-3,028 

CAA 

BOLIV/a-l 

5 

39,500 

S-15,878 

CAA 

CARROj,L 

26 

8 , 600 

C-4,022 

CAA 

CHOCTAVJ 

99 

5,900 

C- 2, 65-^1 

CAA 

CLMBORMK 

88 

7,600 

S-1,841 

.  CAA 

COAHOMA 

1 

30,300 

S-11,963 

CAA 

COPIAH 

143 

17,100 

■  C-7,295 

CAA 

COVlNGTOi! 

135 

8,^:00 

S-1,727 

DESOTO 

76 

16,200 

S-5,995 

CAA 

GREENE 

126 

5,600 

C-2,217 

HOLMES 

19 

20,300 

S-7,562 

CAA 

HUJiPHREYS 

54 

14,800 

C-a,705 

18 

2,700 

CAA 

JAGPl-l 

203 

10,500 

C-4,852 

CAA 

JEFEERSOl\' 

16 

8,000 

C-4,826 

JEFFERSON  DAVIS 

70 

9,200 

S-2,925 

miPER 

21 

8,800 

C-3,611 

CAA 

LEAKI' 

80 

12,500 

C-6,805 

CAA 

EEFLORE 

9 

30,200 

S- 11, 223 
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MISSISSIPPI  -  PAGE  2 


CO'JiNf  / 

CR  

POVI^RTY 

T>01  lift     .  T  1  M 

FOOD  FUOORAII 

t  Au  t  iC  J  j  fV  1.  IOlN 

l-IADISOM 

34 

22,900 

S-5,491 

CAA 

53 

17,300 

S- 10, 400 

MON  TGL'.  li  :  .  V 

196 

8,600 

C-4,943 

CAA 

NOXUBEE 

47 

12,700 

C-7,924 

CAA 

PAMOIA 

45 

20,100 

S-5,821 

CAA 

PONTOl'U'J 

214 

10,400 

C-2,890 

CAA 

QU1T.-/.N 

23 

15,800 

S-5,612 

.  CAA 

SCOTT 

251' 

13,100 

,  - S-2,530 

SHi\RK':,Y 

118 

7,800 

C- 5,464 

CAA 

SMITH 

206 

8,600 

C-2,672 

CAA 

SUNFLCWrlll 

11 

32,400 

8-9,195 

CAA 

TALLAllViOlilE 

8  ■ 

18,800 

S-6,960 

CAA 

TATE 

71 

12,300 

C-5,910 

CAA 

TUNICA 

52 

13',  SOO 

S-6,764 

CAA 

WALTHAi/i. 

213 

8,400 

C-4,070 

CAA 

WASHIiNuTOIi 

50 

S-9,416 

WEBSTER 

198 

6,600 

C-2,190 

CAA 

WILKINSCLI 

79 

9,900 

C-4,723 

CAA 

YAZOO 

69 

20,500 

S-5,614 

CAA 
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NL;.'iH  DAkOiA 


COUNTY 


CK 


poviirrr: 

POl'LIL'/nOX 


FOOD  PROGR.u^I 
PAllTICIPA'nON 


OLWER 

SIOUX 


242 
90 


1,500 
2.200 


S-  46 

C-2,304 


ADAIK  192 
MC  CU.vJAIN  1o« 


8,800 
15,700 


C-6,450 
C-8,090 


SOUTH  DAKOTA 


SlLt\N:i0N 
TODD 


149 
246 


3,600 
2,900 


C-6,462 
C-4,230 
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I 

SOUTH  CAROLINA 


COLi' ,TY 

CR 

POVLRTY 
POVUT  !'  T  TOM 

FOOD  PROGRAM 

AGEN'Ci 

BERKELEY 

93 

21,200 

CAA 

CALHOUN 

134 

8,700 

CAA 

CHESTERFIELD 

175 

19,700 

S-D 

CAA 

CLARENDON 

27 

21,200 

CAA 

COLLETON  - 

101 

17,500 

CAA 

DILLON 

59 

19,300 

S-4,739 

CAA 

FAIRFIELD 

172 

12,800 

'cAA 

FLORENCE 

171 

43,700 

-  S-D 

CAA 

GEORGETOI-^N 

212 

20,600 

CAA 

1  r  1 

11,400 

CAA 

JASPER 

184 

8,000 

S-  842 

CAA 

LEE 

31 

15,900 

S-4,089 

CAA 

IKRION 

66 

20,600 

S-1,162 

CAA 

^LARLBORO 

78 

18,400 

S-D 

CAA 

ORAl-IGEBURG 

114 

41,800 

CAA 

WILLIAfiSBURG 

33 

30,200 

S-8,212 

CAA 
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TENNESSEE 


COUMY  

 Cli  _ 

1'0vi:rtv 

FOOD  I'llOOhlVI 
P/VPv'llCIl'ATlON' 

AGF.N'CY 

BLEDSOE 

821 

5, 100 

S-  bob 

CAA 

C/vMPBELL 

187 

16 , 700 

S-4,408 

CAA 

CI.ATBORKE 

156 

12 , 600 

S-2,482 

CAA 

CI  AY 

102 

4, 900 

S-1,010 

CAA 

CLfi'IIiEi-JjAKL) 

11, ouu 

r  - 1  f  1 1 C) 
1/  1 ,  *>iv 

CAA 

r  Ai  hilt. 

7 

IV  ,  KJUiJ 

CAA 

r  tri  lt\-r<ot> 

a  ~  1 ,  *+  /  M 

CAA 

HATiC'jCK 

i.J 

J  ,  /uu 

D- 1 ,H J  J 

CAA 

Lf  A  T>  r'T?>  (AM 

i/c ,  /uu 

CAA 

HAV^^A•JOD 

16,''i00 

S- 7 , 143 

CAA 

JACKSON 

97 

6 , 200 

S-  759 

JOHNSON 

179 

6 , 700 

S-D 

CAA 

LAUDERDALE 

111 

14,600 

S-4,0f>2 

CAA 

MEIGS 

116 

3,400 

CAA 

M01lG;'al 

224 

8,600 

S-2,113 

CAA 

OVERTON 

■  191 

9,300 

S-  905 

CAA 

PICKETT 

112 

2,700 

S-  379 

CAA 

SCOTT 

153 

10,800 

S-3,623 

CAA 

TIPTON 

137 

16,400 

S-5,921 

VAN  BUREN 

60 

2,500 

S-  300 
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TEXAS 


COlfNTY 


CR 


POVERTY 
POPLrL:\TTOX 


FOOD  PROGRANI 
PARTICIPATION 


ACEN-CY 


CAMERON 

FALLS 

HIDALGO 

SAN  PATRICIO 

STAKR 

ZAPATA 

ZAVALA 


150 
254 
166 
220 
35 
130 
182 


12,500 

23,300 
13,800 
3,100 
9,400 


C-5,349 

C-22,052 
C-1,433 
C-4,955 
.C-1,180 


.CAA 

CAA 
CAA 
CAA 
^GAA 
CAA 
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WEST  VIl'.GIinA 


POVLKTY  FOOD  I'UOCfiAM 

CO'JMTY  CR  I'OPLn.ATrO:;  PAirQCirATlON 


CLAY  231  7,600  S-2,298 

MINGO  199  20,600  S-8,324 


VJf-GINTA 


BUCIL\NAN 

BUCKINGili\Ji 

CUf.B?:RLAND 

HIGHLAND 

LEE 

SOUTILM-IPTON 
SUSSEX 


138 
244 
139 
235 
108 
236 
255 


21,800 
6,900 
4,100 
1,800 
17;800 
14,900 
7,900 


C-1,927 


S-2,094 
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Small  Business  Administration, 
Washington,  B.C.,  February  28,  1969. 

Hon.  Abraham  Ribicoff, 

Chmrman,  Subcommittee  on  Executive  Reorganization.,  Committee  on 
Government  Operations^  U.S.  Senate,  Washington,  D.O. 

Dear  Senator  Ribicoff  :  This  will  reply  initially  to  your  letter  of 
February  19,  1969,  regarding  spending  by  the  Small  Business  Ad- 
ministration in  the  health  and  medical  care  fields. 

It  is  my  hope  that  we  can  answer  your  specific  questions  with- 
in the  next  several  weeks,  as  you  have  requested.  At  this  time  the  only 
data  we  have  is  that  on  a  cumulative  basis,  through  June  30,  1968, 
we  had  approved  771  loans  of  all  types,  in  the  amount  of  $64,973,000 
to  sanatoria  and  convalescent  rest  homes.  These  data  were  obtained 
last  year  at  the  request  of  the  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare. 

I  will  advise  you  further  as  soon  as  our  data  can  be  broken  down 
and  updated  in  the  manner  requested.  In  the  interim,  I  have  desig- 
nated Mr.  Robert  J.  Page  as  our  liaison  with  Mr.  Danaceau  of  your 
staff.  Mr.  Page  may  be  reached  by  telephone  on  code  128,  extension 
28971, 

Sincerely, 

Howard  Greenberg, 
Acting  Administrator. 

Small  Business  Administration, 

Washington,  B.C.,  April  8, 1969. 

Hon.  Abraham  Ribicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Com/mittee  on 
Government  Operations,  U.S.  Senate,  Washington,  B.C. 
Dear  Senator  Ribicoff:  This  will  reply  further  to  your  letter  of 
February  19,  1969,  relating  to  Federal  expenditures  in  the  areas  of 
health  and  medical  care.  I  am  now  able  to  furnish  you  with  the  data 
which  follows,  concerning  loans  approved  by  the  Small  Business 
Administration  to  health  facilities  in  the  past  5  fiscal  years. 


Loan  program 

Number  of 
loans 

Total  loan 

SBA  share 

Fiscal  year  1964: 

Business     .  . 

Displaced  business   . 

Disaster    

  174 

   2 

  13 

$8, 061, 299 
1,294, 000 
502, 000 

$6,658, 851 
1,294, 000 
486,  500 

Fiscal  year  1964  total.  

   189 

9,857,299 

8, 439, 351 

Fiscal  year  1965: 

Business    

Economic  opportunity...  

Displaced  business   

Disaster...    

   375 

  1 

   5 

  13 

11,067, 480 
25, 000 
156,000 
296, 293 

8,685,834 
25, 000 
153, 000 
277, 167 

Fiscal  year  1965  total  

394 

11,544,773 

9,142.001 

Fiscal  year  1966: 

Business  

Economic  opportunity...  

Displaced  business  

Disaster  

  286 

  11 

9 

  29 

10,412, 300 
122,900 
1,077,900 
712, 056 

8, 407,716 
122,900 

1,071,750 
712,056 

Fiscal  year  1966  total  

   335 

12, 325, 156 

10,314,422 
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Number  of 

Loan  program  loans       Total  loan        SBA  share 


Fiscal  year  1967: 

Business     309  $16,184,436  $12,951,305 

Economic  opportunity    65  782,450  758,375 

Displaced  business   10  528,000  528,000 

Local  development  company   17  3,454,571  3,394,486 

Disaster   5  63,700  63,700 


Fiscal  year  1967  total.    406      21,013,157  17,695,866 


Fiscal  year  1968: 

Business      387  17,796,467  13,926,633 

Economic  opportunity     72  875,050  851,725 

Displaced  business     3  125,900  114,610 

Local  development  company    52  8,394,308  7,844,500 

Disaster        27  2,279,650  2,279,650 


Fiscal  year  1968  total   541      29,471,375  25,760,118 


5-year  total    1,865      84,211,760  70,608,758 


The  SBA  loan  program  to  health  facilities  is  described  in  the  en- 
closed pamphlet.  ( See  exhibit  6,  p.  459.) 

It  is  not  specifically  a  part  of  a  "national  health  policy,"  as  men- 
tioned in  your  letter,  but  is  rather  a  portion  of  our  lending  programs 
to  assist  small  firms  which  cannot  obtain  financing  elsewhere  on 
reasonable  terms.  However,  we  believe  and  hope  that  our  loans  do  make 
a  contribution  to  our  Nation's  health. 

We  have  no  mechanisms,  as  such,  to  coordinate  our  lending  program 
to  health  facilities  with  other  departments  or  agencies.  We  do  occa- 
sionally furnish  statistics  on  loans  to  other  agencies,  such  as  the  Public 
Health  Service. 
Sincerely, 

Hilary  Sandoval,  Jr.,  Administrator. 

Small  Business  Administration, 

Washington,  D,C.,  April  28, 1969. 

Hon.  Abraham  Ribicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee 
on  Government  Operations,  U.S.  Senate,  Washington,  B.C. 

Dear  Senator  Ribicoff  :  In  our  recent  letter  to  you  concerning  loans 
approved  by  the  Small  Business  Administration  to  health  facilities 
we  stated  that  we  had  no  mechanics,  as  such,  to  coordinate  our  lending 
program  for  health  facilities  wnth  other  departments  or  agencies.  This 
related  to  our  overall  operations  but  Mr.  Vienna  of  your  staff  has 
suggested  we  review  how  individual  loan  cases  are  handled. 

In  considering  individual  loan  applications  we  do  require  that, 
where  a  loan  is  to  construct  health  facilities  in  a  community  in  an 
area  which  is  or  may  be  receiving  funds,  or  which  is  relatively  high 
on  the  priority  list  for  the  allocation  of  funds  under  the  Hill-Burton 
Act,  the  State  agency  responsible  for  such  aid  be  contacted  to  deter- 
mine whether  the  effect  of  an  SBA  loan  would  be  to  deprive  that  com- 
munity of  Hill-Burton  funds.  Also,  when  loans  for  construction  can 
be  approved,  the  facilities  must  comply  wath  applicable  standards 
of  HEW,  HUD,  and  others. 

As  an  example  of  how  health  facility  loans  are  made,  all  applications 
for  loans  are  accepted  and  processed  in  our  regional  offices.  Such  appli- 
cations for  health  facility  loans  must  be  accompanied  by  satisfactory 
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evidence  that  the  facility  is  or  will  be  licensed  by  a  local  licensing 
agency  and  that  it  meets  the  requirements  of  local  building  codes 
and  HUD's  minimum  property  standards,  when  applicable.  Then  if 
it  is  found  the  facility  will  not  be  in  conflict  with  Hill-Burton  plans, 
our  field  personnel  proceed  to  evaluate  the  credit  conditions  to  support 
a  loan,  taking  into  consideration  profit  possibilities,  which  involve 
the  need  for  facilities,  management  capabilities,  income,  operating 
costs,  and  other  factors.  Many  of  these  operations  involve  direct  com- 
munication with  public  agencies. 

I  hope  this  additional  information  will  be  useful  to  you. 
Sincerely, 

Hilary  Sandoval,  Jr.,  Administrator, 
EXHIBIT  6 

SBA  Loans  to  Privately  Owned  Hea1.th  Facilities 

The  Small  Business  Administration,  an  Agency  of  the  Federal  Government, 
can  provide  financial  assistance  to  privately  owned  hospitals,  convalescent  and 
nursing  homes,  and  medical  and  dental  laboratories. 
The  Agency's  loans  are  of  two  types : 

Participation  and  guaranteed  loans,  which  are  made  in  cooperation  with 
banks  or  other  private  lending  institutions,  and 
Direct  loans,  which  are  made  by  SBA  alone. 
The  Agency  cannot  make  a  direct  loan  if  a  private  lending  institution  will 
make  the  entire  loan  or  will  participate  with  SBA  in  the  loan. 

WHO  IS  eligible? 

Privately  owned  hospitals,  convalescent  and  nursing  homes,  and  medical  and 
dental  laboratories,  which  are  operated  for  profit,  are  eligible  for  SBA  financial 
assistance.  ''Operated  for  profit''  means  that  the  facility  is  operated  as  a  busi- 
ness, with  profits  benefiting  its  owners,  stockholders,  or  members. 

Hospitals  are  those  health  facilities  which  are  licensed  as  hospitals  pro- 
viding inpatient  medical  or  surgical  care  of  the  sick  or  injured,  including 
obstetrics. 

Convalescent  and  nursing  homes  are  those  facilities  for  the  accommoda- 
tion of  convalescents  or  other  persons  who  require  nursing  care  and  related 
medical  services. 

Medical  and  dental  laboratories  are  those  facilities  which  provide  services 
to  doctors  and  dentists  and  to  hospitals  and  similar  health  facilities. 
In  addition  to  being  privately  owned  and  operated  for  profit,  a  health  facility 
also  must  be  a  "small  business"  to  qualify  for  a  loan. 

A  hospital  will  be  considered  small  if  its  capacity  does  not  exceed  150 
beds  (excluding  cribs  and  bassinets)  at  the  time  of  application  for  an 
SBA  loan. 

A  convalescent  and  nursing  home  will  be  considered  small  if  its  annual 
dollar  volume  of  receipts  is  not  more  than  $1,000,000. 

A  medical  or  dental  laboratory  will  be  considered  small  if  it  is  oper- 
ated in  connection  with  an  eligible  proprietary  hospital.  However,  if  not 
operated  in  connection  with  a  proprietary  hospital,  a  laboratory  will  be 
considered  small  if  its  annual  dollar  volume  of  receipts  is  not  more  than 
$1,000,000. 

PURPOSE  OF  LOAN 

Loans  made  by  the  Small  Business  Administration  may  be  for  the  construc- 
tion of  new  facilities,  expansion  or  improvement  of  existing  facilities  or  for 
working  capital. 

AMOUNT  OF  LOAN 

The  amount  which  the  Agency  may  lend  is  limited  by  statute  to  a  maximum 
of  $350,000  to  any  one  borrower.  At  times,  SBA  may  have  a  lower  ceiling  for 
temporary  periods,  in  order  to  conserve  its  funds.  When  a  bank  participates 
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in  a  loan,  the  loan  may  be  increased  by  the  amount  of  the  bank's  participation. 
In  any  case,  the  total  amount  of  the  loan  must  be  proportionate  to  the  invest- 
ment of  the  owners  in  the  business. 

LOAN  TERMS 

The  maximum  maturity  of  an  SBA  business  loan  is  ten  years,  except  those 
portions  of  loans  for  construction  purposes  which  may  have  a  maturity  up  to 
15  years.  Loans  generally  are  repayable  in  regular  installments,  usually  monthly, 
including  interest  on  the  unpaid  balance.  Interest  is  charged  only  on  the  actual 
amount  borrowed  and  for  the  actual  time  the  money  is  outstanding. 

The  interest  rate  on  SBA's  direct  business  loans  and  on  SBA's  share  of  a 
participation  loan,  is  0V2  percent.  A  private  lending  institution  may  set  a  higher 
rate  than  5%  percent  on  its  shiare  of  a  participation  loan,  provided  the  rate  is 
legal  and  reasonable.  Where  SBA  participates  in  a  loan  on  a  guaranty  rather 
than  an  immediate  basis,  the  private  institution  also  may  set  a  higher  rate  than 
5%  percent  on  SBA's  guaranteed  portion  of  the  loan,  the  higher  rate  on  SBA's 
portion  to  apply  until  the  Agency  purchases  its  guaranteed  portion  of  the  loan. 
If  a  private  institution  sets  a  rate  lower  than  5i/^  percent  jyer  annum  on  its 
share  of  a  loan,  the  interest  rate  on  SBA's  share  shall  be  the  same  as  that  of 
the  private  institution.  However,  the  interest  rate  on  SBA's  portion  may  not  be 
less  than  5  percent. 

QUALIFYING  CONSIDERATIONS 

The  applicant  must  show  that  the  needed  financing  is  not  otherwise  available 
on  reasonable  terms  from  other  credit  sources. 

The  applicant  must  show  that  the  loan  can  be  repaid  out  of  earnings. 

Gollateral  is  required  and  must  be  of  such  nature  that,  when  considered  with 
the  integrity  and  ability  of  the  management  and  the  past  and  prospective  earnings 
of  the  facility,  repayment  of  the  loan  will  be  assured. 

The  owners  and  operators  of  the  facility  must  be  experienced  in  their  field, 
must  be  competent  and  must  have  sufficient  professional  training  to  operate 
the  facility  in  accordance  with  required  or  accepted  standards. 

When  licensing  is  required  by  a  state,  county,  or  local  agency,  the  facility  must 
have  a  license  in  good  standing  or  the  licensing  agency  must  indicate,  in  writing, 
tJiat  a  license  will  be  issued  when  the  purpose  for  which  the  loan  proceeds  are 
to  be  used  is  completed. 

An  applicant  will  not  be  deemed  to  meet  the  necessary  credit  requirements  nor 
to  have  demonstrated  adequate  ability  to  repay  the  loan  if  its  facility,  after 
application  of  the  proceeds  of  the  loan  applied  for,  \vould  not  meet  the  minimum 
standards  generally  accepted  for  such  a  facility.  Applicants  desiring  assistance 
to  make  additions  or  alterations  to  an  existing  nursing  home  or  to  construct 
a  new  one  must  comply  with  the  standards  specified  in  SBA  Form  4H,  which  can 
be  obtained  at  any  SBA  field  office. 

HOW  TO  APPLY 

Before  applying  for  an  SBA  loan,  the  owner  or  operator  of  a  health  facility 
should  first  determine  whether  his  bank  or  other  local  lending  institution  will 
extend  the  required  financing,  either  alone  or  in  participation  with  SBA. 

If  the  private  lending  institution  cannot  or  will  not  make  the  entire  loan,  but  is 
willing  to  join  with  SBA  in  a  loan  to  the  facility,  the  owner  or  operator  or  the 
bank  should  obtain  the  appropriate  loan  application  from  the  nearest  Small 
Business  Administration  field  office.  After  completing  the  application,  the  busi- 
nessman should  file  it  with  the  private  lender. 

If  the  private  lending  institution  will  not  make  or  join  in  the  loan,  the  prospec- 
tive borrower  should  then  contact  the  SBA  field  office  to  discuss  his  credit  problems 
and  to  apply  for  a  direct  SBA  loan.  His  loan  application  must  be  accompanied 
by  a  letter  from  the  private  lender  stating  that  it  is  unable  to  make  or  participate 
in  the  loan. 

A  loan  application  can  insure  prompt  action  on  his  application  for  a  participa- 
tion or  direct  loan  by  providing  full  information,  as  requested  on  the  Agency's 
loan  application  form  and  the  accompanying  instruction  sheets. 

SBA  makes  no  charge  for  handling  a  loan  application  or  for  counseling  an 
applicant  on  his  financial  problems.  Staff  members  of  the  Agency's  field  offices 
will  be  pleased  to  assist  the  owmer  or  operator  of  a  'health  facility  with  his 
financial  problems  and  to  answer  any  questions  he  may  have  about  the  Agency's 
loan  procedures.  SBA  field  offices  are  listed  on  the  back  cover  of  this  pamphlet. 
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U.S.  Atomic  Energy  Commission, 

Washington,  D.C.,  April  7, 1969. 

Hon.  Abraham  Eibicoit, 

Chairman,  Subconmiittee  on  Executive  Reorgamzation,  Committee 
on  Government  Operations,  U.S.  Senate. 

Dear  Senator  Ribicoff  :  Thank  you  for  your  letter  of  February  19, 
1969,  and  the  opportunity  to  present  the  Atomic  Energy  Commission's 
role  and  activities  in  health  and  medical  care. 

In  my  opinion  the  research  supported  by  the  AEC,  in  fulfillment  of 
its  statutory  responsibilities,  has  made  significant  contributions  to 
health  and  medical  care.  Also,  as  a  result  of  a  recent  amendment  of  the 
Atomic  Energy  Act,  the  AEC  is  now  permitted  more  latitude  in  con- 
ducting research  for  other  Government  agencies  in  meeting  their 
research  requirements  through  our  special  competencies.  This  col- 
laborative effort  often  results  in  savings  to  these  agencies  in  the  costs 
of  duplicating  facilities  and  conducting  research. 

Enclosed  are  the  answers  to  the  questions  which  you  raised  in  your 
letter. 

We  trust  this  information  will  be  of  assistance  to  the  subcommittee. 
Cordially, 

Glenn  T.  Seaborg,  Chairman. 

1.  List  and  descrihe  eax^h  health  program  under  your  jurisdiction, 
specifying  hmo  much  money  teas  spent  on  each  program  in  each  of  the 
past  5  fiscal  years. 

We  have  presented  in  tabular  form  the  moneys  spent  on  each  health 
program  in  each  of  the  past  fiscal  years. 

HEALTH  RELATED  PROGRAMS  HEALTH  RESEARCH— TRAINING  AND  EDUCATION 
[Costs in  milllonsi 

Fiscal  year— 


1965        1966        1967        1968  1969 


Health  research: 

Biology  and  medicine  program— Biomedical  research 

including  supporting  equipment  and  construction   $87.6       $91.7       $96.4       $97.1  $96.8 

Reactor  development  program— Environmental  R.  &  D. 

and  cardiac  pacemaker  development   1.7         1.5         2.0         2.0  2.1 

Isotopes    development  program— Circulatory  support 

system  and  atmospheric  pollutants  R.  &  D   0            0           .2           .6  .9 


Subtotal  health  research   89.3        93.2        98.6        99.7  99.8 

Training  and  education  program   .8  .7  .7  .7  .7 


Total  health  related  programs   90.1        93.9        99.3       100.4  100.5 


The  AEC's  health  programs  (research  and  training)  are  in  fulfill- 
ment of  its  statutory  mission.  The  basic  authority  is  contained  in  the 
Atomic  Energy  Act  of  1954,  as  amended,  in  section  31a  and  section  32 : 

Sec.  31.  (a)  The  Commission  is  directed  to  exercise  its  powers  in  such  manner 
as  to  insure  the  continued  conduct  of  research  and  development  and  training 
activities  in  the  fields  specified  below,  by  private  or  public  institutions  or  persons, 
and  to  assist  in  the  acquisition  of  an  ever-expanding  fund  of  theoretical  and  prac- 
tical knowledge  in  such  fields.  To  this  end  the  Commission  is  authorized  and 
directed  to  make  arrangements  (including  contracts,  agreements,  and  loans)  for 
the  conduct  of  research  and  development  activities  relating  to — 

******* 
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(3)  utilization  of  special  nuclear  material  and  radioactive  material  for 
medical,  biological,  agricultural,  health,  or  military  purposes ; 
******* 

(5)  the  protection  of  health  and  promotion  of  safety  during  research  and 
production  activities. 
Sec.  32.  The  Commission  is  authorized  and  directed  to  conduct  through  its  own 
facilities,  activities  and  studies  of  the  types  specified  in  section  31. 

The  underlying  research  areas  in  support  of  the  statutory  responsi- 
bilities involve  the  total  funds  for  biomedical  research,  a  limited 
amount  of  funds  in  reactor  development  and  technology,  isotopes 
development,  and  training  and  education.  The  biomedical  research 
areas  are  broken  down  into  the  following  categories : 

1.  Molecular  and  cellular  level  studies,  to  improve  understanding  of 
the  detailed  biophysical  and  biochemical  mechanisms  at  the  molecular 
and  cellular  levels  by  which  ionizing  radiation  produces  changes,  in- 
jury and  death  of  living  material. 

2.  Radiation  genetics,  to  elucidate  the  mechanisms  of  radiation- 
induced  genetic  damage,  the  expression  of  this  damage  in  individuals 
and  populations,  and  the  mode  and  rate  of  elimination  of  the  damage 
through  evolutionary  time ;  to  develop  an  understanding  of  the  normal 
chemistry  of  genetic  materials  as  prerequisite  to  understanding  the 
way  in  which  radiation  induces  gene  mutations  and  chromosomal 
aberrations  and  to  utilize  biophysical  methods  to  investigate  repair, 
at  the  molecular  level,  of  radiation-induced  effects. 

3.  Somatic  effects  of  radiation — general,  to  recognize  and  document, 
qualitatively  and  quantitatively,  the  latent  or  delayed  physiological 
and  pathological  manifestations  of  radiation  injury  in  man  and  ani- 
mals ;  to  improve  knowledge  of  both  acute  and  chronic  effects  of  partial 
body  irradiation  and  of  variable  rates  of  exposure,  as  from  a  high- 
intensity  fallout  field. 

4.  Toxicity  of  radioelements,  to  understand  the  distribution  and 
metabolism  of  radioactive  isotopes  in  the  body,  and  their  chemical  and 
radiological  toxicity,  for  purposes  of  determining  the  required  degree 
of  control  of  exposure  and  the  need  for  removing  the  isotope  if  possible. 

5.  Environmental  radiation  studies,  to  predict  the  potential  indirect 
impact  on  human  society  which  results  from  the  introduction  of  man- 
made  radiation  into  the  natural  environment  and  economy — both  ter- 
restrial and  marine — such  predictions  to  be  based  on  experimental 
determination  of  the  effects  of  radioactivity  on  the  presently  exploited 
and  potential  natural  resources  of  man ;  to  evaluate  the  energetics  and 
economics  of  ecosystems  with  emphasis  on  "food  chains" ;  to  evaluate 
the  disposal  and  transport  of  radioactive  elements  by  both  physical 
and  biological  processes  in  the  oceans. 

6.  Radiological  physics,  to  provide  the  basis  for  developing  dosi- 
metric principles  and  instrumentation,  through  ascertaining  the 
physical  principles  involved  in  the  interaction  of  ionizing  radiation 
with  matter. 

7.  Health  physics,  to  develop  information,  methods,  and  devices  for 
the  adequate  protection  of  people  and  animals  against  excessive  ex- 
posure to  radiation ;  to  develop  procedures  for  estimating  exposures, 
both  external  and  internal,  after  the  fact. 

8.  Radiation  instruments,  to  develop  instruments  or  speical  com- 
ponents required  in  immediate  support  of  radiation  protection  and 
biomedical  research;  to  discover  and  develop  new  methods  and  tech- 
niques for  detecting  and  evnluating  nuclear  radiation. 
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9.  Combating  detrimental  effects  of  radiation,  to  reduce  the  effects 
of  radiation  on  various  forms  of  life ;  to  counteract  the  reactions  of 
cells  and  tissues  following  irradiation;  to  improve  and/or  support  the 
ability  of  tissues  to  recover  from  the  stresses  of  irradiation;  to  de- 
velop methods  for  the  removal  of  hazardous  radioactive  materials 
from  the  body,  especially  from  bone;  to  transform  fundamental  and 
collateral  data  into  practical  drugs,  agents,  procedures,  and  techniques 
which  after  testing  in  animals  may  be  applied  in  man. 

10.  Chemical  toxicity,  to  develop  information  to  be  used  in  setting 
adequate  industrial  hygiene  standards  for  the  atomic  energy  industry ; 
to  provide  rational  schemes  of  therapy  for  workers  accidentally  ex- 
posed to  chemical  agents. 

11.  Nuclear  energy  civil  effects,  to  develop  knowledge  of  the  effects 
and  practical  applications  of  nuclear  effects  information,  through  the 
conduct  of  technical  tests,  exercises,  surveys,  and  so  forth ;  to  encourage 
better  technical,  professional,  public  and  interagency  understanding 
and  use  of  the  available  information  in  the  design  of  countermeasures 
against  the  effects  (biomedical,  structural,  and  so  forth)  of  nuclear 
reactions. 

12.  Atmospheric  radioactivity  and  fallout,  to  acquire  and  make  gen- 
erally available  the  best  scientific  information  and  analyses  concern- 
ing the  production,  distribution,  and  effects  of  radioactive  fallout  from 
past  and  possible  future  nuclear  explosions,  nuclear  reactors  for  power 
or  propulsion,  or  from  any  other  situation  which  might  result  in  the 
dissemination  of  radioactive  material  in  the  atmosphere;  to  improve 
the  scientific  basis  and  technical  means  for  developing  information 
(including  predictions  and  measurements)  for  the  formulation  of 
Commission  actions  and  policies  on  matters  involving  fallout. 

13.  Cancer  research,  to  discover,  develop,  and  perfect  new  and  unique 
forms  of  diagnosis  and  treatment,  utilizing  radioisotopes  and/or 
unique  high-energy  radiation  sources. 

14.  Beneficial  applications  in  medical  and  biological  research,  to 
foster  and  encourage  new  and  unique  applications  of  radiation  and 
radioisotopes  to  medical  diagnosis,  treatment,  and  research,  and  for 
basic  biological  studies ;  to  foster  and  encourage  new  and  unique  uses 
of  radioisotopes  in  basic  studies  of  plant  science  and  animal  husbandry, 
aimed  at  eventual  agricultural  benefits  (but  not  to  include  practical 
farming  methods)  ;  to  investigate  the  application  of  radiation-induced 
genetic  variability  to  plant  breeding  and  crop  improvement. 

15.  Food  preservation,  to  ascertain  the  nutritional  and  wholesome 
nature  of  foods  pasteurized  with  radiation. 

In  the  reactor  development  program  environmental  research  and  de- 
velopment is  carried  out  as  an  important  part  of  a  comprehensive  efflu- 
ent control  research  and  development  program.  A  selection  of  suitable 
sites  for  all  types  of  nuclear  installations  (reactors,  chemical  processing 
plants,  research  laboratories,  et  cetera)  and  the  satisfactory  design  and 
operation  of  these  facilities  in  accord  with  health  and  safety  standards 
rec[uire  quantitative  data  and  information  on  the  hydrology,  geology, 
seismology,  and  meteorology  of  the  proposed  site  area.  Detailed  knowl- 
edge of  the  transport,  diffusion,  and  behavior  of  radionuclides  in  the 
hydrosphere,  lithosphere,  and  atmosphere  is  needed  to  provide  the 
scientific  basis  for  determining  whether  health  and  safety  requirements 
are  being  met.  Research  and  development  on  removal  and  disposal  of 
radioactive  gases  and  particulates  to  meet  health  and  safety  standards 
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is  a  part  of  the  effluent  control  studies.  Systems  for  improved  decon- 
tamination of  various  species  of  iodine ;  for  removal  of  the  noble  gases, 
krypton  and  xenon;  and  for  the  injection  of  gaseous  effluents  into  the 
ground  are  being  developed  in  this  program. 

Also  included  is  the  development  of  lightweight  plutonium  fuel  pow- 
er sources  capable  of  ultra-high  reliability  and  extended  operating  life- 
time to  power  a  surgically  implantable  cardiac  pacemaker.  The  use  of 
such  a  nuclear  power  source  will  result  in  a  significant  increase  in  the 
useful  lifetime  of  an  implanted  pacemaker  greatly  diminishing  the 
frequency  of  repetitive  surgical  and  hospitalization  expenses  in  addi- 
tion to  the  primary  medical  benefits. 

Included  under  the  isotopes  development  program  are  supporting 
conceptual  design  studies  to  develop  fuel,  qualified  sources,  and  fuel 
and  source  production  capability  for  a  nuclear  power  circulatory  sup- 
port system  (artificial  heart).  A  program  to  develop  a  radioisotope 
heat  source  subsystem  to  evaluate  dose  rates  to  be  expected  from  an 
implanted  power  supply  is  currently  being  conducted.  In  the  area 
of  air  pollution,  a  cooperative  program  with  the  Department  of  Health, 
Education,  and  Welfare  is  being  conducted  to  develop  a  means  for  de- 
termining the  origin  and  fate  of  sulfur  dioxide  in  the  atmosphere.  This 
project  is  currently  in  the  preliminary  field  testing  phase. 

The  training  and  education  program  includes  (a)  medical  qualifi- 
cation courses  whJ.ch  are  designed  to  pro^^de  physicians  with  a  knowl- 
edge of  the  techniques  employed  in  the  use  of  radioisotopes  in  the  di- 
agnosis of  diseases;  (h)  special  fellowships  in  health  physics  which 
are  intended  to  provide  qualified  persons  to  meet  a  growing  need  for 
health  physicists  in  government,  industry,  and  higher  education ;  and 
(c)  special  fellowships  in  industrial  medicine  which  are  intended  to 
provide  industrial  physicians  with  additional  training  in  industrial 
hazards  associated  with  the  atomic  energy  program. 

2.  What  results^  hoth  direct  and  mdirect^  liave  these  programs 
achieved  with  regard  to  improving^  in  hoth  the  public  and  private  sec- 
tors^ the  organization^  financing^  and  delivery  of  liealth  care  in  the 
United  States? 

The  AEC  programs  have  contributed  to  some  limited  financing  in 
the  area  of  clinical  research  programs  at  its  own  laboratories,  such 
as  the  Medical  Division  of  the  Oak  Ridge  Associated  Universities,  Ar- 
gonne  Cancer  Research  Hospital,  and  the  Medical  Department  of  the 
Brookhaven  National  Laboratory.  As  is  pointed  out  in  the  answer  to 
question  No.  1,  the  Commission's  research  program  is  designed,  in  part, 
to  improve  diagnosis  and  therapy  and  as  such  the  results  and  the  bene- 
fits from  these  studies  extend  far  beyond  the  limited  number  of  pa- 
tients in  any  one  of  these  clinical  research  facilities.  For  example,  ra- 
dioisotopes developed  largely  through  AEC-supported  research  pro- 
grams are  now  being  utilized  annually  in  approximately  8  million  in- 
dividual therapeutic  treatments  and  in  vivo  and  in  vitro  diagnostic 
procedures. 

The  increase  of  diagnostic  use  of  radioisotopes  today  in  clinical  med- 
icine is  due  in  large  part  to  greatly  improved  radiation  detection,  par- 
ticularly the  continuing  advances  in  the  development  of  radioisotope 
scanners.  This  development  and  improvement  of  means  for  detecting, 
measuring,  and  displaying  the  uptake,  retention,  and  excretion  of  ra- 
dioisotopes in  the  body  is  a  result  of  AEC-supported  research  pro- 
grams. This  contribution  has  been  accompanied  by  the  development 
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of  highly  sophistioated  detection  devices  which  are  commercially 
available  today.  Included  in  this  group  are  the  whole  body  counters 
which  are  capable  of  measuring  previously  undetectably  small 
amounts  of  radioisotopes  in  the  body. 

In  the  field  of  cancer  therapy  the  Atomic  Energy  Commission  has 
pioneered  the  development  of  such  devices  as  cobalt-60  and  cesium-137 
teletherapy  devices  as  a  substitute  for  or  supplement  to  high  voltage 
X-ray  machines.  A  1966  Public  Health  Service  survey  reported  that 
over  150,000  patients  received  a  total  of  almost  2,000,000  teletherapy 
administrations  during  the  course  of  the  year  with  either  cobalt-60  or 
cesium- 137  units.  In  addition  to  applications  in  diagnosis  and  therapy, 
radioisotopes  have  made  possible  new  approaches  to  the  understanding 
of  normal  and  abnormal  metabolic  processes  in  man.  As  an  example, 
the  recent  demonstration  that  the  chemical  DOPA  significantly  im- 
proves the  conditions  of  patients  suffering  from  Parkinson's  disease 
was  a  direct  outgrowth  of  radioisotopic  studies  of  mineral  deficiencies 
in  these  patients. 

A  major  problem  with  conventional  vaccines  is  that  they  are  not 
pure  but  contain  large  amounts  of  extraneous  material  that  leads  to 
unpleasant  side  effects  and  limits  the  safe  dose  size.  As  a  result  of  the 
AEC's  centrifuge  development  program  to  separate  fissionable  ma- 
terials, a  whole  series  of  improved  centrifuge  systems  for  separating 
subcellular  particles  has  been  developed.  Plans  and  designs  of  these 
centrifuges  are  available  to  industry  and  several  pharmaceutical  firms 
are  using  the  so-called  zonal  centrifuge  to  produce  a  very  much  puri- 
fied influenza  vaccine,  some  of  which  is  now  on  the  market. 

The  Atomic  Energy  Commission  is  testing  the  first  model  of  a  car- 
diac pacemaker  powered  by  nuclear  energy.  These  nuclear-powered 
pacemakers  are  designed  for  a  minimum  10-year  life  as  opposed  to  the 
current  2-year  life  of  the  conventional  battery-powered  pacemaker. 
At  present,  approximately  20,000  persons  are  using  pacemakers  pow- 
ered by  batteries.  These  nuclear-powered  pacemakers  will  overcome 
the  cost  and  hazard  of  repeated  major  surgery  currently  required  to 
replace  the  pacemaker  within  the  body. 

3.  How  do  the  health  programs  of  your  departrrvent  contribute  to 
the  formulation  and  implementation  of  the  national  health  policy? 

The  AEC's  program  contributes  to  national  health,  science,  and 
educational  policies  through  its  contribution  to  the  programs  of  such 
interagency  bodies  as  the  Marine  Sciences  Council  ;  Interagency  Co- 
ordinating Committee  for  the  International  Biological  program;  In- 
teragency Committee  on  Ocean  Exploration  and  Environmental  Sci- 
ences; Federal  Council  for  Science  and  Technology;  Committee  on 
Environmental  Quality ;  Interagency  Committee  for  World  Weather 
programs;  National  Academy  of  Sciences — National  Research  Coun- 
cil (Division  of  Biology  and  Agriculture  and  Division  of  Medical 
Sciences) ;  Interdepartmental  Committee  on  Irradiation  Preservation 
of  Food;  Interdepartmental  Committee  on  the  National  Blood  Re- 
search program,  and  the  American  Standards  Association  Committee, 
on  Nuclear  Instrumentation.  The  contribution  of  the  Commission  to 
these  various  interagency  bodies  consists  primarily  in  defining  the 
problems,  developing  the  state  of  the  art,  and  providing  protection 
and  countermeasures  against  radiation  effects.  In  addition,  represen- 
tation by  the  Commission  on  the  various  subcommittees  on  the  Inter- 
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national  Commission  on  Radiological  Protection,  National  Committee 
on  Radiation  Protection  and  Measurements,  and  U.N.  scientific  com- 
mittees enables  these  bodies  to  have  the  advantage  of  the  latest  results 
of  Commission-sponsored  research  available  for  consideration  in  the 
formulation  of  recommendations  by  these  committees. 

If,.  What  mechanisms  are  available  to  you  to  coordinate  and  consoli- 
date health  programs  within  your  department  and  those  of  other  de- 
partments and  agencies? 

Coordination  is  achieved  through  both  formal  and  informal  means. 
In  addition  to  participation  on  the  various  interagency  committees 
listed  under  question  No.  3,  the  AEC  has  representation  for  liaison  on 
National  Institutes  of  Health  Study  Sections  and  National  Science 
Foundation  panels.  Coordination  is  also  accomplished  with  other  gov- 
ernmental, private,  and  international  agencies  through  participation 
in  science  information  exchange  and  through  close  personal  liaison. 
By  the  use  of  interagency  agreements  between  AEC  and  other  Govern- 
ment agencies  such  as  the  Department  of  Defense,  the  National  Aero- 
nautics and  Space  Administration,  and  the  National  Institutes  of 
Health  collaborative  research  programs  are  conducted  in  the  AEC's 
laboratories. 

5,  How  amd  how  often  have  you  used  these  mechanisms?  Give  spe- 
cific examples  of  financial  savings^  better  service^  or  elimination  of  red- 
tape  resulting  from  interdepartmental  and  intradepartmental  pro- 
gram consolidations. 

The  AEC  is  represented  on  13  study  sections  of  the  NIH,  and  five 
panels  of  the  NSF.  These  meet  four  times  a  year.  Formal  meetings 
between  the  Division  of  Biology  and  Medicine  and  the  National  Cen- 
ter for  Radiological  Health  are  held  at  least  once  a  year  and  numerous 
other  meetings  are  held  throughout  the  year  on  a  less  formal  basis. 

It  is  not  possible  to  itemize  specific  financial  savings  which  have 
resulted  from  these  methods  of  coordination  of  research  except  that 
it  is  assured  through  this  mechanism  that  there  is  no  unnecessary  du- 
plication of  health  research  support  by  the  AEC.  An  outstanding  ex- 
ample of  substantial  savings  is  the  establishment  by  the  National  Can- 
cer Institute  of  the  cocarcinogenesis  program  at  the  Oak  Ridge  Na- 
tional Laboratory.  The  availability  of  the  laboratory  facilities  and 
trained  personnel  in  this  laboratory  made  this  savings  possible  by 
utilizing  a  sizable  nucleus  of  competent  scientists  already  in  existence. 
In  another  example,  the  DOD  and  NASA  are  taking  advantage  of 
information  that  results  from  treating  patients  in  the  Medical  Divi- 
sion of  Oak  Rid^e  Associated  Universities  in  lieu  of  starting  similar 
programs  to  obtain  this  information  currently  available  in  this  AEC 
clinical  research  facility. 

Peace  Corps, 
Office  of  the  Director, 
Washington,  B.C..  March  28.  1969. 

Hon.  Abraham  Ribicoff, 

Chairman.,  Subcommittee  on  Executive  Reorganization,  U.S.  Senate, 
Washington,  B.C. 
Dear  Mr.  Chairman  :  Thank  you  for  your  letter  of  February  20 
requesting  a  report  on  Peace  Corps  health  activities. 


FEDERAL  ROLE  IN  HEALTH 


467 


I  am  enclosing  three  copies  of  a  comprehensive  study  based  on  the 
questions  you  raised.  Please  let  me  know  if  you  need  any  further 
information. 

With  best  wishes, 
Sincerely, 

Brent  Ashabranner, 

Acting  Director. 

Peace  Corps  Health  Activities  Report 
introduction 

In  the  following  report  both  financial  and  descriptive  information 
on  the  Peace  Corps  medical  operation  is  presented.  The  first  section 
details  Peace  Corps  health  costs  during  fiscal  years  1966-69,  and  the 
second  deals  with  the  effect  of  the  Peace  Corps  health  system  on  the 
organization,  delivery,  and  financing  of  health  care  in  the  United 
States  and  on  the  formulation  of  national  health  policy. 

The  Peace  Corps  carries  on  two  major  efforts  in  the  health  field. 
The  first  is  the  provision  of  health  care  for  its  personnel — both  vol- 
unteers and  staff.  To  this  end,  the  Peace  Corps  has  established  a  unique 
medical  delivery  system  which  provides  comprehensive  medical  care 
to  the  13,000  volunteers  and  staff  serving  in  59  countries  of  the  world. 
For  a  diagrammatic  description  of  this  health  care  organization,  see 
appendix  A. 

section  1 

Health  costs 

Summarized  below  are  Peace  Corps  obligations  for  health  during 
fiscal  years  1966-68  and  projected  obligations  for  the  current  fiscal 
year. 

PEACE  CORPS  HEALTH  COSTS 

Fiscal  year      Fiscal  year      Fiscal  year        Fiscal  year 
1%6  1967  1968  1969 

I.  Direct  costs  of  providing  medical  care: 

(a)  Administrative   

(b)  Physicians  salaries  and  benefits: 

USPHS   

Direct  hire  

(c)  Physician  support  

(d)  Pretraining  exams  

(e)  Trainee  medical  care  

(0  Volunteer  

(g)  Staff  

Subtotal  

I.  Health  project  cost  


$473,  500 

$473, 300 

?608,  800 

$555, 000 

947, 160 
0 

992, 650 
178,  000 

76,000 
1,650, 000 

47, 490 

1,616,490 
0 

1,431,900 
139,  000 
285,  000 

1,969, 000 
54, 410 

1,765,297 
0 

1,459,569 
143,000 
502, 000 

2, 192, 000 
63, 634 

891,525 
669,  578 

1,399,555 
133,000 
286, 000 

1,944, 000 
65, 138 

4, 364, 800 
9, 600,  000 

5,969,100 
8, 300, 000 

6,734, 300 
7,521,000 

5, 943,796 
9, 000,  000 

13, 964, 800 

14, 269,100 

14,255, 300 

14, 943,796 

Description 

I.  (a)  Administrative. — Includes  costs  of  the  office  of  medical  pro- 
grams m  Washington ;  that  is :  salaries,  travel  and  other  expenses  of 
the  Washington-based  medical  persoimel. 

(b)  Physician  salaries  and  henefits. — Through  fiscal  year  1968  Peace 
Corps  physicians  were  detailed  from  the  USPHS  to  the  Peace  Corps 
with  salaries  and  benefits  of  USPHS  officers.  Because  of  the  new  Selec- 
tive Service  legislation  in  1967,  however,  the  supply  of  USPHS  phy- 
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sicians  was  cut  off  and  Peace  Corps  turned  to  direct-hire  of  private 
physicians  beginning  in  July  1968. 

Their  benefits  are  the  same  as  those  of  other  Peace  Corps  staff  and 
include  such  costs  as  quarters  allowances,  education  allowances  and 
sickness  and  accident  insurance. 

(c)  Physician  support. — This  refers  to  the  maintenance  of  dispen- 
saries, drugs  and  medical  supplies,  cost  of  housing  where  paid  directly 
by  the  Peace  Corps,  all  travel  and  moving  expenses  and  other  costs  such 
as  purchasing  medical  books  and  subscriptions  to  medical  journals  for 
the  respective  offices. 

(d)  Pretraining  exams. — Included  are  authorized  medical  and  den- 
tal expenses  for  invitees  prior  to  their  entry  and  training  programs. 
Authorized  expenses  include  dental  examinations  and  inmiunizations. 

(e)  Trainee  medical  care. — This  includes  the  cost  of  providing  medi- 
cal and  dental  care,  psychiatric  screening,  hospitalization,  and  immuni- 
zations to  Peace  Corps  trainees  during  training  . 

(f)  Volunteer  medical  care. — Included  are  the  costs  of  providing 
consultant  care,  hospitalization  and  medical  evacuations.  (Note:  This 
does  not  include  the  cost  of  physician  salaries  or  medical  supplies — 
these  are  included  in  items  I,  (b)  and  (c)  respectively.) 

(g)  Staff  medical  care. — Tliis  section  refers  to  the  cost  of  providing 
medical  care  to  field  staff  and  dependents,  and  providing  hospitaliza- 
tion and  transportation  for  medical  purposes  as  authorized  in  the 
"Foreign  Affairs  Manual."  In  addition,  the  USPHS  maintains  a  small 
health  clinic  in  the  Washington  office  for  use  by  PC/Washington  staff 
and  staff  trainees. 

II.  Health  project  costs. — These  funds  include  training  costs,  ma- 
terial purchases,  volunteers  living  allowances  and  readjustment  al- 
lowances, and  supporting  professional  staff  salaries,  if  any  (other 
than  physicians)  for  the  total  Peace  Corps  effort  embracing  about 
1,000  volunteers  in  health  projects  overseas. 

Discussion 

During  the  past  2  years,  the  Peace  Corps  office  of  medical  programs 
has  actively  engaged  in  self-evaluation  in  an  effort  to  cut  operational 
costs  while  continuing  to  provide  efficient  and  effective  high  quality 
medical  care  to  its  personnel. 

In  almost  every  instance  this  has  resulted  in  decreased  costs  and 
greater  efficiency  with  no  loss  of  quality  in  the  health  care  delivery 
system.  Specifically,  every  category  listed  under  direct  costs  shows 
a  decrease  from  fiscal  year  1968  to  fiscal  year  1969.  While  some  of 
these  decreases  are  apparent,  the  majority  are  real  cost  cutbacks. 

(a)  Administrative. — In  July  1968,  the  office  of  medical  programs 
was  almost  completely  reorganized  to  its  present  form  (app.  A).  The 
number  of  regional  medical  officers  was  cut  from  six  to  three,  and  a  re- 
search coordinator/regional  medical  officer-at-large  added.  In  addi- 
tion, a  nurse  was  hired  to  handle  the  medical  evacuations  to  Wash- 
ington and  to  coordinate  the  medical  care  of  Peace  Corps  volunteers 
in  Washington.  The  result  has  been  to  relieve  the  regional  medical 
officers,  the  director,  and  deputy  director  from  routine  administra- 
tive matters,  and  allow  greater  utilization  of  their  skills  in  health 
project  planning  and  field  evaluation. 


FEDERAL  ROLE  IN  HEALTH 


469 


By  effecting  the  above  changes,  the  office  of  medical  programs  has 
realized  reductions  in  administrative  costs  and  better  utilization  of 
personnel. 

(b]  Physican  salaries  and  benefits. — The  reduction  from  fiscal  year 
1968-69  is  largely  an  apparent  one.  The  number  of  physicians  and 
nurses  serving  overseas  with  the  Peace  Corps  has  gone  from  127  in 
July  1967  to  97  in  July  1968.  (The  number  of  nurses  providing  health 
care  has  gone  from  nine  in  July  1967  to  seven  in  July  1968.)  The 
average  cost  per  physician-nurse  has  gone  from  $13,899  in  fiscal  year 
1968  to  $16,093  in  fiscal  year  1969.  The  cost  per  physician  in  fiscal 
year  1970  will  be  higher  still  since  direct-hire  physicians  will  be  placed 
in  the  posts  of  USPHS  detailed  phvsicians  finishing  their  tours  in 
June  1969. 

(c)  Physician  support. — The  appointment  of  a  Washington-based 
medical  supply  officer  in  late  1966  and  his  subsequent  reorganization 
of  the  Peace  Corps  medical  supply  system  has  resulted  in  a  slight 
decrease  in  actual  total  costs  for  supplies  while  the  number  of  Peace 
Corps  countries  has  increased  and  the  number  of  volunteers  remained 
relatively  stable. 

The  major  revisions  made  are:  (1)  reorganization  of  the  medical 
supply  system;  (2)  standardization  of  dispensary  equipment;  and 
(3)  revision  of  the  health  kits  which  all  PCY's  receive  upon  arrival 
in-country. 

{1 )  Reorganization  of  Tnedical  supply  system 
Prior  to  fiscal  year  1967,  all  drugs  and  medical  equipment  were 
provided  to  the  Peace  Corps  physicians  on  order  from  Perry  Point 
Supply  Depot  in  Maryland.  Transportation  costs  and  delays  (the  lat- 
ter necessitating  in-country  purchase  of  drugs  at  retail  costs)  and  the 
relativeljr  high  Perry  Point  drugs  and  equipment  prices  resulted  in 
an  inefficient  and  expensive  supply  system.  On  the  basis  of  an  arrange- 
ment made  by  the  medical  supply  officer,  90-95  percent  of  medical  sup- 
plies are  purchased  directly  from  any  one  of  several  major  U.S.  mili- 
tary supply  depots  worldwide.  (See  app.  C  for  a  list  of  depots  and 
countries  supplied.)  By  using  military  transport  facilities,  benefiting 
from  reduced  supply  costs,  and,  finally,  having  a  wide  choice  of  drugs. 
Peace  Corps  has  been  able  to  markedly  improve  the  supply  system 
and  cut  costs  as  well. 

{2)  Standardization  of  dispenso/ry  equipment 
Although  the  cost  savings  resulting  from  equipment  standardiza- 
tion is  not  available,  it  is  safe  to  assume  that  this  is  the  case.  Stand- 
ardization has  provided  the  opportunity  to  buy  certain  supplies  in 
quantity  and  at  reduced  cost,  and  has  decreased  the  costs  of  buying 
new  equipment  with  each  physician  turnover  because  of  one  physi- 
cian's lack  of  familiarity  with  a  previous  physician's  equipment  choice. 

{S)  Streamlining  of  health  hits 
At  the  outset  of  the  Peace  Corps,  PCV's  were  supplied  with  medical 
kits  which  contained  a  variety  of  first-aid  materials  as  well  as  a  small 
selection  of  drugs.  Each  year  the  kits  have  been  pared  down  until 
presently  the  majority  of  drugs  have  been  deleted  for  reasons  of  in- 
utility and/or  danger  to  untrained  users.  This  has  resulted  in  a  sub- 
stantial reduction  in  basic  purchase  price.  Additionally,  by  replac- 
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ing  metal  containers  with  plastic  containers,  a  savings  of  $5  per  kit 
was  realized.  Considering  that  approximately  6,000  kits  are  given  out 
yearly,  the  saving  has  been  roughly  $30,000  per  year  to  tlie  Peace 
Corps. 

(d)  Pretraining  exmns. — The  amount  spent  on  pretraining  exams 
has  remained  relatively  constant  during  the  past  8  years.  A  recent 
change  in  dental  care  j^olicy  should  decrease  the  actual  expenses  in 
this  area  during  the  remainder  of  fiscal  year  1969  and  in  following 
years.  This  new  policy  means  that  trainees  are  now  responsible  for 
paying  the  costs  of  all  dental  treatment.  Peace  Corps  pays  only  for 
the  routine  examination,  including  X-rays.  A  certificate  of  dental 
acceptability  must  be  signed  before  an  invitee  can  begin  training.  It 
is  anticipated,  however,  that  as  Peace  Corps  moves  to  more  in-country 
training  programs  and  away  from  Peace  Corps  camp  training  pro- 
grams, the  cost  of  pretraining  immunizations  and  medical  care,  pres- 
ently borne  by  Peace  Corps,  will  increase.  The  net  effect  will  probably 
be  no  change  in  costs  for  this  category. 

(e)  Trainee  medical  care. — The  anticipated  reduction  of  nearly 
$230,000  from  fiscal  year  1968-69  in  this  area  is  almost  entirely  due  to 
greater  numbers  of  Peace  Corps  programs  which  are  training  volun- 
teers in-country  rather  than  in  training  camps.  Although  the  rationale 
behind  this  general  trend  is  certainly  not  to  cut  medical  costs,  the  in- 
cidental result  has  been  to  do  so.  The  reasons  for  reduced  costs  are 
multiple:  The  necessity  of  contracting  with  a  private  physician  or 
health  service  for  provision  of  health  care  to  a  training  camp  is 
avoided.  This  responsibility  for  in-country  training  programs  be- 
comes that  of  the  Peace  Corps  physician  already  in-country.  Also, 
psychiatric  evaluation  and  consultation  is  provided  in  some  cases  by 
the  PCP,  again  avoiding  the  necessity  of  hiring  a  psychiatrist  for 
that  purpose.  Finally,  medical  supplies  and  immunizations  can  be 
bought  in  bulk  and  at  reduced  prices  at  the  same  time  as  volunteer 
medical  supplies  are  ordered  from  military  depots. 

(f)  Volunteer  mediacl  care. — Although,  generally  speaking,  costs 
of  medical  care  have  increased  worldwide,  the  Peace  Corps  has  man- 
aged to  prevent  an  overall  increase  in  the  costs  of  volunteer  medical 
care  by  markedly  reducing  hospitalization  and  transportation  costs. 
This  has  been  accomplished  through  the  establishment  of  a  worldwide 
network  of  formal  and  informal  agreements  with  I^.S.  military  and 
missionary  hospitals  at  strategic  points.  (See  app.  D  for  list  of  fa- 
cilities presently  used.)  Small  facilities  are  used  for  emergencies  and 
minor  problems  while  the  major  facilities  are  being  used  increasingly 
for  diagnostic  evaluation  and  treatment. 

In  earlier  years,  the  Peace  Corps  evacuated  most  A^olunteers  with 
medical  problems  to  the  United  States  at  markedly  increased  trans- 
portation costs.  Tlie  present  system  not  only  decreases  transportation 
costs,  but  also  allows  closer  coordination  between  the  field  (Avhen  the 
illness  occurs)  and  the  diagnostic  and/or  treatment  facility. 

(g)  Staff  medical  care, — A  slight  increase  in  cost  occurred  between 
fiscal  year  1966  and  fiscal  year  1968  as  the  number  of  staff  grew.  Costs 
for  fiscal  year  1969  are  virtually  unchanged  from  the  fiscal  year  1968 
level. 
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The  Peace  Corps  health  care  system,  while  not  without  problems, 
is  remarkably  successful.  During  our  8 -year  history,  there  have  been 
49  deaths,  all  but  one  of  which  has  resulted  from  accidents.  The  one 
organic  medical  death  was  the  result  of  severe,  acute  amoebiasis.  The 
overall  mortality  rate  is  slightly  lower  than  that  of  the  similar  age 
group  in  the  United  States. 

The  cost  of  this  system  per  volunteer  (calculated  by  adding  items 
(a)  through  (/)  and  dividing  by  the  numbers  of  PCV's)  has  been 
roughly  $480  for  the  past  2  fiscal  years  and  will  probably  remain  in 
this  range  according  to  present  estimates.  In  the  face  of  rising  hos- 
pitalization and  drug  costs,  not  to  mention  transportation  and  com- 
munication costs,  the  price  stability  of  the  Peace  Corps  health  care 
system  is  unusual  and  must  be  considered  the  product  of  careful  revi- 
sion and  reorganization  of  the  health  care  system. 

II.  Health  project  costs 

During  fiscal  year  1966-68  health  project  costs  gradually  declined 
in  spite  of  the  fact  that  the  number  of  volunteers  in  health  projects 
remained  relatively  constant  during  that  time,  at  11  percent  of  the 
total  Peace  Corps  volunteer  strength.  The  decreasing  costs  realized 
during  those  years  reflect  an  increased  efficiency  in  the  training  of 
personnel  and,  in  addition,  a  new  economy  of  overseas  staffing  pat- 
terns, putting  them  on  a  more  functional  basis  for  support  of  such 
projects  in  the  field.  The  rise  in  costs  estimated  for  1969  in  part  is  due 
to  a  slight  increase  in  the  total  number  of  PCY's  in  health  projects 
from  11  percent  to  13.5  percent  of  the  total  PCV  strength,  with  the 
overall  strength  remaining  constant. 

SECTION  2 

Effect  of  Peace  Corps  health  programs  on  the  organization^  delivery 
and  financing  of  health  care  and  the  f ormul-ation  of  a  national 
health  policy  in  the  United  States 
For  the  purposes  of  this  discussion,  the  effect  of  Peace  Corps  on 
both  national  health  care  systems  and  a  national  health  policy  is  con- 
sidered simultaneously.  The  Peace  Corps  because  it  is  directed  at  the 
maintenance  of  an  overseas  effort  has  little  immediate  or  direct  effect 
in  the  national  sphere.  However  three  indirect  effects  occur  which  ul- 
timately may  have  a  large  impact  on  the  national  health  effort.  These 
are:  First  the  return  of  Peace  Corps  physicians  to  the  U.S.  physician 
manpower  pool ;  second  the  involvement  of  former  volunteers  in  do- 
mestic health  efforts:  and  finally  the  Peace  Corps  experience  in  the 
training  utilization  and  support  of  nonprofessionals  serving  as  mid- 
dle level  technicians. 

1.  Return  of  Peace  Corps  physicians  to  U.S.  physician  manpower 
pool. — Certainly  the  number  of  physicians  serving  overseas  with  the 
Peace  Corps  are  so  few  in  relation  to  the  total  number  of  M.D.'s  in 
the  United  States  that  in  terms  of  total  manpower  little  effect  is  real- 
ized on  U.S.  delivery  capacity  by  the  on-going  exodus  and  return  of 
Peace  Corps  physicians.  The  major  impact  of  this  group  is  not  in 
terms  of  numbers  then  but  rather  in  terms  of  the  experiences  and  ca- 
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reer  aspirations  that  PCP's  bring  back  from  their  overseas  experience 
and  the  effect  these  will  have  on  health  care  systems  and  services.  The 
opportunity  to  participate  in  in-depth  cross-cultural  exchanges  and 
in  the  development  of  host  country  health  services  while  at  the  same 
time  taking  part  in  the  uniquely  intense  interpersonal  situation  pro- 
vided by  being  a  physician  to  Peace  Corps  volunteers  is  unmatched 
by  other  medical  experiences. 

2.  Involvement  of  former  volunteers  in  domestic  health  efforts. — 
Approximately  1  to  2  percent  of  the  returned  Peace  Corps  volunteers 
enter  the  health  or  health  related  fields.  Many  of  these  obtain  graduate 
degrees  in  public  health,  while  others  participate  in  health  care  de- 
livery services  at  the  community  level.  The  majority  were  involved  in 
health  work  in  the  Peace  Corps  and,  thus,  bring  a  combination  of 
perspective  and  experience  to  the  domestic  health  scene.  As  "middle 
level  technicians"  they  are  nearly  unique  to  the  American  health  care 
system  which  is  slowly  moving  toward  greater  reliance  on  allied 
middle-level  health  personnel. 

3.  Peace  Corps  experience  in  training.,  utilization  and  support  of 
nonprofessionals  serving  as  middle-level  health  technicians. — The 
Peace  Corps  has  demonstrated  repeatedly  that  college  graduates  with 
liberal  arts  degrees  can  learn  technical  skills  in  10-12  weeks  and  per- 
form with  precision  a  variety  of  medically  related  functions.  For  ex- 
ample, PCV's  in  Bolivia,  working  in  tuberculosis  control,  administer 
TB  vaccines,  perform  diagnostic  skin  tests  and  sputum  studies,  pre- 
scribe treatment,  observe  patient  progress,  and  maintain  record  sys- 
tems in  rural,  high  TB  incidence  areas.  In  Malaysia  PCV's  work  with 
local  health  officials  to  analyze  and  improve  the  efficiency  and  effec- 
tiveness of  existing  health  services.  As  seen  in  appendix  B,  these  are 
but  two  of  many  health  related  endeavors  in  which  the  Peace  Corps 
is  involved. 

At  the  present  time.  Peace  Corps  is  attempting  to  summarize  its 
experience  in  training,  utilization  and  support  of  nonprofessionals  in 
the  health  related  fields  for  presentation  to  the  medical  community 
through  journals  and  other  reports.  It  is  becoming  increasingly  appar- 
ent that  one  domestic  area  which  urgently  needs  greater  emphasis  and 
exploration  is  that  of  the  use  and  training  of  middle-level  health 
technicians  to  satisfy  the  growing  demands  for  health  services  in  this 
country. 
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Appendix  B 

Peace  Corps  Health  Programs  Currently  Overseas 


Health  education: 
Afghanistan 
Chad 
Chad^ 
El  Salvador 

Professionals: 

(A)  Nurses: 

Colombia 

Afghanistan 

EllSalvador 

Ethiopia 

Guatemala 

Honduras  ^ 

(B)  Pa ra -Medicals : 

( lab  techs  &  med  techs ) 
Afghanistan  (3) 
Chad  (2) 
Ethiopia  (2) 

Enmronmental  sanitation: 
(A)  Wells: 

Chad 

El  Salvador 

Malaysia 

Niger 

Disease  control: 

(A)  Malaria  Control : 
Oeylon  ^ 
Ethiopia 
Philippines 
Philippines  ^ 
Thailand 

Nutrition: 

(A)  General: 

Columbia 
Guatemala  ^ 
India 
Lesotho 


Family  planning  and  maternal  and  child  care: 


Ivory  Coast 
Ivory  Coast ' 
Liberia  ^ 
Upper  Volta 


Ivory  Coast 
Malaysia 
Micronesia 
Tonga 

Western  Samoa 


Micronesia 
Turkey 

Western  Samoa 


Niger  ^ 
Tonga 
Upper  Volta 


( B )  Tuberculosis  Control 
Bolivia 
Korea 


(B)  School  Lunch:  Brazil 


(A)  Family  Planning: 

India : 
Bihar 
Punjab 

Tunisia 

General  Health  Projects: 
Brazil : 

Amazon  Health 
Paraiba  Health 
Goias  Rural  Health' 
Cameroon — Rural  Health 
Ethiopia — Rural  Health 
India — Rural  Health 


(B)  Maternal/Child  Care: 

Dominican  Republic 
Tonga 

Turkey  child  care 


Malaysia — Rural  Health 
Niger— Rural  Health' 
Thailand — Rural  Health 
Venez.— Rural  Health' 
Togo— Rural  Pub.  Health 
W.  Samoa— Rural  Pub.  Health 
Lesotho — Public  Health 


Requests  for  programs  now  being  reviewed  in  OPR: 

Afghanistan  Gambia 

Brazil  Guatemala 

Chad  Malaysia 

Dahomey  Philippines 

El  Salvador  Upper  Volta 
Ethiopia 


^  Programs  approved  for  training  or  in  training  now. 
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Appendix  C 


Regional  Supply  Points 

With  Perry  Point  serving  as  the  primary  Procurement  Center  for  the  Peace 
Corps,  the  Regional  Supply  Points  have  been  designated  as  follows:  (those 
Supply  Points  marked  with  an  asterisk  maintain  stocks  of  PCV  Medical  Kits) 


I.   SUPPLY  POINTS  FOR  AFRICA 


USPHS  Supply  Center,^  Perry  Point, 

Botswana 

Senegal 
WACASC,^  Lagos,  Nigeria: 

Togo 

Ivory  Coast 
Liberia 
Nigeria 
Ghana 
Cameroon 
Kagnew  Station/  Asmara,  Ethiopia 
Ethiopia 
Somali  Republic 
Kenya 


Maryland: 
Lesotho 
Swaziland 

Niger 
Ohad 
Dahomey 
Upper  Volta 
Sierra  Leone 


Tanzania 

Malawi 

Uganda 


n.  SUPPLY  POINTS  FOR  NANESA    (NORTH  AFRICA,  NEAR  EAST,  SOUTH  ASIA) 

1.  USAF  Hospital  (Armish/Maag),  Tehran,  Iran. 

2.  Tuslog  Det.  37,^  Ankara,  Turkey:  Turkey. 

3.  Station  Hospital,  U.S.N.A.S.  Kinetra,  Kinetra,  Morocco:  Morocco. 

4.  U.S.  Naval  Hospital,  Rota,  Spain:  Tunisia. 

5.  7272  USAF  Hospital,  Wheelus  Air  Base,  Tripoli,  Libya:  Libya. 

6.  Peace  Corps,  New  Delhi,  India:  Afghanistan. 

7.  11th  USAF  Dispensary,  APO  96330  {Thailand) : 

India,  Nepal,  Ceylon. 

in.  SUPPLY  POINTS  FOR  EAST  ASIA  AND  PACIFIC  (ElAP) 

1.  6th  Medical  Depot  (A),  APO  96220  (Ascom  City,  Korea):  Korea. 

2.  USAF  Hospital,^  Clark  Air  Base  (Philippines),  APO  96274  : 

Philippines,  Malaysia. 

3.  Guam  Naval  Supply  Depot:  Trust  Territory. 

4.  11th  USAF  Dispensary,  APO  (96330)  Thailand:  Thailand  (May  also  use  631 

Support  Squdn. — Don  Muang  AB  or  388  Tactical  Dispensary — Korat  AB). 

5.  Tripler  General  Hospital,  Honolulu,  Hawaii:  Western  Samoa,  Tonga  and  Figi. 


IV.   SUPPLY  POINTS  FOR  LATIN  AMERICA 


1.  USPHS  Supply  Center,  Perry  Point,  M 

2.  U.S.  Naval  Dispensary,  San  Juan,  Pue 

Puerto  Rico,  Virgin  Islands. 

3.  Kernan  Medical  Supply  Depot,^  Fort 

Venezuela 
Brazil 
Paraguay 
Uruguay 
Guatemala 
El  Salvador 
Peru 

Honduras 
Panama 


d. :  Barbados. 
rto  Rico : 

Clayton,  Panama  Canal  Zone: 
Costa  Rica 
Colombia 
Ecuador 
Bolivia 
Chile 

Dominican  Republic 

British  Honduras  via  San  Salvador 

Guyana  (limited  basis) 


^  PiK^ams  approved  far  training  or  in  training  now. 


Spain  

  Madrid    

Germany.   

  Frankfurt  

Landstuhl  

Weisbaden    

Thailand.  _  

  Bangkok  
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APPENDIX  D-U.S.  OVERSEAS  MEDICAL  FACILITIES  PRESENTLY  USED  BY  PEACE  CORPS  FOR  DIAGNOSIS  AND 

TREATMENT 

Country  City  Facility 

U.S.  Armed  Forces  Hospital. 
97th  General  Army  Hospital. 
U.S.  Army  Hospital. 
U.S.  Armed  Forces  Hospital. 
l-TAPAC(llth  USAF). 

Philippines    Luzon   Clark  Air  Force  Base. 

Guam   U.S.  Naval  Base  Hospital. 

Hawaii    Tripler  General  Hospital. 

United  States.-.   Seattle   USPHS  Hospital. 

Detroit    Do. 

San  Francisco   Do. 

Staten  Island   Do. 

Baltimore   Do. 

New  Oreleans   Do. 

Washington,  D.C   _  Bethesda  Naval  Hospital. 

Walter  Reed. 
N.I.H. 

Panama   Gorgas  Hospital. 

Puerto  Rico    San  Juan   Rodriguez  U.S.  Army  Hospital. 

U.S.  FACILITIES  OCCASIONALLY  USED  FOR  EMERGENCIES  AND  ROUTINE  HOSPITALIZATION  NOT  REQUIRING 
INTENSIVE  TREATMENT  OR  DIAGNOSTIC  MEASURES 

Country  City  Facility 

Morocco     Kaneetra    U.S.  Naval  Hospital. 

Ethiopia  Asmara.    Kagnew  Station. 

Turkey  Ankara  Armish/MAAG. 

U.S.  Air  Force  Hospital. 

Iran  Tehran   Do. 

Afghanistan     Kabul  State  Department  Hospital. 

Korea  Seoul  Seoul  Military  Hospital. 

Ascon   121st  Evacuation  Hospital. 

Pusan   nth  Evacuation  Hospital. 

Canal  Zone  Government, 
Washington,  D.C,  March  19, 1969. 

Hon.  Abraham  A.  Ribicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee  on 
Government  Operations,  U.S.  Senate,  Washington,  D.C. 
Dear  Senator  Ribicoff:  Governor  Leber  has  requested  me  to 
respond  to  your  letter  of  February  20  requesting  information  concern- 
ing health  programs  of  the  Canal  Zone  Government.  A  summary  of 
these  programs,  with  other  information  requested  in  your  letter,  is 
enclosed. 

Since  the  commencement  of  construction  of  the  Panama  Canal,  the 
government  agencies  successively  responsible  for  construction  and 
operation  of  the  canal  and  government  of  the  Canal  Zone  have  main- 
tained comprehensive  programs  to  safeguard  health  in  the  Canal 
Zone.  The  special  health  problems  associated  with  the  construction 
of  the  canal  and  the  programs  initiated  by  Colonel  Gorgas  and  con- 
tinued since  that  time  are  generally  familiar  history. 

The  health  programs  in  the  Canal  Zone  are  of  course  generally 
'  related  to  and  coordinated  Avith  similar  programs  in  the  United 
States  but  in  the  Canal  Zone  the  major  difference  is  that  all  health 
services  are  consolidated  in  the  Canal  Zone  Government  and  the  sev- 
eral military  departments.  As  the  enclosed  summary  shows,  these  pro- 
grams are  closely  interrelated  and  coordinated. 
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Please  feel  free  to  call  on  me  for  any  additional  information  about 
the  Canal  Zone  Government  health  programs. 
Sincerely  yours, 

W.  M.  Whitman, 

Assistant  to  the  Governor. 

Canal  Zone  Government  Health  Programs  and  Costs, 
Fiscal  Years  1964-1968 

a.  programs 

1.  G  org  as  Hospital 

Gorgas  Hospital  is  located  in  the  Pacific  terminal  area  of  the  Canal 
Zone  and  is  accredited  by  the  Joint  Commission  on  Accreditation  of 
Hospitals.  The  hospital  provides  definitive,  comprehensive,  inpatient 
and  outpatient  specialty  care  for  surgical,  medical,  pediatric,  obstetri- 
cal, gynecological,  radiological,  eye,  ear,  nose  and  throat,  acute  psy- 
chiatric, orthopedic,  and  tuberculosis  patients;  and  provides  a  long- 
term  rehabilitation  program  supported  by  physical  therapy  and 
brace  shop  facilities.  It  has  complete  dental,  laboratory,  pharmaceu- 
tical, isotope,  and  mortuary  service  facilities.  The  hospital  is  approved 
for  intern  and  resident  training  in  various  specialities. 

2.  Coco  Solo  Hospital 

Coco  Solo  Hospital,  a  general  hospital  located  in  the  Atlantic  ter- 
minal area,  has  facilities  to  provide  definitive,  comprehensive,  in- 
patient and  outpatient  care  to  medical,  surgical,  obstetrical,  gynecologi- 
cal, eye,  ear,  nose  and  throat,  and  dental  patients ;  and  has  laboratory. 
X-ray,  physical  therapy,  and  pharmaceutical  services.  Coco  Solo  Hos- 
pital is  accredited  by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. The  hospital  has  a  normal  operating  bed  capacity  of  150  sup- 
plemented by  a  reserve  capacity  of  1^5  beds. 

3.  Oorozal  Hospital 

Corozal  Hospital  is  the  only  mental  hospital  within  the  Canal  Zone 
and  as  such  provides  major  inpatient  psychiatric  services.  In  recent 
years,  the  hospital  has  changed  from  a  custodial-type  institution  to 
an  active  treatment  facility,  by  successfully  implementing  a  program 
of  active  treatment  based  upon  the  concepts  of  community  and  social 
psychiatry. 

The  hospital  inpatient  psychiatric  services  include  intensive  treat- 
ment of  the  patient,  both  as  an  individual  and/or  as  part  of  a  group, 
and  also  continued  treatment  which  is  primarily  group  oriented.  In 
addition,  the  hospital  has  a  medical  care  section  for  nonambulatory 
patients. 

Nonhospitalized  patients  are  treated  under  three  different  voluntary 
programs.  These  are : 

(a)  Outpatient  treatment. — A  treatment  session  in  which  the  patient, 
following  his  release  from  the  hospital,  meets  with  an  individual  mem-_ 
ber  of  the  therapy  team. 

{h)  Daypatient  treatment. — An  all-day  session  in  which  the  patient, 
as  a  pai't  of  a  group,  receives  all  of  the  necessary  services  previously 
provided  to  him  as  an  inpatient.  This  combines  intensive  treatment 
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during  the  day  with  the  rehabilitating  benefits  of  returning  to  home 
and  community  at  night. 

(c)  Night  hospital  treatment. — A  newly  developed  program  in 
which  the  patient  reports  to  the  hospital  after  work  each  day,  remain- 
ing until  the  following  morning.  At  the  hospital  he  receives  group 
psychotherapy,  family  therapy,  and  other  treatments,  as  required. 

4.  Palo  Seco  Hospital 

Palo  Seco  Hospital  provides  a  colony-type  facility  with  an  infirmary 
for  patients  with  Hansen's  Disease.  Currently,  there  are  84  patients  in 
the  colony,  of  which  three  are  Canal  Zone  responsibility  and  the  rest 
are  the  responsibility  of  the  Republic  of  Panama.  The  Republic  of 
Panama  is  charged  on  the  basis  of  actual  per  diem  cost.  Panama  is  in 
the  initial  stages  of  a  program  of  outpatient  care  for  lepers  in  their 
home  communities.  This  should  appreciably  reduce  future  admissions 
and  it  is  anticipated  that  this  facility  can  be  closed  in  approximately 
5  years. 

5.  Office  of  the  Health  Director 

In  addition  to  overall  responsibility  for  the  administration  and 
supervision  of  all  health  units,  this  office  is  responsible  for  liaison  with 
health  and  medical  organizations  of  other  U.S.  Government  agencies 
in  the  Canal  Zone  and  with  public  health  authorities  in  the  Republic 
of  Panama ;  and  maintaining  records  of  births  and  deaths  and  issuing 
certificates  covering  such  records. 

6.  Sanitation 

This  function  assumes  responsibility  for  all  phases  of  environmental 
sanitation  such  as  mosquito  and  other  insect  control,  antimalarial  meas- 
ures, and  rodent  control ;  sanitation  inspections  of  townsites,  schools, 
gymnasia,  swimming  pools,  industrial  areas,  all  establishments  offer- 
ing food  and  beverages  for  sale,  and  barber  and  beauty  shops.  It  also 
provides  entomological  and  sanitary  engineering  support  to  the  mari- 
time quarantine  program,  such  as  special  sanitation  inspections  of 
vessels  for  issuance  of  deratization  cer'tificates,  cargo  inspections  and 
dockside  surveillance  of  vessels  from  plague  suspect  ports  and  of  those 
carrying  meat  products  from  countries  having  hoof  and  mouth  disease. 

7.  Preventive  medicine 

This  program  provides  for  the  enforcement  of  maritime  and  air- 
craft quarantine  laws  and  regulations  in  the  Canal  Zone.  It  also  pro- 
vides for  tropical  and  communicable  disease  control ;  industrial  health ; 
maternal,  infant  and  child  hygiene;  and  community  wide  public  health 
activities,  such  as  general  and  mass  immunization  programs  and  vari- 
ous health  surveys. 

8.  Veterinary  services 

Veterinary  services  include  the  operation  of  two  small  animal  hos- 
pitals and  quarantine  kennels ;  the  prevention  of  animal  diseases,  in- 
cluding animal  quarantine  and  control  of  imported  animal  products ; 
and  the  inspection  for  approval  and  continued  surveillance  of  all  food 
sources  on  the  Isthmus  of  Panama  that  supply  products  to  Panama 
Canal  Company  and  Canal  Zone  Government  units,  private  organiza- 
tions, and  personnel  resident  in  the  Canal  Zone. 
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B.  COSTS,  FISCAL  YEARS  1964-68 
[In  thousands  of  dollars] 

Fiscal  year 

1964  1965  1966  1967  1968 


(1)  Gorgas  Hospital   5,246  5,997  6,436  6,851  7,342 

(2)  Coco  Solo  Hospital   1,911  2,077  2,205  2,372  2,540 

(3)  Corozal  Hospital   871  1,021  1,051  1,145  1,204 

(4)  Palo  Seco  Hospital   ^  185  202  210  228  243 

(5)  Office  of  Health  Director   137  143  137  151  157 

(6)  Sanitation   411  437  450  476  539 

(7)  Preventive  medicine   384  453  502  531  571 

(8)  Veterinary  service   167  173  188  243  244 


Total   9,312         10,503         11,179         11,997  12,840 


C.  RELATIONSHIP  TO  HEALTH  CARE  IN  THE  UNITED  STATES 

The  Canal  Zone  Government  is  established  by  act  of  Congress  to 
perform  "the  various  duties  connected  with  the  civil  government, 
including  health,  sanitation  and  protection"  of  the  Canal  Zone  (76A 
Stat.  7).  All  net  costs  of  the  Canal  Zone  Government,  including  the 
cost  of  the  health  programs,  are  reimbursed  to  the  Treasury  by  the 
Panama  Canal  Company  out  of  revenues  (76 A  Stat.  8). 

D.  CONTRIBUTION  TO  NATIONAL  POLICY 

The  health  programs  of  the  Canal  Zone  Government  are  established 
to  implement  the  national  policy  expressed  in  the  act  of  Congress 
charging  the  Canal  Zone  Government  with  "performance  of  the 
various  duties  connected  with  the  civil  government,  including  health, 
sanitation  and  protection  of  the  Canal  Zone"  (76A  Stat.  7). 

E.  MECHANISMS  FOR  COORDINATION  OF  PROGRAM 

The  Army,  Navy,  and  Air  Force  are  the  only  other  Federal  depart- 
ments with  significant  health  programs  in  the  Canal  Zone.  A  joint 
medical  advisory  committee  consisting  of  the  surgeons  of  the  three 
military  services  and  the  Health  Director  of  the  Canal  Zone  Govern- 
ment meets  regularly.  The  health  programs  of  the  three  military 
services  and  of  the  Canal  Zone  Government  are  closely  interrelated. 
The  Canal  Zone  Government  hospitals  provide  all  inpatient  hospital 
care  and  all  specialty  treatment  for  the  military  departments.  Direct 
financial  savings  have  been  realized  by  discontinuance  of  the  operation 
of  general  hospitals  by  the  military  departments,  and  consolidation  of 
the  procurement  of  medical  supplies  in  the  Army. 


National  Science  Foundation, 

Office  of  the  Director, 
Washington,  B.C..  April  16,  1969. 

Hon.  Abraham  Ribicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee 
on  Government  Operations,  Washington,  D.G. 
Dear  Senator  Ribicoff  :  This  is  in  response  to  your  letter  of  Feb- 
ruary 19, 1969,  in  which  you  pointed  out  that  the  Bureau  of  the  Budget 
Special  Analysis  L  reports  that  the  Government  is  spending  $16.3 
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billion  on  health  in  fiscal  year  1969  and  that  the  National  Science 
Foundation  is  spending  $26,600,000  in  this  field.  Your  letter  then  asks 
a  number  of  questions  relating-  to  "health  prooframs"  under  the  Foun- 
dation's jurisdiction  and  other  questions  such  as  the  impact  of  the 
Fomidation's  pro<^rams  in  improving  the  delivery  of  health  care, 
influencino:  national  health  policy,  et  cetera. 

The  mission  of  the  Foundation,  is  directed  at  research  and  educa- 
tion in  the  sciences.  The  NSF  Act  states  that  the  Foundation  is  estab- 
lished "to  promote  the  progress  of  science;  to  advance  the  national 
health,  prosperity,  and  welfare;  to  secure  the  national  defense;  and 
for  other  purposes."  Its  general  functions  are  to : 

(1)  Initiate  and  support  basic  scientific  research  and  programs 
to  strengthen  scientific  research  potential  and  to  appraise  the  im- 
pact of  research  upon  industrial  development  and  the  general 
welfare. 

(2)  Award  scholarships  and  graduate  fellowships  in  the 
sciences. 

(3)  Foster  the  interchange  of  scientific  information  among 
scientists  in  the  United  States  and  foreign  countries. 

(4)  Foster  and  support  the  development  and  use  of  computer 
and  other  scientific  methods  and  technologies,  primarily  for  re- 
search and  education  in  the  sciences. 

(5)  Evaluate  the  status  and  needs  of  the  various  sciences  and 
take  into  consideration  the  results  of  this  evaluation  in  correlat- 
ing its  research  and  education  programs  with  other  Federal  and 
non-Federal  programs. 

(6)  Maintain  a  current  register  of  scientific  and  technical  per- 
sonnel, and  in  other  ways  provide  a  central  clearinghouse  for  the 
collection,  interpretation,  and  analysis  of  data  on  scientific  and 
technical  resources  in  the  United  States. 

(7)  Determine  the  total  amount  of  Federal  money  received  by 
universities  and  appropriate  nonprofit  organizations  for  the  con- 
duct of  scientific  research,  including  both  basic  and  applied,  but 
excluding  development,  and  report  annually  thereon  to  the  Presi- 
dent and  to  the  Congress. 

(8)  Initiate  and  support  specific  scientific  research  including 
applied  research  at  academic  and  other  nonprofit  institutions  and, 
at  the  direction  of  the  President,  support  special  applied  research 
relevant  to  national  problems  involving  the  public  interest  at 
other  appropriate  organizations. 

(9)  Recommend  and  encourage  the  pursuit  of  national  policies 
for  the  promotion  of  basic  research  and  education  in  the  sciences. 

The  funds  to  which  you  refer  as  listed  in  the  President's  budget  de- 
rive primarily  from  the  Foundation's  programs  in  support  of  basic 
research  and  partly  from  other  activities  of  the  Foundation  in  science 
education,  information,  et  cetera.  The  majority  of  these  funds  would 
derive  from  the  Foundation's  programs  in  support  of  research,  pri- 
marily those  administered  through  the  Foundation's  Division  of  Bio- 
logical and  Medical  Sciences. 

It  should  be  noted,  however,  that  while  some  of  the  kinds  of  research 
projects  supported  by  the  Foundation  through  its  general  competition 
for  support  of  basic  research  projects  in  academic  institutions  would 
also  qualify  for  support  by  the  National  Institutes  of  Health  (such  as, 
for  example,  some  research  in  cytology  or  on  osmotic  processes) .  the 
Foundation  does  not  support  specific  disease-related  research  or 
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clinical  research,  those  areas  being  reserved  to  the  National  Institutes 
of  Health  and  other  agencies  whose  missions  are  more  specific.  Simi- 
larly, other  topics  basic  to  biological  and  medical  processes  such  as,  for 
example,  research  on  biological  processes  involving  photosynthesis, 
currently  are  considered  to  be  of  little  direct  relevance  to  the  disease- 
related  problem  areas  of  the  National  Institutes  of  Health  and  are  not 
supported  by  them. 

When  awarding  a  grant  in  response  to  a  proposal  which  has  been 
successful  in  our  general  competition  for  support  of  basic  scientific 
research  project  grants,  the  Foundation  records  a  variety  of  data 
items  about  each  such  fundamental  research  project.  Among  the  ob- 
vious ones,  the  primary  field  of  science  is  recorded.  This  might  be, 
for  example,  engineering  chemistry,  physics,  biochemistry,  regulatory 
biology,  metabolic  biology,  et  cetra.  In  addition  to  this  data  item,  a 
number  of  secondary  items  are  recorded  also,  such  as  health-related, 
oceanography-related,  agricultural  sciences-related,  water  resources- 
related,  air  pollution-related,  urban  problems-related,  transportation- 
related,  space  sciences-related,  and  computer  science-related.  These 
items  represent  the  more  or  less  subjective  judgment  of  the  program 
officer  recommending  the  award  of  the  grant  and  is  his  statement  that 
he  believes  there  is  a  reasonable  chance  that  the  results  of  the  research 
being  supported  may  fill  in  one  of  the  many  gaps  in  scientific  knowl- 
edge and  may  be  of  long-range  interest  to  scientists  working  on  more 
mission-related  or  applied  research  in  the  area  identified.  It  is  the 
total  of  these  items,  together  with  similar  estimates  for  programs  in 
education,  science  information,  et  cetra,  which  form  the  basis  for  the 
estimated  total  included  in  the  Budget  Special  Analysis. 

Thus,  while  the  Foundation  operates  no  health  program  or  health 
service  programs,  we  have  below  repeated  your  question  and  supplied 
brief  and  general  comments  as  to  the  relationship  of  the  Fundation's 
programs  in  support  of  scientific  research  to  the  topic  of  the  question. 

1.  List  and  describe  each  health  program  wnder  your  jurisdiction^ 
specifying  hoio  much  money  loas  spent  on  each  program  in  each  of  the 
past  5  fiscal  years. 

The  National  Science  Foundation  operates  no  health  programs  as 
such.  It  has  no  money  allocated  specifically  for  or  used  for  health- 
related  purposes.  NSF  does  support  a  variety  of  basic  research  proj- 
ects or  educational  projects  that  can  be  identified  as  also  contributing 
in  some  way,  usually  rather  indirectly,  to  health-related  efforts  of 
other  agencies. 

Annually  the  Foundation  reports  to  the  National  Institutes  of 
Health  the  simis  obligated  by  NSF  for  health-related  projects.  NIH 
is  responsible  for  assembling  and  publishing  the  data  for  all  Federal 
agencies.  It  is  important  to  recognize  that  the  sums  reported  by  the 
Foundation  as  health-related  obligations  may  also  be  reported  on 
other  occasions  as  obligations  for  other  purposes,  for  example,  ocean- 
ography. 

2.  What  results.,  hoth  direct  and  indirect^  have  these  programs 
achieved  uiith  regard  to  improving^  in  hoth  the  public  and  private 
sectors.^  the  organization,  financing  and  delivery  of  health  care  in  the 
United  States? 

The  projects  NSF  supports  and  reports  as  health-related  are  mostly 
basic  research  efforts.  For  the  most  part,  they  do  not  contribute  in  any 
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directly  identifiable  way  to  improving  the  organization,  financing,  or 
delivery  of  health  care  in  the  United  States.  However,  support  is  pro- 
vided for  conduct  of  biological  research  that  may  possibly  contribute 
toward  improved  health  services  in  the  future.  It  was  demonstrated  in 
a  recent  publication,  "Traces''  (copy  enclosed) ,  that  the  oral  contracep- 
tive pill  owes  its  existence  in  part  to  basic  biological  investigations 
made  over  a  span  of  several  decades.  (See  exhibit  7,  p.  483.) 

Currently  the  Foundation  supports  possibly  comparable  research  of 
several  biochemists,  among  them  Kobert  Holley  of  the  Salk  Institute, 
La  Jolla,  Calif.,  and  Har  Gobind  Khorama  of  the  University  of  Wis- 
consin, both  recipients  of  Nobel  prizes.  Their  research  involves  the 
chemical  synthesis  of  polynucleotides.  These  molecules  are  the  struc- 
tural units  of  DNA.  Greater  understanding  of  the  DNA-RNA  com- 
plex gives  promise  of  leading  to  new  controls  over  disease  and  genetic 
defects.  The  building  of  cancer  cells,  for  example,  results  from  some 
sort  of  scrambling  in  the  messages.  Because  viruses  contain  DNA, 
knowledge  of  these  nucelic  acids  is  valuable  in  the  fight  against  virus 
diseases. 

In  a  similar  fashion  the  work  of  Herbert  Roeller  of  Texas  A.  &  M. 
University  may  have  application  to  the  medical  profession.  He  is  sup- 
ported by  the  Foundation  in  studies  of  the  hormone  that  regulates  in- 
sect metamorphosis.  Though  the  most  obvious  hoped-for  consequence  of 
his  work  is  that  a  new  kind  of  safe  pesticide  may  be  developed,  it  is 
also  possible  that  new  methods  for  synthesizing  hormones  Avill  result 
that  will  have  desirable  biological  effects  on  humans. 

Obviously  we  are  reluctant  to  claim  that  research  projects  such  as 
these  are  specifically  contributory  to  better  health  services. 

3.  How  do  the  health  programs  of  your  department  contribute  to  the 
formulation  arhd  implementation  of  the  national  health  policy? 

The  answer  is  essentially  the  same  as  that  for  question  No.  2 ;  NSF- 
supported  projects  do  not  contribute  in  any  directly  identifiable  way  to 
the  formulation  or  implementation  of  a  national  health  policy. 

Jf.  WJmt  mechanisms  are  available  to  you  to  coordinate  and  consoli- 
date health  programs  within  your  foundation  and  those  of  other  de- 
partments  and  agencies? 

Because  NSF  has  no  health  programs  as  such,  it  does  not  coordinate 
or  consolidate  its  activities  with  action-oriented  health  programs  of 
other  departments  or  agencies.  However,  within  the  context  of  its 
support  of  basic  research  in  the  biological  sciences,  the  Foundation  co- 
ordinates on  a  continuous  basis  its  activities  with  pertinent  units  of 
NIH  to  avoid  providing  duplicate  or  inappropriate  support  for  the 
same  research  project. 

5.  Hoio^  and  how  often^  have  you  used  these  mechanisms?  Give  spe- 
cific examples  of  financial  savings^  better  service,  or  elimination  of 
redtape  resulting  from  interdepartment  or  intradepartment  program 
consolidations  ? 

This  question  is  answered  in  part  in  question  No.  4,  above.  The 
question  is  only  indirectly  applicable  to  NSF  activities.  In  those  in- 
stances in  which  NIH  and  NSF  may  wish  to  support  a  given  basic  re- 
search project,  the  two  agencies  are  motivated  for  different  but  gen- 
erally complementary  reasons — NIH,  because  the  anticipated  results 
of  the  research  may  have  medical  or  health-related  significance;  NSF", 
because  the  anticipated  results  might  contribute  toward  better  under- 
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standing  of  basic  biological  principles.  However,  coordination  of  ac- 
tivities to  the  extent  of  attempting  to  complement  rather  than  dupli- 
cate or  frustrate  activities  of  NIH  is  a  matter  of  daily  routine.  For  ex- 
ample, a  recent  Foundation  award  was  reduced  by  the  amount  re- 
quested to  reimburse  the  grantee  institution  for  salary  paid  to  an 
associate  researcher.  Direct  communication  with  NIH  enabled  our 
staff  to  arrange  that  the  associate's  salary  be  provided  through  an 
award  being  made  by  that  agency  for  a  different  and  more  appropriate 
project. 

Similarly,  NIH  and  NSF  staffs  recently  conferred  on  how  much  sup- 
port was  to  be  provided  by  each  agency  in  funding  a  proposal  for 
travel  to  a  forthcoming  international  scientific  congress.  Duplicate 
proposals  were  submitted  to  the  two  agencies  in  the  hope  one  or  the 
other  would  react  favorably.  Both  agencies  did  provide  some  support 
but  cooperated  to  assure  that  total  support  would  help  the  scientific 
purposes  to  be  served,  but  would  not  be  wasteful  of  Federal  funds. 

The  Foundation  is,  of  course,  only  one  of  many  Federal  agencies 
supporting  scientific  research.  However,  the  Foundation's  support  of 
academic  research,  including  that  in  the  life  sciences,  represents  a 
major  portion  of  this  Nation's  effort  to  build  and  maintain  competence 
in  basic  science  activities,  both  through  the  support  of  ongoing  re- 
search and  support  of  science  education  activities.  In  addition  to  the 
Foundation's  support  of  research  in  the  biological  and  medical  sciences, 
the  Foundation's  research  support  in  basic  physics,  chemistry,  mathe- 
matics, social  sciences,  and  in  the  sciences  of  the  environment,  are  of 
significant  value  in  contributing  to  the  long-range  understanding  of 
natural  processes  and  human  behavior  in  all  fields  of  knowledge  which 
will  be  a  major  part  of  the  base  upon  which  will  be  built  our  improved 
health  programs  of  the  future. 

In  summary,  the  National  Science  Foundation  does  not  have  action 
responsibility  in  the  health  field,  but  does  have  core  responsibility  for 
the  long-range  and  continuing  development  of  an  expanding  resource 
base  of  scientific  competence  and  knowledge  upon  which  solutions  to 
national  problems  will  depend  in  the  years  to  come.  In  fiscal  year  1968 
in  all  fields  of  science,  it  is  estimated  that  approximately  53,000  faculty 
members  and  other  professional  scientists,  18,400  students  and  4,600 
other  personnel  were  receiving  partial  or  full  support  for  their  scien- 
tific activities  from  the  National  Science  Foundation. 

We  would  be  pleased  to  respond  to  any  further  questions  which  you 
or  your  staff  may  have  concerning  the  relationship  of  the  Founda- 
tion's programs  in  support  of  _scientific  research  and  education  to  the 
long-range  development  of  national  scientific  competence  bearing  upon 
the  evolution  of  health-related  policies  and  programs. 
Sincerely  yours, 

Leland  J.  Ha  WORTH,  Director. 
EXHIBIT  7 

The  Oeal  Conteaceptive 

SUMMARY 

Under  the  broad  meaning  of  nonmission  or  basic  research  as  that  which  is 
motivated  by  the  desire  to  understand,  this  tracing  clearly  reveals  the  presence 
of  that  motivation  in  the  lineage  of  the  physiology  of  reproduction.  Of  all  the 
things  man  seeks  to  understand,  that  dealing  with  life,  and  particularly  its 
procreation,  is  one  of  the  most  fascinating. 
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As  he  begins  to  understand,  man  seeks  to  control  the  situation  in  which  he  finds 
himself.  The  suggestion  that  hormones  could  be  applied  to  birth  control  was 
made  20  years  before  one  can  say  that  a  direct  effort  toward  that  application 
was  made.  Despite  two  additional  published  suggestions  during  that  time,  each 
further  supported  by  increased  understanding  of  physiology,  no  such  attempts 
were  made.  Innovation  awaited  an  economical  source  of  hormones  and  public 
acceptance,  both  required  for  the  clinical  research  and  tests  that  would  have  to 
precede  a  marketable  contraceptive  pill. 

Meanwhile,  further  research  and  the  successful  use  of  sex  hormones  in  al- 
leviating ovulatory  and  menstrual  disorders  increased  the  demand  for  clinical 
quantities.  Not  easily  acquired  from  animal  sources,  the  hormones  commanded 
a  prohibitive  price.  Although  it  is  not  known  whether  or  not  early  researchers 
foresaw  the  use  of  sex  steroids  (as  hormones  had  come  to  be  called)  as  contra- 
ceptives, the  motivation  for  the  derivation  of  sex  steroids  from  plants  seems 
clear.  Early  work  must  have  been  done  in  the  interest  of  understanding;  but 
later  efforts  were  guided  by  economic  concerns,  if  not  by  the  prospect  of  per- 
sonal gain,  then  by  the  goal  of  reducing  the  market  value  of  sex  steroids  to  a 
level  at  which  they  could  be  easily  obtained  by  the  medical  profession. 

Thus  the  search  for  knowledge,  public  need  and  opinion,  and  economic  in- 
fluences were  the  forces  necessary  to  bring  together  the  related  but  non-con- 
verging lines  of  endeavor. 

INTRODUCTION 

The  interest  in  controlling  fertility  with  contraceptive  techniques  is  as  old 
as  history  itself.  One  of  the  oldest  known  medical  texts,  the  gynaecological 
papyras  of  Kahun^  dates  back  to  the  reign  of  Amenhat  III  in  Egypt,  about 
1850  B.C.  It  contains  various  prescriptions  for  contraceptives  that  ranged  from 
pessaries  of  crocodile  dung  and  draughts  of  quick-silver  to  incantations,  super- 
stitious rites,  and  physical  mutilation.  Although  historical  interest  in  contra- 
ception is  an  established  fact,  research  was  not,  and  could  not  be,  directed  to- 
ward the  purposeful  development  of  effective  contraceptives  until  various  sci- 
ences had  independently  provided  sufficient  background  knowledge  to  suggest 
and  support  such  development. 

The  historical  tracing  of  research  events  leading  to  a  basis  of  knowledge  from 
which  the  pill  could  be  developed  is  shown  in  Figure  8.  The  research  which  can 
be  considered  as  the  origin  of  the  tracing  began  in  the  last  century  with  the 
discovery  of  basic  sex  hormones  and  the  corpus  luteum  (a  ductless  gland  in- 
volved in  the  process  of  ovulation  and  later  related  to  hormone  control)  and  the 
rudimentary  descriptions  of  their  physiological  effects.  Consistent  with  the  de- 
sire to  understand  the  mechanism  of  reproduction,  this  work  led  to  the  bio- 
logical research  into  the  natural  production  of  hormones  and  the  continued  study 
of  the  physiology  of  reproduction. 

Almost  concurrently  with  the  first  hormone  discoveries,  but  with  an  entirely  un- 
related scientific  motivation,  chemists  in  the  early  1900's  began  to  investigate 
the  steroids,  a  group  of  compounds  belonging  to  the  alcohol  family,  but  distin- 
guishable in  that  they  are  subject  to  crystallization.  By  1930  steroid  chemistry 
had  established  the  commonality  of  plant  and  animal  steriods,  formulated  the 
configuration  of  cholesterol,  and  demonstrated  cholesterol's  close  relationship 
to  female  hormones. 

The  knowledge  gained  through  steroid  chemistry  both  permitted  and  stimu- 
lated a  series  of  endeavors  to  isolate,  refine,  and  crystallize  steroid  hormones.  In 
the  1930's  this  series  finally  merged  with  the  research  into  natural  hormone  pro- 
duction and  culminated  in  the  isolation  of  pure  progesterone.  It  enabled  the 
manufacture,  by  two  firms,  of  hormones  to  be  marketed  for  further  biological 
and  physiological  experimentation. 

These  isolation  and  preparation  activities  were  followed  by  the  transformation 
of  the  plant  steroid  diosgenin  into  cholesterol  and  the  chemical  conversion  of 
cholesterol  into  various  male  hormones.  This  work  in  the  mid-1930's  is  shown  as  a 
distinct  area  in  the  tracing  because  it  represents  the  work  of  primarily  one  man, 
Russell  Marker,  whose  fascinating  career  resulted  in  a  dramatic  reduction  of  the 
then  prohibitive  costs  of  hormones.  Marker  successfully  develoi>ed  the  production 
of  sex  steroids  from  plants  and  was  instrumental  in  forming  the  firm  Syntex 
S.A.  in  1944 ;  thus  began  the  pharmaceutical  development  and  production  of 
clinical  quantities  of  sex  steroids. 


1  Discovered  by  Sir  Flinders  Petrie  in  1898. 
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The  motivation  for  commercial  development  of  hormones  was  provided  by  the 
demand  for  isolated  hormones  in  the  area  of  experimental  physiology,  which 
by  this  time  had  adopted  the  therapeutic  use  of  sex  hormones  to  treat  menstrual 
and  ovulatory  disorders.  The  physiology  of  reproduction  at  this  time  was  devoted 
to  understanding  the  reproductive  mechanism ;  and  as  the  controlling  effect  of 
hormones  became  better  understood,  their  therapeutic  value  increased.  Although 
the  concept  of  adopting  hormone  therapy  as  a  contraceptive  technique  must  have 
suggested  itself  to  many  of  the  investigators  by  this  time,  only  occasional  ref- 
erence is  made  to  such  use  in  the  literature  of  the  time. 

Gregory  Pincus  is  the  name  that  today  is  most  closely  associated  with  the 
development  of  the  pill.  Prior  to  his  involvement  with  the  pill  Pincus  was  known 
for  his  work  in  test-tube  fertilization.  Margaret  Sanger  is  remembered  as  the 
leading  American  proponent  for  birth  control.  Their  meeting,  in  1951,  marks  the 
beginning  of  effort  distinctly  directed  toward  developing  the  pill.  Available  now 
were  the  knowledge  of  the  reproductive  mechanism,  the  controlling  activity  of 
hormones,  their  economic  production  by  the  pharmaceutical  industry,  and  a 
greater  public  acceptance  of  the  concept  of  artificial  birth  control.  An  accelerated 
series  of  parallel  and  cooperative  efforts,  which  typically  distinguish  mission- 
oriented  research  and  development  from  nonmission  research,  followed  Pincus' 
involvement  and  resulted  in  an  FDA  approved  contraceptive  pill  in  1960. 

The  direct  economic  effects  of  the  oral  contraceptives  are  fairly  evident. 
Most  obvious  perhaps  is  the  growth,  in  less  than  a  decade,  of  a  $100  million  busi- 
ness within  the  ethical  drug  industry,  supported  by  a  very  substantial  raw- 
material-producing  industry  in  Mexico.  Less  evident  are  the  possible  indirect 
economic  effects  of  the  oral  contraceptives  on  such  matters  as  decreased  family 
size,  increased  disposable  family  incomes,  decreased  public  welfare  costs,  and 
more  productive  animal  husbandry. 

The  social  consequences  of  the  oral  contraceptives  go  far  beyond  the  imme- 
diate economic  effects  in  their  depth,  scale,  and  potential  significance.  Here  we 
find  involved  some  of  the  leading  social  concerns  of  our  time — population  pres- 
sure, family  planning  programs,  induced  abortion,  sexual  behavior  of  young 
people,  illegitimacy,  and  the  religious  and  legal  restraints  on  woman's  freedom 
of  individual  conscience  and  action  in  regulating  her  fertility  and  sexual 
behavior. 

In  1967  the  crude  birth  rate  in  the  United  States  fell  to  17.9  births  per  thou- 
sand of  the  total  population  (from  25.0  in  1955)  and  thus  continued  the  decline 
that  had  begun  roughly  ten  years  ago.  The  fact  that  the  birth  rate  for  the  child- 
bearing  age  group  had  also  been  declining  through  this  decade — though  less 
rapidly — suggests  that  the  oral  contraceptives,  which  came  into  rapidly  widen- 
in  use  only  after  1962,  are  augmenting  several  factors  already  contributing  to 
the  decline  of  the  crude  birth  rate. 

Sociologists  are  divided  on  the  question  whether  the  population  explosion 
in  the  underdeveloped  countries  is  being  brought  under  control  by  a  combination 
of  contraception  and  family  planning.  Declining  birth  rates,  family  planning 
programs,  contraceptive  technology,  wider  education,  and  many  other  factors 
are  all  contributing.  Only  its  continued  use,  and  the  close  observation  of  its 
effects,  will  eventually  tell  the  safety  and  social  influence  of  the  birth  control  pill. 

HISTORICAL  TBACING 

The  following  is  a  more  detailed  discussion  of  some  of  the  more  significant 
events  shown  in  the  figure  and  of  the  relationships  among  them.  In  1849, 
Berthold  at  Gottingen  proved  the  existence  of  the  male  sex  hormones  by  trans- 
planting the  testicles  of  cockerels  into  previously  caponized  roosters.  The 
birds  having  transplanted  testicles  behaved  as  true  roosters — cackling,  crowing, 
battling  with  other  roosters,  and  flaunting  their  bright  red  combs  and  wattles — 
whereas  the  caponized  birds  grew  fat  and  sluggish ;  their  combs  shrank  and  lost 
their  coloring,  and  they  showed  no  interest  in  the  hens  surrounding  them. 
For  the  remainder  of  the  century  this  was  the  accepted  test  for  hormone 
evaluation. 

A  lapse  of  almost  50  years  occurred  until  Knauer  in  Germany  reported  the 
existence  of  the  female  sex  hormone  in  1896.  In  1898,  the  role  of  the  corpus 
luteum  in  inhibiting  ovulation  was  independently  reported  by  two  investigators, 
Beard  and  Prenant.  By  1921,  these  and  the  investigators  immediately  following 
them  had  accumulated  sufficient  knowledge  concerning  the  relationships  among 
the  corpus  luteum,  sex  hormones,  and  ovulation  to  stimulate  and  support  with 
data  a  continuous  study  of  the  physiology  of  reproduction  and  the  related  bio- 
logical research  into  natural  hormone  production. 
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Physiology  of  reproduction 

In  1922  Evans  and  Long  at  Berkeley  reported  that  the  hormonal  control  of 
the  corpus  luteum  was  found  to  be  present  in  finely  ground  portions  of  the  an- 
terior lobe  of  the  pituitary  gland  of  beef.  It  was  later  determined  that  the 
anterior  pituitary  produced  two  gonad  stimulating  hormones  that  were  called 
FSH  (follicle  stimulating  hormone)  and  ICSH  (interstitial  cell  stimulating  hor- 
mone). At  puberty,  FSH  stimulates  the  development  of  the  ovaries  in  females 
and  the  production  of  sperm  cells  in  the  male.  ICSH,  which  was  also  called  LH 
(luteinizing  hormone),  stimulates  the  secretion  of  testosterone  which  causes 
the  growth  of  male  accessory  reproductive  organs  and  develops  and  maintains 
secondary  male  characteristics  as  well  as  triggering  the  formation  of  the  corpus 
luteum  which  induces  ovulation  in  the  female.  This  was  followed  at  the  Univer- 
sity of  Rochester,  in  1929  by  Corner  and  Allen's  identification  of  progesterone  as 
the  active  hormone  component  of  the  corpus  luteum. 

In  1931,  Taylor  made  the  revolutionary  statement  that  since  certain  pituitary 
hormones  are  capable  of  suppressing  the  development  of  spermatozoa  without 
affecting  the  inner  secretion  function  of  the  testes,  it  was  possible  to  devise  a 
method  for  temporary  sterilization  of  the  male  on  a  hormonal  basis.  This  was 
largely  ignored,  but  the  literature  pertaining  to  the  hormonal  aspect  of  fertility 
began  to  grow. 

The  1930's  brought  contributions  by  many  investigators  to  the  knowledge  of 
the  mechanism  of  reproduction  beginning  with  the  work  of  Levin  in  1931  who 
demonstrated  that  estrogen  administered  to  rats  immediately  before  or  after 
copulation  prevented  implantation  and  thus  prevented  pregnancy.  Specifically, 
these  contributions  brought  about  an  understanding  of  the  feedback  role  that 
the  hormones  secreted  by  the  corpus  luteum  play  in  controlling  the  hormone 
secretions  of  the  pituitary  gland  and  the  resulting  hormonal  control  of  ovula- 
tion and  menstruation.  (A  description  of  the  feedback  mechanism  is  provided 
in  Volume  2  of  this  report. )  Also,  Pincus'  first  publication  in  the  field  was  intro- 
duced at  this  time. 

In  1937,  Makepeace  at  the  University  of  Pennsylvania  published  what  must 
have  been  the  most  definitive  research  up  to  that  time  into  the  effects  of  proges- 
terone upon  ovulation  in  the  rabbit.  Almost  every  scientist  who  subsequently 
reviewed  or  reassessed  the  information  relating  to  the  inhibition  of  ovulation  by 
progesterone  has  referred  to  this  publication.  It  can  be  considered  a  classic  item 
of  literature  in  this  field. 

Also  in  1937,  Dempsey  at  Brown  University  drew  attention  to  the  resemblance 
between  the  hormone  level  in  the  female  during  pregnancy  and  the  effects  pro- 
duced after  progesterone  injection  into  a  nonpregnant  female.  At  this  time,  an 
article  by  Kurzrok  at  Columbia  appeared  in  the  Journal  of  Contraception  ;  it  dis- 
cussed the  occasional  occurrence  of  menstrual  cycles  in  normal  women  during 
w^hich  they  do  not  ovulate  (anovulatory  cycles).  It  pointed  out  the  possibility  of 
hormonally  creating  anovulatory  cycles  and  the  feasibility  of  using  this  method 
as  a  safe  means  of  contraception.  In  the  same  issue  appeared  an  editorial,  based 
on  this  article,  that  advocated  the  need  for  intensive  research  into  the  use  of 
hormones  as  contraceptives. 

In  the  meantime,  interest  was  being  centered  on  hormone  therapy  for  the 
general  alleviation  of  endocrine  imbalance.  The  relationship  of  the  progesta- 
tional effect  on  the  endometrium  (the  mucous  membrane  lining  the  uterus)  to 
the  regularity  of  ovulation  in  normal  menstruating  women  had  to  be  established 
before  effective  control  of  the  abnormal  situation  could  be  undertaken.  In  1937, 
Rock  did  just  this.  Wilson  and  Kurzrok  at  Columbia  again  indicated  that  healthy, 
normal  women  occasionally  had  anovulatory  cycles,  and  that  these  were  caused 
by  the  failure  of  the  corpus  luteum  to  form,  which  in  turn  enabled  the  endome- 
trium to  retain  its  post-menstrual  characteristics.  It  was  suggested  that  since  the 
same  ovulation  inhibiting  effect  could  be  obtained  with  estrogen,  hormonal  control 
of  fertility  might  eventually  be  possible.  These  findings  were  confirmed  two 
years  later  by  Sturgis  and  Albright  at  Harvard. 

The  literature  indicates  that  oral  compounds  for  the  simulation  of  pro- 
gestational activity  were  under  consideration  as  far  back  as  1938,  when  Imhoffen 
and  Hohlweg  in  Germany  found  another  form  of  progesterone  (ethiesterone)  to 
exert  a  progesterone-like  action.  Ethynylestradiol,  orally  administered  in  small 
amounts  from  the  first  day  of  the  menstrual  period,  and  followed  by  progesterone, 
was  found  to  inhibit  ovulation  and  to  induce  menstruation  and  was  suggested  by 
Albright  in  1945  as  effective  fertility  control  therapy. 

Also  in  1945,  Smith  at  Brookline  Hospital  and  Patton  in  the  Army  Medical 
Corps  respectively  attempted  the  use  of  progesterone  and  estrogen  injections  to 
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lessen  the  degree  and  frequency  of  menstrual  bleeding.  Although  none  of  the 
hormonal  combinations  were  found  to  be  completely  reliable,  Green  at  Seattle 
in  1946,  found  estrogen-progesterone  or  testosterone-progesterone  combinations 
to  be  the  most  successful.  In  1947  Haus  at  Duke,  among  others,  found  estrogens 
to  prevent  ovulation  and  make  subsequent  menstruation  less  painful. 

When  Boyarsky,  at  the  University  of  Wisconsin,  investigated  the  effects  of 
progesterone  on  rabbits,  he  found  that  it  appeared  to  inhibit  fertilization 
as  well  as  ovulation.  In  1950  Davis  and  Fugo  working  at  the  University  of 
Chicago  also  reported  the  study  of  progesterone  in  solving  the  problem  of  the 
"habitual  aborter."  Consideration  was  beginning  to  turn  toward  the  use  of 
progesterone,  rather  than  estrogen,  for  the  inhibition  of  ovulation. 

Aside  from  the  frequent  suggestions  that  hormones  could  be  used  as  con- 
traceptives, the  physiology  of  reproduction  at  the  time  was  directed  toward  a 
better  understanding  of  the  mechanism  of  reproduction  and  its  therapeutic 
application  to  ovulatory  and  menstrual  disorders  and  the  problem  of  infertility. 
The  application  of  hormones  to  contraception  still  awaited  motivation. 

Hormone  research 

A  study  of  the  changes  of  the  vaginal  mucosa  of  the  guinea  pig  through  the 
various  stages  of  the  estrus  cycle  was  reported  by  Stockard  and  Papanicolaou 
in  1917.  While  this  is  most  properly  described  as  research  on  the  Physiology  of 
Reproduction,  it  is  shown  in  the  Hormone  Research  lineage  because  it  formed  the 
direct  basis  for  the  assay  method  for  estrogenic  hormonal  activity  by  Allen  and 
Doisy  in  1923  which  was  the  key  to  advancement  which  had  been  stymied  for 
many  years. 

The  efforts  in  the  early  1920's  to  extract  and  isolate  the  female  sex  hormone 
was  for  the  most  part  unsuccessful  because  of  the  low  potency  of  the  extracts. 
In  1927,  Zondek  and  Aschheim  in  Grermany  devised  a  simple  pregnancy  test, 
injecting  a  patient's  urine  into  an  immature  laboratory  mouse  or  rat  to  determine 
by  its  estrus  reaction  whether  the  patient  was  pregnant.  Therefore,  it  became 
evident  that,  with  the  onset  of  pregnancy,  the  ovaries  produced  such  large  quan- 
tities of  active  estrogenic  substances  that  large  amounts  were  secreted  in  the 
urine. 

Using  techniques  based  on  the  Aschheim-Zondek  pregnancy  test,  efforts  wfere 
reestablished  in  France,  Holland,  and  Germany  to  develop  a  more  potent  extract. 
The  German  pharmaceutical  firm  of  Schering-Kahlbaum  concentrated  gallons  of 
pregnancy  urine  but  found  that  most  of  the  estrogenic  effect  was  lost  in  the 
process.  It  remained  for  still  another  scientific  discipline  to  contribute  to  the 
success  of  the  isolation  process. 

Steroid  chemistry 

At  about  the  same  time  that  the  hormone  isolation  efforts  were  taking  place, 
Windaus  at  Gottingen — who  in  1903  had  named  steroid  chemistry — was  investi- 
gating the  relationship  between  plant  and  animal  steroids.  While  Windaus  was 
working  on  the  determination  of  the  chemical  configuration  of  cholesterol  in 
1929,  he  was  approached  by  Schering-Kahlbaum  with  the  problem  of  estrogen 
isolation.  Windaus,  in  turn,  involved  Butenandt,  one  of  his  students.  When  the 
sex  hormones  were  identified  as  steroids,  their  isolation  became  a  better  under- 
stood and,  hence,  a  more  fruitful  process.  Parallel  with  Butenandt's  efforts  in 
Germany,  potent  hormone  concentrations  were  also  being  isolated  and  prepared 
in  the  United  States  and  England. 

"While  the  estrogenic  hormones  were  being  extracted  from  urine  and  purified  in 
the  early  30's,  extracts  of  the  corpus  luteum  were  investigated  for  their  hor- 
monal properties.  In  1928,  Corner  and  Allen  at  Rochester  had  noted  that  the 
progestational  changes  in  the  rabbit,  due  to  the  extirpation  of  the  corpus  luteum, 
could  be  reversed  by  the  injection  of  corpus  luteum  extract.  In  1930,  Allen  de- 
veloped methods  for  the  extraction  and  concentration  of  a  physiologically  active, 
but  crude,  corpus  luteum  extract  called  progesterone.  In  1934,  the  preparation 
of  the  pure  hormone  was  announced  in  four  laboratories :  Butenandt  in  Gottingen 
in  April ;  Slotta  and  his  coworkers  in  Germany  and  Hartman  and  Wettstein  in 
Switzerland,  both  in  July ;  and  Allen  and  Wintersteiner  at  Rochester  in  August. 
All  succeeded  in  preparing  those  hormones  which  had  proved  to  be  so  difficult  to 
obtain  from  animal  sources ;  the  preparations  were  chemically  pure  and  exhibited 
biologically  identical  activity. 

In  spite  of  the  accumulation  of  knowledge  dealing  with  the  biology  of  pro- 
gesterone and  its  therapeutic  effects,  the  availability  of  progesterone  was 
severely  limited  because  of  its  excessive  cost.  Although  Parke-Davis  in  the 
United  States  and  Schering-Kahlbaum  in  Germany  began  manufacturing  sex 
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hormones  in  1931,  the  cost  of  the  materials  and  the  labor  involved  in  processing 
them  from  animal  sources  were  prohibitive.  For  example,  in  order  to  produce 
less  than  1/100  oz  of  pure  crystallized  testosterone,  Ernest  Laquer  in  the  1980's 
processed  a  ton  of  bulls'  testicles.  A  ton  of  cholesterol,  gathered  from  unknown 
numbers  of  spinal  cords  or  brains  of  cattle,  was  needed  to  obtain  20  lb  of  the 
starting  material  from  which  progesterone  could  ultimately  be  obtained.  Fur- 
thermore, the  ovaries  of  more  than  80,000  sows  were  needed  to  produce  a  12/1000 
gram  of  estradiol.  In  1940,  the  market  price  of  progesterone  was  approximately 
$200  per  gram. 

While  steroid  compounds  of  animal  origin  were  being  investigated,  certain 
types  of  plants  were  found  to  contain  compounds  called  "sapogenins."  These 
substances,  which  very  much  resembled  cholesterol,  were  isolated  from  the 
roots  of  the  lily  family,  such  as  sarsparilla,  yucca,  agave,  and  the  true  yam. 

Marker  had  developed  a  reputation  for  devising  eflScient,  high-yield  processes 
for  breaking  down  and  recombining  complex  organic  material ;  at  Penn  State  in 
1935  he  had  converted  cholesterol  to  male  hormones  and  had  made  the  first 
clinical  preparation  Of  cholesterol  several  years  later.  This  work  prepared  Marker 
to  develop  a  method  for  making  use  of  plant  steroids.  He  determined  the  exact 
configuration  of  the  sapogenin  side  chain  and  developed  an  efficient  five-step 
process  for  degrading  sapogenin  and  converting  it  into  progesterone.  With  three 
more  processing  steps  he  was  able  to  turn  progesterone  into  testosterone. 

A  few  of  Marker's  summers  were  devoted  to  gathering  and  analyzing  the 
roots  of  scores  of  sapogenin-secreting  plants.  He  finally  determined  that  the 
wild  yam,  Dioscorea  mexicana,  from  southwestern  Mexico,  was  the  richest  source 
of  sapogenin.  (By  1947,  Marker  had  evaluated  400  species  of  Dioscorea  for  their 
diosgenin  content.)  Unable  to  obtain  support  for  his  processing  project,  he  quit 
his  job  in  1940,  Avent  to  Mexico,  and  hunted  for  the  Mexican  wild  yam  in  the 
hills  west  of  Vera  Cruz.  He  soon  accumulated  sufficient  amounts  of  the  plant 
to  enable  him  to  continue  with  his  progesterone-producing  process.  He  set  up  a 
laboratory  in  Mexico  City,  and  after  several  months  of  intensive  labor,  he  pro- 
duced nearly  4%  pounds  of  progesterone,  worth  $160,000  at  the  then-current 
price  of  $80  per  gram. 

Marker  joined  a  small  pharmaceutical  firm,  which  then  became  Syntex  S.A. 
(the  first  firm  to  produce  sex  steroids  from  plants).  For  the  next  two  years, 
Marker  manufactured  progesterone  and  sold  it  to  pharmaceutical  firms  all  over 
the  world.  By  1945,  the  retail  price  of  the  sex  hormones  had  decreased  by  almost 
one-half.  As  a  result  of  a  dispute  with  his  partners,  after  several  years  Marker 
sold  them  his  share  of  Syntex  and  formed  a  new  steroid-producing  company. 
Hormosynth  S.A.  He  continued  active  research  there  until  1952.  His  current 
whereabouts  are  unknown.  AVhen  Marker  left  Syntex,  he  took  the  process  with 
him.  Syntex,  however,  was  able  to  hire  a  student  of  Ruzicka  who  was  able  to 
reconstruct  Marker's  process. 

In  1949,  Djerassi  joined  the  Syntex  staff,  and  in  conjunction  with  Rosen- 
kranz  and  the  rest  of  the  staff,  he  proceeded  to  synthesize  the  estrogens  from 
the  raw  material.  For  many  years  Syntex  and  Hormosynth  dominated  the 
production  of  hormones'  from  plant  materials.  In  1955,  however,  a  new 
firm,  Productos  Esteroides  S.A.,  was  formed ;  it  had  a  modern  processing  plant 
and  its  own  root-gathering  facilities.  In  1961,  G.  D.  Searle  absorbed  Productos 
Esteroides  and  enlarged  its  operations.  In  1952,  Colton  at  the  Searle  laboratories, 
and  Djerassi  at  the  Syntex  laboratories  respectively  synthesized  norethynodrel, 
the  progestin  in  Enovid  and  norethindrone,  another  orally  active  proge-<tin. 
By  1965,  Julian  Laboratories  of  Smith,  Kline,  and  French;  the  Schering  Cor- 
poration; and  the  Wyeth  Laboratory  Division  of  American  Home  Products 
Corporation,  as  well  as  the  German,  Schering  Company  were  operating  proc- 
essing facilities. 

The  development  of  the  oral  contraceptive  pill 

In  the  United  States,  the  birth  control  crusade  was  led  by  Sanger.  Many  of 
her  efforts  were  devoted  to  fighting  the  Comstock  law,  which  prohibited  inter- 
state commerce  in  contraceptives  and  literature  pertaining  to  contraception, 
in  addition  to  obscene  and  pornographic  literature.  As  a  result  of  the  efforts 
of  Sanger  and  others,  the  Comstock  law  was  reinterpreted  to  provide  for  the 
distribution  of  contraceptive  information.  A  year  later  the  American  Medical 
Association  adopted  a  report  that  recognized  birth  control  as  part  of  legitimate 
medical  practice. 

Pincus  has  stated  that  the  stimulus  to  his  renewal  of  interest  in  the  phe- 
nomenon of  reproduction  came  from  a  1951  visit  by  Sanger,  who  impressed 
upon  him  both  the  problem  of  women  who  needed  to  limit  their  families  and 
the  importance  of  the  "population  explosion."  From  this  meeting  came  a  pro- 
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gram  supported  by  the  Planned  Parenthood  Federation  of  America  and  G.  D. 
Searle ;  the  program  led  to  confirmation  of  the  action  of  progesterone  reported 
in  1937,  the  action  of  certain  progesterone  derivatives,  and  the  action  of  ovula- 
tion inhibitors  in  the  rabbit  as  antifertility  agents  in  the  rat.  Shortly  there- 
after, a  sample  of  norethynodrel,  among  other  steroids,  was  sent  to  Pincus 
and  Chang  at  the  Worcester  Foundation  to  be  evaluated  for  antiovulatory  and 
clinical  effects  and  v^as  found  to  be  successful.  These  studies  and  the  clinical 
research  being  conducted  in  the  1950's  by  Rock  at  the  Brookline  Free  Wom- 
ans  Hospital  in  Brookline,  Massachusetts,  stimulated  further  investigation  of 
ovulation  inhibition.  It  was  at  this  time,  in  1952,  that  direct  development  of 
the  oral  contraceptive  pill  began. 

In  order  to  obtain  clinical  results  from  as  large  a  population  as  possible, 
Pincus  and  Rock  with  the  cooperation  of  Rice-Wray  at  the  University  of 
Puerto  Rico  organized  large-scale  field  studies  in  Rio  Piedras,  Puerto  Rico. 
In  all  of  these  studies  it  became  apparent  that  although  there  was  good  con- 
trol of  ovulation,  the  incidence  of  breakthrough  bleeding  (spotting  during  peri- 
ods other  than  menstruation)  was  very  high.  The  incorporation  of  an  estrogen 
(mestranol)  with  norethynodrel  was  found  to  be  partially  effective  in  alleviating 
this  situation.  In  1957,  the  combination  of  mestranol  and  norethynodrel,  the 
oral  medication  known  as  Enovid,  was  approved  by  the  Federal  Food  and 
Drug  Administration  for  oral  use  in  the  alleviation  of  menstrual  disorders. 

Following  this,  field  studies  were  expanded  to  include  Humacao,  Puerto  Rico, 
and  Port-au-Prince,  Haiti.  Additional  evaluations  of  Enovid  were  undertaken 
at  the  Los  Angeles  Planned  Parenthood  Center.  The  results  were  siatisfactory  and 
were  soon  confirmed  by  others.  In  1960,  Enovid  was  approved  by  the  Federal 
Food  and  Drug  Administration  as  an  oral  contraceptive.  As  investigations  con- 
tinued, lower  dosages  were  shown  to  have  precisely  the  same  effect,  and  other 
laboratories  began  to  develop  new  steroid  structures  for  contraceptive  use. 

The  marketing  and  widespread  acceptance  of  the  "Pill"  for  fertility  regulation 
did  not  bring  an  end  to  the  interest  of  the  scientific  world.  An  awareness  of 
the  side  effects  of  this  medication  have  produced  many  clinical  studies  relating 
to  the  persistence  of  the  effects  on  the  patient.  Drill  devotes  a  chapter  in  his 
book  on  oral  contraception  to  the  complications  of  this  therapy.  In  general,  he 
finds  that  nausea,  vomiting,  gastrointestinal  symptoms,  and  breast  enlargement 
decrease  after  the  patient  has  been  on  medication  for  several  months.  He  lists 
investigators  who  have  evaluated  these  effects  as  a  percent  of  the  total  number 
of  contraceptive  cycles  studied  and  finds  that  the  incidence  is  low,  although  the 
variability  of  complaints  with  varying  pharmaceutical  preparations  is  high. 

Concern  is  directed  to  the  as-yet-unknown  consequence  of  submitting  a  large 
population  of  healthy  women  to  such  medication  for  long  periods  of  time.  A 
recent  review  presented  at  the  University  of  Michigan  Conference  on  Fertility 
and  Family  Planning  by  Garcia  and  Wallach  deals  extensively  with  the  effects 
of  the  antifertility  steroids  on  the  reproductive  trace  and  with  general  metabolic 
effects  as  they  are  currently  known.  Although  these  authors  believe  that  the 
seriousness  of  the  implication  of  unwanted  pregnancies  is  greatly  in  excess  of 
the  potential  hazards  of  the  continued  use  of  oral  contraceptives,  they  also 
believe  that  the  need  for  more  information  and  insight  is  undeniable.  The  exact 
cause-and-effect  relationships  among  many  of  the  physiological  phenomena  that 
have  been  reported  must  be  determined.  The  implications  of  hormonal  alterations 
must  be  understood  and  the  design  of  clinical  studies  must  be  improved  to  provide 
greater  safety  for  patients  who  are  engaged  in  testing  programs  evaluating  newer 
agents. 


Tennessee  Valley  Authority, 
Knoxville^  Tenn.^  March  18^  1969. 

Hon.  Abraham  Ribiooft, 

Chairman^  Subcommittee  on  Executive  Reorganization^  Committee  on 
Government  Operations^  U.S.  Senate,  Washington,  B.C. 
Dear  Senator  Ribicoft  :  In  reply  to  your  request,  of  February  20, 
we  are  enclosing  answers  to  your  questions  regarding  health  related 
programs  conducted  by  the  Tennessee  Valley  Authority.  If  we  can  be 
of  any  further  help,  please  let  us  know. 
Sincerely  yours, 

Aubrey  J.  Wagner,  Chairman. 
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HEALTH  RELATED  PROGRAMS^ 

1.  List  and  describe  each  health  program  under  your  jurisdiction^ 
specifying  how  much  was  spent  on  each  program  in  each  of  the  past 
5  -fiscal  years. 

(In  thousands  of  dollars) 


Expenditures 

Fiscal  year 
1964 

Fiscal  year 
1965 

Fiscal  year 
1966 

Fiscal  year 
1967 

Fiscal  year 
1968 

Medical  and  health  related  research  

Prevention  and  control  of  health  problems  

385 
342 

554 
472 

945 

509 

1,484 
735 

2. 202 
534 

Total..  

727 

1,026 

1,454 

2,219 

2.736 

MEDICAL  AND  HEALTH  RELATED  RESEARCH 

The  Tennessee  Valley  Authority  is  undertaking  programs  of  health 
related  research  to  conserve  the  region's  water,  air,  and  land  resources 
and  where  needed  to  improve  their  quality  for  future  use.  A  brief 
description  of  these  activities  follows. 

Regional  loater  quality  management. — Water  quality  management 
activities  have  as  their  primary  purpose  the  maintenance  of  suitable 
water  quality  throughout  the  Tennessee  Basin  to  support  social  and 
economic  development  of  the  region.  An  abundant  supply  of  water  of 
good  quality  is  essential  to  this  development. 

Investigations  and  studies  to  control  reservoir  ecology. — Studies 
are  made  to  develop  efficient  methods  for  control  of  insect  disease 
vectors — primarily  the  malaria  vector  Anopheles  quadrimaculatus — 
nuisance  insects,  and  obnoxious  aquatic  plants.  Control  of  these  factors 
is  essential  to  the  full  utilization  of  TVA  reservoirs  for  industrial  and 
recreational  development. 

Air  quality  studies. — TVA's  air  quality  studies  are  aimed  at  control 
of  emissions  from  TVA  operations  which  may  be  harmful  to  health, 
property,  or  vegetation ;  which  may  create  safety  hazards ;  or  which 
otherwise  may  interfere  with  use  and  enjoyment  of  regional  resources. 

pre\t:ntion  and  control  of  health  problems 

This  category  includes  field  activities  necessary  to  carry  out  opera- 
tions in  TVA  reservoirs  for  the  control  of  disease  vectors,  nuisance 
insects  and  obnoxious  aquatic  plants,  principally  the  Anopheles 
quadrim<icidatus  mosquito  and  Eurasian  watermilfoil. 

2.  What  results.^  hoth  direct  and  indirect^  have  these  programs 
achieved  icith  regard  to  im.proving,  in  both  the  public  and  private  sec- 
tors, the  organization,  financing,  and  delivery  of  health  care  in  the 
United  States? 

When  TVA  was  established  malaria  existed  in  a  serious  degree  in  the 
Tennessee  Basin.  TVA's  plans  to  create  a  chain  of  artificial  lakes  to 
harness  the  water  of  the  basin  for  the  benefit  of  the  region  presented 
an  unprecedented  malaria  control  problem  which  had  to  be  solved. 


1  Excludes  occupational  health  services,  industrial  hygiene,  and  radiological  hygiene 
services  for  approximately  19,700  employees.  These  expenditures  are  included  in  the  cost 
of  various  projects  and  programs  undertaken  by  TVA. 
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TYA  research  and  control  efforts  have  been  effective.  No  confirmed 
case  of  malaria  related  to  TVA  reservoirs  has  been  found  since  1948. 

TYA's  mosquito  control  program  has  contributed  to  the  general  im- 
provement in  public  health  by  controlling  the  malaria  vector  in  the 
TYA  reservoir  systems  and  through  cooperative  work  with  Federal, 
State,  and  local  health  agencies  so  that  effective  methods  developed  in 
the  basin  are  available  to  others  for  their  use.  Control  activities  are 
also  directed  against  floodwater  mosquitoes  which  might  otherwise  be 
produced  on  or  adjacent  to  TYA  reservoirs  or  reservoir  lands.  These 
mosquitoes  could  create  serious  public  health  and  nuisance  problems 
which  would  interfere  with  social  and  economic  development. 

In  order  to  assure  that  the  quality  of  the  surface  waters  in  the 
basin  is  suitable  for  the  many  uses  made  of  it  in  a  growing  economy, 
TYA  makes  studies  of  the  extent  of  pollution  in  basin  streams,  iden- 
tifies major  sources  of  pollution  and  has  encouraged  and  assisted  the 
seven  Tennessee  basin  States  in  the  development  of  stream  pollution 
control  programs  which  the  States  are  now  carrying  out.  TYA  con- 
tinues to  collaborate  with  State  and  other  Federal  agencies  in  water 
quality  management  in  the  basin  and  to  work  in  appropriate  ways  to 
abate  and  control  water  pollution  is  required  to  protect  quality  of 
water  resources  of  the  Tennessee  basin  in  the  public  interest. 

TYA  conducts  air  quality  studies  and  research  in  collaboration 
with  other  interested  agencies,  controls  emissions  from  TYA  installa- 
tions, and  assists  and  encourages  private  industry  in  air  quality  con- 
trol programs.  TYA  cooperates  with  local,  State,  and  Federal  air 
quality  management  agencies. 

3.  How  do  the  health  programs  in  your  department  contribute  to 
the  formulation  or  implementation  of  the  national  health  policy? 

TYA's  health  related  programs  provide  basic  information  that  is 
useful  to  Federal  agencies  responsible  for  the  formulation  of  national 
policy. 

Jf.  What  mechanisms  are  availahle  to  you  to  coordinate  and  con- 
solidate health  programs  icithin  your  agency  and  those  of  other  de- 
partments and  agencies? 

TYA  has  numerous  internal  mechanisms  for  the  coordination  and 
consolidation  of  its  efforts  in  health  related  programs.  TYA  policy 
is  determined  by  the  Board  of  Directors  as  provided  for  in  the  TYA 
Act.  Policy  statements  are  issued  and  internal  delegations  are  made 
to  provide  the  administrative  structure  to  carry  out  the  policy.  Co- 
ordination and  consolidation  of  efforts  are  achieved  through  periodic 
reports,  budget  documents,  special  reports  by  performing  organiza- 
tions, and  regular  review  by  the  General  Manager  and  Board. 

The  coordination  and  consolidation  of  TYA  efforts  with  similar 
efforts  of  other  agencies  are  accomplished  through  the  budget  process 
with  the  Bureau  of  the  Budget,  periodic  reports  to  the  National  In- 
stitutes of  Health,  Federal  Council  for  Science  and  Technology,  the 
Committee  on  Water  Resources  Research,  Electric  Research  Council, 
Smithsonian  Institution,  and  membership  on  the  Yector  Control  Com- 
mittee of  the  Water  Resources  Council.  In  addition,  meetings  are  held 
between  TYA  staff  and  staffs  of  other  agencies  concerning  matters 
of  mutual  interest  to  exchange  information  and  to  coordinate  research 
efforts.  Also,  results  of  research  are  widely  distributed  to  those  Fed- 
eral, State,  and  local  agencies  who  have  a  need  for  it. 
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5.  Hotc — and  luno  of  tern — have  you  used  these  mechanisms? 

TVA  has  used  the  mechanisms  available  to  it  to  assure  that  it 
meets  its  responsibilities  as  a  regional  resource  development  agency 
by  systematically  reviewing  and  adjusting  its  projects,  programs,  and 
administration  to  meet  changing  needs  of  the  region.  Constant  atten- 
tion is  given  to  cost  reduction  and  improvement  of  service.  TVA 
distributes  research  results  widely  to  Federal,  State,  and  local  agen- 
cies, industrial  firms,  and  educational  institutions.  Five  cooperative 
research  contracts  with  the  National  Air  Pollution  Control  Admin- 
istration are  now  in  progress — four  to  develop  effective  control  meth- 
ods for  removal  of  sulfur  oxides  from  stack  gases  and  one  to  study 
dispersion  of  powerplant  stack  gases  from  tall  stacks.  This  mech- 
anism utilizes  the  technical  skills  and  facilities  of  TVA  in  helping 
to  solve  national  and  regional  air  pollution  problems. 


U.S.  Civil  Service  Commission, 
Washington,  D,C.,  March  12, 1969. 

Hon.  Abraham  Kibicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee 
on  Government  Operations,  U.S.  Senate,  Washington,  B.C. 
Dear  Senator  Ribicoff  :  This  letter  is  in  reply  to  yours  of  February 
19,  1969,  about  this  Commission's  role  and  activities  in  health  and 
medical  care,  as  reported  in  the  Bureau  of  the  Budget  Special  Analy- 
sis L. 

The  Commission  administers  the  Federal  employees  health  benefits 
program  authorized  by  5  U.S.C.  8901  et  seq  and  the  retired  Federal 
employees  health  benefits  program  authorized  by  Public  Law  86-724 
(74  Stat.  849).  Both  these  programs  provide  health  insurance  the 
premiums  for  which  are  shared  by  Federal  employees  or  retired  em- 
ployees and  the  Government  as  the  employer.  The  $40.7  million 
mentioned  in  analysis  L  and  alluded  to  in  your  letter  as  being  spent 
by  the  Commission  represents  the  Government's  share  of  premiums 
paid  to  the  health  insurance  carriers  for  retired  employees.  This  money 
is  disbursed  by  the  Commission  only  because  it  happens  also  to  ad- 
minister the  civil  service  retirement  system  and  can  deduct  the  retired 
employee's  share  of  the  premium  from  his  annuity  checks. 

As  recently  as  February  13,  1969,  we  commented  to  the  Bureau 
of  the  Budget  concerning  the  inclusion  of  these  programs  in  analysis 
L  as  follows : 

The  Commission's  health  benefits  programs  for  Federal  employees 
and  annuitants  are  included  in  special  analysis  L,  which  is  a  section 
of  part  2,  Federal  social  programs.  Part  2  presents  special  informa- 
tion on  Federal  outlays  in  five  social  program  areas — education,  man- 
power, health,  income  security,  and  crime  reduction.  These  programs 
exist  because  of  the  Government's  concern  for  the  social  problems  of 
the  country.  The  Federal  employees  health  benefits  programs  were 
initiated  primarily  because  the  Government  as  an  employer  must 
maintain  its  competitive  position  with  private  employers  by  providing 
comparable  fringe  benefits  as  a  part  of  the  total  compensation  of  its 
employees.  There  is  a  question  as  to  whether  these  outlays  for  Federal 
employees  and  annuitants  should  be  grouped  together  with  "payments" 
related  to  medicare,  medicaid,  the  Children's  Bureau,  and  GEO. 
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The  main  functions  of  the  Commission  in  administering  these  health 
benefit  programs  are  very  similar  to  those  that  most  large  employers 
perform  in  providing  health  insurance  for  their  employees.  These 
include  contracting  with  the  carriers  for  the  various  plans,  collecting 
premiums  and  remitting  them  to  the  carriers,  promulgating  regula- 
tions (5  CFR  880  and  890)  governing  the  programs,  developing  and 
distributing  educational  material  concemmg  the  programs  to  em- 
ployees and  retirees,  auditing  the  financial  operations  of  the  health 
insurance  plans,  and  compiling  financial  and  statistical  reports  on 
the  operations  of  the  programs  (see  attached  report  for  fiscal  year 
1967,  which  is  the  latest  available) . 

Since  their  inception,  we  have  regarded  our  health  benefits  pro- 
grams, which  were  authorized  by  the  Congress  to  aid  in  recruiting 
and  retaining  Federal  employees,  as  essential  elements  (among  nu- 
merous others,  such  as  our  retirement  system  and  salary  classification 
system)  of  the  Government's  personnel  management  program  rather 
than  as  part  of  the  "health  effort  of  the  Federal  Establishment"  men- 
tioned in  your  letter.  We  wonder,  therefore,  whether  it  would  be  ap- 
propriate for  the  Commission  to  try  to  answer  questions  2-5  in  your 
letter.  These  questions,  when  applied  to  our  programs,  do  not  appear 
susceptible  to  the  type  of  responsive  answer  which,  judging  from  the 
context  of  your  letter,  your  subcommittee  wants.  Therefore,  we  are 
not  undertaking  to  reply  on  them,  at  least  at  this  time. 

If,  in  view  of  all  the  above,  you  decide  that  you  wish  a  detailed 
reply  to  the  questions,  please  let  me  know  or  have  Mr.  Danaceau  call 
Sol  Papperman  (632-4682),  whom  I  am  designating  to  act  as  liaison. 
We  will  be  glad  to  furnish  all  the  information  we  have. 
Sincerely  yours, 

Robert  E.  Hampton,  Ohairmcm. 
(For  attachment  supplied,  see  U.S.  Civil  Service  Commission,  Bu- 
reau of  Retirement  and  Insurance,  1967  report,  which  can  be  found  in 
subcommittee  files.) 


U..S.  Soldiers'  Home, 
Office  of  the  Governor, 
Washington,  B.C.,  March  17,  1969, 

Hon.  Abraham  Ribicoff, 
U.S.  Senate, 
Washington,  B.C. 

Dear  Senator  Ribicoff  :  Reference  is  made  to  your  letter  of  Feb- 
ruary 20,  1969  which  deals  with  the  $16.3  billion  that  the  Federal 
Government  is  spending  on  health  in  fiscal  year  1969. 

As  you  stated  in  your  letter,  the  Soldiers'  Home  is  spending  a  por- 
tion of  that  sum.  The  expenditures  for  operating  the  home  are  made 
from  a  trust  fund  which  was  established  in  1883,  not  from  the  gen- 
eral revenues  of  the  U.S.  Treasury.  Income  to  this  fund  as  prescribed 
by  law  is  principally  from  contributions  from  enlisted  and  warrant 
officer  personnel  of  the  Regular  Army  and  Air  Force,  fines  and  for- 
feitures imposed  on  these  personnel  by  sentence  of  courts-martial,  and 
interest  of  3  percent  per  annum  on  the  trust  fund  balance  in  the 
Treasury. 

The  unique  mission  of  the  Soldier's  Home  is  to  provide  for  the 
relief  and  support  of  old,  invalid,  or  disabled  soldiers  and  airmen  of 
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the  Kegular  Army  and  Air  Force.  Eighty  percent  of  the  members 
present  in  the  home  live  in  the  domiciliary  area  and  require  little  or 
no  medical  care.  A  permanent  residence  is  provided  where  members 
can  spend  their  remaining  days  independent  of  public  assistance.  Be- 
cause of  the  foregoing  it  is  difficult  to  relate  the  home  to  any  of  the 
Government's  health  programs. 

The  home  is  primarily  a  domiciliary  service  within  which  medical 
care  is  an  integral  part.  For  budgetary  purposes,  however,  the  home 
divides  its  expenditures  into  four  basic  programs:  (1)  medical  care, 
(2)  domiciliary  care,  (3)  administration  and  central  services,  and  (4) 
permanent  improvements. 

Answers  to  your  questions  are  attached. 

Mr.  R.  A.  Gritton,  budget  officer,  is  designated  to  act  as  liaison 
between  the  Soldiers'  Home  and  Mr.  Danaceau,  telephone  726-9100, 
extension  331. 

Sincerely, 

Albert  Watson  II, 
Lieutenant  General^  U.S.  Army  {Retired)  Governor. 

1.  List  and  describe  each  health  program  under  your  jurisdiction^ 
specifying  how  much  money  was  spent  on  each  program  in  each  of 
the  past  5  years. 

As  part  of  the  four  basic  programs  of  the  home,  a  hospital  is  main- 
tained which  provides  care  for  an  average  of  417  inpatients  per  day 
during  the  first  8  months  of  fiscal  year  1969.  An  average  of  1,794 
domiciliary  members  had  outpatient  care  available  to  them.  Many  of 
these  men  require  little  or  no  medical  care.  An  average  of  36  members 
per  day  were  cared  for  in  specialized  hospitals  serving  the  home  on  a 
reimbursable  basis.  Expenditures  for  the  four  programs  were  as  fol- 
lows :  Fiscal  year  1964,  $7  million ;  fiscal  year  1965,  $7  million ;  fiscal 
year  1966,  $7  million;  fiscal  year  1967,  $8  million;  fiscal  year  1968, 
$10  million. 

2.  What  results,  hoth  direct  and  indirect^  have  these  programs 
achieved  with  regard  to  improving.,  in  hoth  the  public  and  private 
sectors^  the  organization.,  financing^  and  delivery  of  health  care  in  the 
United  States? 

Generally,  the  home  during  the  first  8  months  of  fiscal  year  1969, 
provided,  in  one  locality,  care  for  an  average  of  2,247  members  present. 
This  small  number  would  have  no  appreciable  effect  on  the  organiza- 
tion of  health  care  in  the  United  States.  The  home  has  saved  the  tax- 
payer part  of  the  cost  of  services  which  members  would  otherwise  have 
required  under  some  Government  health  program. 

3.  How  do  the  health  programs  of  your  organization  contribute  to 
the  formxdation  and  implementation  of  the  national  health  policy? 

The  small  number  of  people  being  treated  at  the  home  would  have 
no  apparent  effect  on  the  formulation  or  implementation  of  national 
health  policy. 

If.  What  mechanisms  are  available  to  you  to  coordinate  and  con- 
solidate health  programs  within  your  organization  and  those  of  other 
agencies  and  departments? 

Many  home  members  receive  social  security,  VA  pensions  and  com- 
pensation, and  Army  or  Air  Force  retirement  pay.  Most  are  subject 
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to  Federal  taxes,  and  some  receive  specialized  care  in  other  hospitals 
on  a  reimbursable  basis.  However,  the  coordination  and  consolidation 
of  the  home's  medical  care  program  with  those  of  the  Federal  Gov- 
ernment is  minimal  because  of  the  unique  mission  and  relatively 
separate  nature  of  the  home. 

5.  How — and  how  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  hetter  service  or  elimination  of 
redtape  resulting  from  interdepartment  or  intradepartment  program 
consolidation. 

See  answer  for  question  No.  4,  above. 


U.S.  Information  Agency, 

Washington^  March  26^  1969. 

Hon.  Abraham  Ribicoff, 

Chairman^  Subcommittee  on  Executive  Reorganization.^  U.S.  Senate^ 
Washington^  B.C. 
Dear  Senator  Ribicoff  :  The  attached  statement  describes  the  health 
activities  of  the  U.S.  Information  Agency  as  included  in  the  Bureau 
of  the  Budget's  annual  compilation. 

I  am  designating  Stanley  Silverman,  the  Deputy  Agency  Budget 
Officer,  telephone  code  101,  extension  25100,  to  serve  as  liaison  with 
your  staff  director. 
Sincerely, 

Frank  Shakespeare, 
health  and  medical  care  activities 

Policy 

The  U.S.  Information  Agency  conducts  a  general  medical  program 
of  full  medical  services  for  all  Foreign  Service  employees  and  their 
dependents  stationed  overseas.  The  Agency  also  conducts  a  disease 
prevention  program  by  inoculation  and  immunization  of  its  American 
personnel  who  will  be  traveling  or  residing  overseas.  These  services 
are  provided  at  both  Federal  and  private  medical  facilities.  The  en- 
tire program  is  carried  out  as  an  integral  part  of  the  medical  program 
of  the  Department  of  State. 

The  basic  premise  of  the  Agency  medical  program  is  to  assist  all 
American  employees  and  their  dependents  abroad  in  obtaining  the 
best  possible  medical  care.  This  policy  extends  to  all  parts  of  the 
world,  so  that  employees  can  safely  be  assigned  to  posts  where  health 
conditions  are  hazardous  and/or  where  medical  services  are  poor. 

Description 

Hospitalization  and  in-patient  treatment. — This  program  relates 
to  illness  or  injury  (incurred  while  the  patient  was  abroad)  suf- 
ficiently serious  to  require  the  patient  to  be  placed  in  an  institution 
for  treatment.  Payment  is  made  for  expenses  related  to  the  treatment 
of  the  illness  or  injury. 

Examination,  immunization,  and  out-patient  treatment. — This  ac- 
tivity covers  preemployment,  periodic,  and  separation  examinations 
for  employees  and  dependents ;  immunizations  against  diseases  j^reva- 
lent  overseas;  and  out-patient  care  following  hospitalization  or  where 
hospitalization  is  not  indicated. 
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Administrative  support  medical  costs. — The  U.S.  Information 
Agency  reimburses  the  Department  of  State  for  a  share  of  the  medical 
costs  connected  with  the  shared  administrative  support  program  car- 
ried out  for  all  overseas  agencies  by  the  Department. 


COSTS 
[In  thousands  of  dollars] 


Actual  fiscal  years 

1964 

1965 

1966 

1967 

1968 

Hospitalization  and  inpatient  treatment  

Examination,  immunization,  and  outpatient  treatment  

Administrative  support  medical  costs    

76 
49 
118 

163 
32 
136 

129 
38 
192 

144 
59 
171 

130 
67 
193 

Total  

243 

331 

359 

374 

390 

Relationship  to  National  Health  Program  amd  Other  Departments 

The  medical  programs  of  the  USIA  relate  only  to  Agency  em- 
ployees and  their  dependents.  As  such,  they  relate  only  incidentally  to 
the  Government's  efforts,  policies  and  goals  in  the  areas  of  public  and 
private  health  care  programs  in  the  IJnited  States. 

The  Agency  medical  program  is  and  always  has  been  an  integral 
part  of  the  medical  program  of  the  Department  of  State,  with  all  med- 
ical functions  completely  coordinated.  The  Agency  utilizes  to  the 
fullest  extent  possible  the  resources  of  the  Department.  Financial 
savings  from  this  close  integration  are  indeterminable. 


National  Aeronautics  and  Space  Administration, 

Washington,  B.C.,  July  25,  1969. 

Hon.  Abraham  Ribicoff, 

Chairman,  Subcommittee  on  Executive  Reorganization,  Committee 
on  Government  Operations,  U.S.  Senate,  Washington.  B.C. 

Dear  Mr.  Chairman  :  This  is  in  further  response  to  your  letter  to 
Dr.  Thomas  O.  Paine,  Administrator  of  the  National  Aeronautics 
and  Space  Administration,  requesting  NASA's  answers  to  a  series  of 
questions  regarding  the  medical  and  health  related  activities  of  the 
National  Aeronautics  and  Space  Administration. 

Because  of  the  mission-oriented  nature  of  NASA's  program,  the 
basic  medical  research  conducted  by  the  Agency  is  directed  toward 
the  problems  of  men  in  aircraft  and  in  space.  Wliile  many  of  the  by- 
products are  related  to  the  Nation's  health  problems,  the  contribution 
is  indirect,  for  the  Agency's  programs  are  not  aimed  toward  health 
in  general  but  rather  toward  mission  goals. 

In  carrying  out  programs  designed  to  achieve  the  goal  of  safety  for 
man  in  his  exploration  of  outer  space,  NASA  has  made  important 
contributions  to  the  Nation's  health.  For  instance,  health  standards, 
traditionally  based  on  the  sick,  have  been  redeveloped,  based  on  data 
amassed  through  the  examination  of  healthy  aviators  and  astronauts. 

In  answering  the  five  questions  posed  in  your  letter,  we  have  tried  to 
indicate  some  of  the  specific  health  contributions  that  have  grown 
out  of  NASA's  mission-oriented  research. 
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1.  List  and  describe  each  health  program  under  your  jurisdiction^ 
specifying  haio  much  money  was  spent  on  each  program  in  each  of  the 
past  5  fiscal  years. 

MEDICAL  AND  HEALTH-RELATED  ACTIVITIES 
[In  millions  of  dollars] 


Outlays 

Program 

Fiscal  year 

1965 

1966 

1967 

19681 

19691 

Bioscience  2  

Space  medicine    

Human  factor  systems  2   

Sustaining  university  program— Research  grants  

28.5 
9.8 
12.3 

40.7 
16.8 
14.6 
.9 

48.7 
19.3 
15.8 
1.0 

48.1 
32.3 
22.3 
.6 

40.4 
45.0 
25.5 
.5 

Total  NASA  3  

50.6 

73.0 

84.8 

103.3 

111.4 

1  Includes  estimated  in-house  support  funded  under  the  "Administrative  operations"  appropriation. 

2  Includes  the  costs  of  launch  vehicles  supporting  related  flight  projects. 

3  As  reported  to  the  Bureau  of  the  Budget  for  inclusion  in  the  "Special  Analyses"  portions  of  the  fiscal  years  1967-70 
Presidents'  Budgets. 


'2.  What  results^  hoth  direct  and  indirect^  have  these  programs 
achieved  icith  regard  to  improving.,  in  hoth  the  public  and  private 
sectors,  the  organization^  financing  and  delivery  of  health  care  in  the 
United  States? 

As  indicated  above,  NASA's  basic  medical  research  revolves  around 
issues  related  to  space  flight.  Any  impact  of  NASA's  health-related 
programs  on  the  organizing,  financing,  and  delivering  of  health  care  in 
the  United  States  is  indirect  rather  than  direct.  In  fact,  we  can  discern 
little  if  any  impact  on  organizing  and  financing  health  care  in  the 
United  States,  although  there  is  some  influence  on  the  ability  to  deliver 
health  care. 

Although  most  of  NASA's  medical  activities  are  directed  specifically 
at  manned  space  flight  and  not  at  health  in  general,  the  research  prod- 
ucts frequently  are  adaptable  to  more  general  health  programs.  For 
instance,  medical  sensors,  long  oversized,  have  been  microminiaturized. 
EGG  electrodes  and  pastes  have  been  developed,  as  well  as  improved 
signal  conditioners.  Techniques  for  processing  and  analyzing  bio- 
medical data  have  also  resulted. 

In  bioscience  research,  many  efforts  have  yielded  information  that  is 
related  to  medical  fields.  The  basic  orientation  of  bioscience  research 
is  first  toward  adding  to  the  pool  of  biological  knowledge,  and  second, 
toward  solving  problems  in  life  support  and  space  hazards  for  astro- 
nauts. Some  examples  of  studies  with  relevance  to  the  medical  and 
health  professions  follow : 

Studies  in  the  effects  of  weightlessness  and  acceleration  haA^e 
yielded  valuable  information  on  the  effects  of  gravity  in  geronto- 
logical diseases,  on  the  distribution  of  blood  and  gas  within  the 
lungs,  and  so  forth. 

Research  in  astronaut  life  support  has  demonstrated  that 
chronic  exposure  to  high  levels  of  oxygen  at  partial  pressure  leads 
to  cardiac  synthesis  of  cholesterol  and  other  lipids,  thereby  giving 
insight  into  predispositions  to  heart  disease. 

Hibernation  research  has  led  to  improved  therapy  for  radiation 
injury,  improvements  in  hypothermic  surgery,  and  new  techniques 
for  preserving  tissues  for  grafting. 
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Studies  of  bacterial  cell  mutations  have  made  it  possible  to 
alter  organisms  in  order  to  increase  the  yield  of  a  specific  enzyme  ; 
this  is  being  applied  to  the  production  of  the  bacterial  enzyme 
asparaginase,  which  has  shown  promise  in  leukemia  therapy. 

Research  into  neutral  networks  and  sensory  communication  has 
yielded  knowledge  about  information  processing  in  the  visual 
pathway,  the  processing  of  biological  information,  and  the  nature 
of  the  central  nervous  system  (CNS)  code;  such  understanding 
may  help  deal  w^th  central  nervous  system,  psychic  and  emotional 
disturbances. 

The  following  examples  of  new  apparatus  illustrate  the  wide  range 
of  biomedical  applicability  achieved  by  NASA's  technological  devel- 
opments : 

Nanosecond  fluorinheter. — Developed  at  Stanford  University  for 
detecting  activity  at  specific  sites  in  proteins,  this  instrument  makes 
it  possible  to  study  processes  that  last  for  only  a  few  billionths  of  a 
second.  The  techniques  used  for  control  of  this  device  are  generally 
applicable  to  biomedical  research. 

Ti/mpanic  thermometer. — This  instrument  was  developed  in  NASA- 
supported  microcalorimetery  studies,  and  is  now  used  by  the  Navy 
to  get  accurate  temperatures  of  deep-sea  divers.  Related  research  has 
formulated  quantitative  mechanisms  of  human  thermoregulation, 
w^hich  depend  on  various  "thermostat"  centers  in  the  brain.  These  find- 
ings are  pertinent  to  many  life  sciences,  including  clinical  medicine 
and  stress  physiology. 

Laminar  dean  rooms  for  surgery  and  recovery  rooms. — As  a  result 
of  the  need  to  provide  germ- free  environments  for  the  housing  of 
planetary  landing  craft  prior  to  sterilization,  the  biological  charac- 
teristics of  clean  rooms  were  investigated  in  1963.  Particular  attention 
was  directed  to  the  biological  characteristics  of  the  downward 
laminar-flow  clean  rooms  developed  by  the  Atomic  Energy  Commis- 
sion for  control  of  physical  contaminants.  Planetary  quarantine  per- 
sonnel requested  a  biological  evaluation  of  the  experimental  clean 
rooms  df  tJtie  Sandia  Corp.  and  suggested  a  research  protocol.  To  pro- 
vide a  broader  base  for  these  studies,  support  was  given  to  research  at 
Sandia  and  to  the  construction  and  operation  of  a  major  laminar-flow 
clean  room  known  as  the  Experimental  Assembly  and  Sterilization 
Laboratory  (EASL)  at  the  Jet  Propulsion  Laboratory.  The  capabil- 
ity of  attaining  a  biologically  clean  environment  was  demonstrated 
in  this  facility. 

NASA's  successful  experience  with  the  application  of  the  laminar- 
flow  principle  to  the  control  of  biological  contaminants  received  favor- 
able attention  from  leading  medical  and  hospital  authorities,  both 
during  the  period  of  EASL  studies  and  following  publication  of  the 
results.  The  first  known  medical  application  was  in  a  surgical  suite 
at  the  Albuquerque  Memorial  Hospital.  Since  that  time  at  least  10 
laminar-flow-equipped  surgeries  have  been  installed  in  hospitals 
throughout  the  country.  Facilities  of  a  similar  nature  are  being  widely 
used  to  protect  burn  patients  from  infection,  and  recoveries  are  re- 
ported in  about  half  the  normal  time.  The  U.S.  forces  in  Vietnam  are 
using  laminar-flow  devices  regularly  for  burn  patients  and  for  han- 
dling sick  and  wounded  who  must  be  kept  in  isolation.  The  Guthrie 
Clinic  in  Sayre,  Pa.,  is  investigating  the  potential  of  laminar-flow 
facilities  for  treating  allergy  patients. 
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Silicone  ruhher  urincury  catheters. — The  primate  experiment  for  the 
30-day  biosatellite  mission  presented  new  and  unique  problems,  no- 
tably that  of  finding  a  method  for  continuous  collection  of  urine.  That 
problem  was  solved  by  the  development  of  a  silicone  rubber  catheter. 
This  material  proved  ideal  as  it  is  not  reactive  with  living  tissue,  and 
it  permits  a  comparatively  large  bore  in  a  small  overall  diameter 
while  retaining  sufficient  strength  to  prevent  breakage  or  kinking. 
These  catheters  have  functioned  successfully  in  the  ureters  (small  duct 
carrying  urine  from  the  kidney  to  the  bladder)  of  experimental 
animals. 

These  silicone-rubber  catheters  are  now  being  used  routinely  at 
Harbor  General  Hospital  in  treating  children  with  urinary-tract  dis- 
orders requiring  long  catheterizations.  The  nonreactive  quality  of 
the  catheter,  together  with  better  drainage  provided  by  the  large  bore, 
have  significantly  improved  such  treatment.  In  other  hospitals,  sur- 
geons have  used  small  sections  of  silicone-rubber  tubing  to  "splint" 
ureters  weakened  by  infection.  The  tubing  is  accepted  by  the  body 
and  a  "patch"  grows  over  the  weakened  area  bridged  by  the  catheter 
tubing.  It  has  been  observed  in  dogs  that  the  severed  ends  of  the 
ureter,  when  connected  by  a  silicone-rubber  catheter  section,  will  grow 
over  the  catheter  surface  and  rejoin.  An  operation  of  this  type  was  per- 
formed on  a  monkey  on  December  21,  1967,  and  will  be  used  with 
human  patients  in  the  near  future. 

Other  applications  of  this  unique  tubing  include  a  kidney  drain 
in  adults  requiring  nephrostomy  (an  artificial  fistula) .  Now  under  de- 
velopment is  the  incorporation  of  antibiotics  into  the  catheter  to  fore- 
stall urinary-track  infection,  an  everpresent  danger  in  catheterization. 

In  the  Biosatellite  II,  questions  concerning  the  ability  of  living 
systems  to  function  in  a  normal  fashion  under  normal  conditions  were 
studied.  Using  numerous  selected  species,  it  w.as  observed  that  not 
only  the  genetic  information  present  in  the  cell  but  also  the  environ- 
mental factors  surrounding  the  cell  determine  the  regularity  (or 
irre^larity)  of  developmental  processes.  The  basic  biologic  infor- 
mation obtained  is  most  valuable  for  studying  the  mechanisms  by 
which  genetically-controlled  abnormalities  are  expressed.  Once  these 
now-hidden  mechanisms  are  revealed  and  come  within  the  reach  of 
space  and  earth  tools,  man  may  indeed  become  the  master  of  his 
corporal  fate.  Several  decades  from  now  severe  mental  retardation, 
sex  transformations,  mongolian  idiocy,  congenital  deformities,  in- 
born errors  of  biochemical  regulation  of  body  function,  and  the 
myriad  of  other  genetically  endowed  biologic  anomalies  may  be 
things  of  the  past. 

In  the  studying  of  human  factors,  the  orientation  is  pointed  toward 
advancement  in  technology  related  to  man's  ability  to  function  in  a 
space  environment,  or  to  cope  with  subsonic,  supersonic  and  hyper- 
sonic aircraft  systems  that  are  required  to  meet  the  advancement  of 
airframe  and  engine  technology.  There  is  at  present  only  an  indirect 
relationship  between  research  in  this  area  and  the  medical  profession. 

Several  basic  research  studies  are  underway  because  of  NASA  sus- 
taining university  program  research  grants  in  the  life  sciences,  and 
under  the  technology  utilization  program,  several  groups  serve  to 
link  NASA-related  technology  with  problems  facing  researchers  in 
medical  schools,  institutes,  hospitals  and  mission- oriented  agencies  in 


500 


FEDERAL  ROLE  EST  HEALTH 


the  health  field.  In  fact,  the  role  of  the  office  of  technology  utilization 
in  making  the  results  of  NASA's  medical  research  available  to  the 
interested  public  and  the  practicing  profession  should  be  emphasized, 
for  that  office  was  organized  for  the  purpose  of  disseminating  informa- 
tion about  technological  byproducts  to  the  public. 

3.  How  do  the  health  programs  of  your  department  contribute  to 
the  formulation  and  implementation  of  the  national  health  policy? 

NASA  has  no  direct  responsibility  for  formulating  or  implementing 
national  health  policy,  although  its  programs  may  contribute  indi- 
rectly to  the  formulation  of  national  health  policy  because  of  the  high 
level  exchange  of  information  resulting  from  health-related  research. 
For  instance,  progress  in  research  and  development  in  NASA's  bio- 
science programs  are  reported  to  the  Executive  Office  in  reviews  by  the 
President's  Science  Advisory  Committee  and  Cabinet  reviews,  as  well 
as  to  the  Congress  through  annual  and  other  reports.  Development  in 
biomedical  and  medical  results  of  space  flisfhts,  e.g.,  the  effects  of  stress, 
are  communicated  through  technical  publications,  speeches  by  NASA 
personnel  to  State  and  local  medical  societies,  and  by  scientific  ex- 
change with  other  government  agencies.  Moreover,  the  technology 
utilization  office  within  NASA  is  an  organized  mechanism  for  making 
the  results  of  NASA  research  available  to  the  public  and  to  the  medi- 
cal profession. 

Jf..  What  mechanisms  are  available  to  you  to  coordinate  and  consoli- 
date health  programs  loithin  your  department  and  those  of  other 
departments  and  agencies? 

Within  NASA,  coordination  of  space  medical  programs  is  accom- 
plished through  the  Aerospace  Medicine  and  Space  Biology  Advisory 
Board,  comprised  of  the  Associate  Administrators  for  manned  space 
flight,  advanced  research  and  technology,  and  space  science  and  appli- 
cations, and  the  directors  of  space  medicine,  biotechnology  and  human 
research,  and  bioscience  programs.  The  primary  relationship  outside 
of  NASA  in  these  fields  is  with  the  aerospace  program  of  the  U.S. 
Air  Force.  Space  medicine  has  developed  a  close  relationship  with 
the  U.S.  Air  Force,  resulting  in  continuins:  communications  and  re- 
views of  proposed  and  on-going  programs  directed  at  similar  areas. 

The  NASA  Space  Medicine  and  Space  Biology  Review  Board  is 
the  mechanism  for  coordinating  health  programs  within  NASA  and 
the  biomedical  research  and  development  program  is  reviewed  annu- 
ally by  the  NASA  Office  of  Advanced  Research  and  Technology  and 
is  coordinated  at  a  high  level  by  the  review  board  to  avoid  any  possible 
duplication.  The  life  sciences  research  and  development  program  is 
coordinated  annually  with  the  Department  of  Defense.  The  Inter- 
a2:ency  Life  Sciences  Supporting  Space  Research  and  Technology  Ex- 
change (ILSE)  uses  computer  printouts  of  each  individual  research 
task  and  these  are  jointly  reviewed  by  research  coordinators  every 
year.  Joint  visits  to  research  centers  are  undertaken  annually  to  pre- 
vent undesired  duplication. 

Research  results  are  presented  regularly  to  the  National  Academy 
of  Sciences,  Space  Science  Board,  and  the  National  Research  Council ; 
to  PSAC  and  the  President;  to  the  Congress;  to  non-NASA  scientific 
and  policy  advisory  panels  and  the  committees;  and  to  other  depart- 
ments and  aofences  through  direct  exchange,  for  example,  visits  of  tech- 
nology utilization  program  task  teams  to  health  centers,  and  informa- 
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tion  exchanges  through  the  bioscience  communications  programs  and 
Smithsonian  interdisciplinary  programs,  and  the  U.S.  PublicHealth 
Service  (planetary quarantine). 

6.  How — cmd  how  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  better  service  or  elimination  of 
redtape  resulting  from  interdepartmental  or  intradepartment  program 
consolidations  f 

The  mechanisms  referred  to  in  the  preceding  paragraphs  are  used 
on  a  continuing  basis.  The  Aerospace  Medicine  and  Space  Biology  Ad- 
visory Board  was  recently  formed  to  replace  the  life  sciences  directors' 
group.  Recently  this  Board  clarified  and  delineated  the  roles  of  space 
medicine,  biotechnology  and  human  research,  and  bioscience  pro- 
grams. The  close  association  of  space  medicine  and  Air  Force  bioastro- 
nautics  personnel  on  a  scientist-to-scientist  basis  has  resulted  in  sev- 
eral joint  funding  efforts  and  the  reduction  of  possible  duplication. 

Research  and  development  programs  in  the  biosciences  are  coordi- 
nated annually  within  NASA  and  between  NASA  and  the  Depart- 
ment of  Defense,  as  well  as  through  a  number  of  interdepartmental 
and  interagency  coordinating  committees  that  cooperate  with  the 
Academy  of  Sciences,  Office  of  Science  and  Technology,  and  the  Na- 
tional Science  Foundation.  Bioscience  programs  also  undertakes  joint 
funding  of  projects  requiring  special  facilities,  for  example,  NASA- 
AEC;  NASA-bOD;  NASA-ESSA-Smithsonian;  NASA-NIH.  As  a 
specific  example,  NASA  and  AEC  sponsor  joint  programs  in  radiobio- 
logic  research,  sharing  costs,  equipment  and  facilities.  Problems  being 
studied  are  of  mutual  basic  research  interest  but  have  divergent  prac- 
tical mission  application. 

Through  the  use  of  such  mechanisms,  duplication  of  efforts  is 
avoided  and  substantial  cost  effectiveness  results. 

If  we  can  be  of  further  assistance,  please  do  not  hesitate  to  call  on 
us. 

Sincerely  yours, 

Robert  F.  Allnutt, 
Assistant  Administrator  for  Legislative  Affairs. 


The  Appalachian  Regional  Commission, 

Washington^  D.C. 

Hon.  Abraham  Ribicoff, 

Chaimum^  ^uh committee  on  Executive  Reorganization., 
Committee  on  Government  Operations^ 
U.S.  Senate^  Washington^  B.C. 

Dear  Mr.  Chairman  :  Pat  Fleming  has  asked  me  to  respond  to  your 
February  19  letter  requesting  detailed  information  on  the  Appalachian 
Regional  Commission's  health  programs. 

Herewith  is  a  discussion  of  these  programs  in  the  form  of  answers 
to  your  numbered  questions. 

1.  List  and  describe  each  health  program  under  your  jurisdiction., 
specifying  how  much  money  loas  spent  on  each  program  in  each  of  the 
past  5  fiscal  years. 

1.  The  Appalachian  Commission,  under  section  214  of  the  Ap- 
palachian Regional  Development  Act,  makes  available  Federal  funds 
for  the  construction  of  health  facilities  in  the  form  of  grants  supple- 
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mental  to  money  from  other  basic  Federal  programs.  This  operates 
chiefly  in  conjunction  with  the  Hill-Burton  program  for  the  construc- 
tion of  hospitals,  nursing  homes,  and  health  clinics.  The  Appalachian 
funds  are  used  to  extend  the  amount  of  Federal  aid  and  relieve  the 
matching  burden  of  the  applicant.  In  a  hypothetical  case,  Hill-Burton 
might  make  available  $500,000  for  a  $1  million  facility.  This  would 
require  the  applicant  to  provide  an  equal  amount  from  non-Federal 
sources.  But  in  Appalachia  the  problem  has  been  that  many  applicants 
do  not  have  the  resources  to  match  such  a  basic  grant  equally.  In  the 
hypothetical  case  the  applicant  might  have  only  $250,000.  In  this 
situation,  the  Appalachian  Conmiission  would  provide  the  "missing" 
$250,000. 

In  most  cases,  the  maximum  percentage  of  Hill -Burt on  assistance 
is  set  by  the  State  agency  administering  the  Hill-Burton  program.  The 
only  stipulation  in  the  Appalachian  Act  is  that  total  Federal  assistance, 
including  Appalachian  assistance,  cannot  exceed  80  percent  of  the 
total  eligible  cost.  This  means  that  Appalachian  funds  can  be  used 
to  make  up  the  difference  between  the  percentage  of  Hill-Burton 
assistance  and  80  percent. 

Since  1965,  a  total  of  $34,330,527  in  Appalachian  funds  have  been 
used  to  supplement  basic  grants  for  health  facilities  whose  total  cost 
was  $192,789;773.  The  latter  figure  is  the  total  of  all  funds  Federal, 
State,  local  and  private.  By  fiscal  year  the  Appalachian  funds  break 
down  to : 

Fiscal  year : 

1966   $3,395,235 

1967    11,046,958 

1968    12,  970,  843 

1969    6,917,491 

Total   34, 330,  527 

Section  202  of  the  Appalachian  Regional  Development  Act,  as 
amended  in  1967,  provides  for  the  funding  of  demonstration  health 
projects  to  show  the  value  of  adequate  health  facilities  and  services 
to  the  economic  development  of  the  region.  It  provides  for  a  flexible, 
noncategorical  approach  to  the  development  of  comprehensive  health 
services  through  community  planning  on  a  multicounty  or  medical 
trade  area  basis.  Comprehensive  health  services  have  been  defined 
by  the  Commission  to  include  (a)  health  education,  (h)  personal 
preventive  services,  (c)  diagnostic  and  therapeutic  services,  (d) 
rehabilitative  and  restorative  services,  and  (e)  community  wide 
environmental  health  services. 

Legislation  authorizes  planning  grants  up  to  75  percent,  construc- 
tion and  equipment  grants  up  to  80  percent,  and  grants  for  up  to  100 
percent  for  initial  operations  and  operating  deficits  for  the  first  2  years 
of  a  project  and  up  to  50  percent  of  such  costs  for  the  following  3  years. 

The  first  years  of  this  program  saw  extensive  planning  for  the  devel- 
opment of  proposals  from  the  States  and  groups  within  these  areas  to 
show  how  a  comprehensive  approach  involving  all  aspects  of  the  health 
care  system  could  begin  to  improve  the  quality  and  quantity  of  health 
services  and  reach  persons  who  do  not  have  access  to  essential  health 
care.  The  proposal  describes  existing  health  problems  in  the  area  and 
indicate  how  specific  projects  can  eliminate  these  problems.  In  fiscal 
year  1968  the  Commission  designated  eight  multicounty  portions  of  the 
region  as  demonstration  health  project  areas  and  funded  the  first  con- 
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struction  and  operation  grants.  See  map  and  article  from  Appalachia 
for  details.  (See  exhibit  8,  p.  504.) 

Obligations  under  section  202  from  1965,  the  beginning  of  the  legis- 
lation, to  present  are  as  follows : 

OMigationa 

1965-66  actual   $117,000 

1967  actual   14,000 

1969  actual   19,608,000 

1969  estimate   25, 160,  000 

2.  What  results,  both  direct  and  mdirect^  have  these  programs 
achieved  with  regard  to  improving^  in  hoth  the  public  and  private  sec- 
tors^ the  organization,  finuncing^  and  delivery  of  health  care  in  the 
United  States?. 

2.  Because  of  the  difficulty  of  the  task  and  the  large  numbers  of 
people  involved  in  Federal,  State,  and  local  level  in  the  planning  of 
such  comprehensive  demonstration  programs,  actual  construction  and 
operating  programs  were  not  funded  in  any  substantial  number  until 
late  in  jS.scal  year  1968.  Therefore,  it  is  still  too  early  to  adequately 
evaluate  the  results  of  the  program.  It  has  served  to  bring  together  at 
the  local  level  both  public  and  private  efforts.  Local  medical  societies 
have  strongly  supported  the  program  as  have  local  health  departments. 
It  is  too  early  to  measure  consumer  acceptance  but  the  citizens  serving 
on  the  local  councils  are  most  enthusiastic. 

In  Appalachia,  a  major  problem  has  been  the  real  deficit  in  facility 
and  manpower  resources  to  deliver  health  services.  The  first  year  con- 
centrated largely  on  the  tool-up  process,  that  is,  making  up  some  of  this 
resource  deficit  by  construction  of  facilities  and  training  and  recruit- 
ment of  manpower. 

3.  Hoio  do  the  health  programs  of  your  agency  contribute  to  the 
formulation  and  implementation  of  the  national  health  policy? 

3.  It  is  our  judgment  that  the  funds  available  under  the  demonstra- 
tion health  program  of  the  Appalachian  Eegional  Development  Act 
are  more  flexible  and  provide  for  a  more  comprehensive  approach  to 
the  delivery  of  health  services  and  medical  care  than  perhaps  any 
other  health  program  now  initiated  by  public  funds.  Such  a  program 
carries  the  potential  for  important  models  not  only  for  the  region  but 
also  the  Xation.  In  the  implementation  of  each  demonstration  health 
project  and  its  numerous  component  elements  we  are  learning  of  the 
difficulties  and  sometimes  the  surprisingly  easy  solutions  to  certain 
health  problems  in  impoverished  rural  areas.  We  feel  that  these  ei^ht 
demonstrations  in  which  we  have  intentionally  encouraged  diversity 
and  local  initiative  can  make  important  contributions  to  the  formula- 
tion of  national  health  policy  and  that  some  of  the  organizational 
mechanisms  developed  therein  will  pro\dde  equally  important  models 
for  implementation. 

4-  What  mechanisms  are  available  to  you  to  coordinate  and  consoli- 
date health  programs  within  your  agency  and  those  of  departments 
and  agencies? 

5.  How — and  hoic  often — have  you  used  these  mechanisms?  Give 
specific  examples  of  financial  savings^  better  service  or  elimination  of 
red  tape  resulting  from  inter  department  or  intradepartment  program 
consolidation? 

4  and  5.  Under  section  102  of  the  Appalaehian  Regional  Develop- 
ment Act,  the  Commission  is  charged  to  (a)  develop,  on  a  continuing 
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basis,  comprehensive  and  coordinated  plans  and  programs  and  estab- 
lish priorities  thereunder,  giving  due  consideration  toward  the  Fed- 
eral, State,  and  local  planning  in  the  region;  (h)  to  review  and  study 
in  cooperation  with  the  agency  involved,  Federal,  State,  and  local  pub- 
lic and  private  programs  and,  where  appropriate,  recommend  modifi- 
cations or  additions  which  will  increase  their  effectiveness  in  the  re- 
gions; (c)  to  serve  as  a  focal  point  coordinating  unit  for  Appalachian 
program;  and  (d)  to  provide  a  form  for  consideration  of  problems  of 
the  region  and  proposed  solutions,  and  establish  and  utilize  appro- 
priate citizens  and  special  advisory  councils  and  public  conferences. 

To  carry  out  this  charge  the  Commission  has  establised  a  health 
advisory  committee  made  up  of  representatives  from  all  the  13  States, 
and  selected  health  disciplines  and  interest  groups  including  the  Pub- 
lic Health  Service  and  OEO.  The  development,  implementation,  and 
administration  of  the  demonstration  health  program  is  a  study  in 
coordinated  effort.  It  involves  the  health  staff  of  the  Appalachian  Re- 
gional Commission,  the  Health  Services  and  Mental  Administration, 
State  health  agencies,  representatives  from  the  partnership  for  health 
program  and  the  regional  medical  program  and  the  active  coopera- 
tion of  local  physicians,  dentists,  hospital  administrators,  and  pro- 
viders and  utilizers  of  health  care.  The  focus  of  this  coordinated  effort 
and  its  most  effective  application  point  has  been  the  local  planning 
council.  At  this  local  level  very  few  difficulties  have  been  encountered 
in  working  closely  with  regional  medical  programs,  partnership  for 
health  and  other  local.  State,  and  national  programs. 

We  feel  that  we  have  been  able  to  hold  down  the  administrative 
costs  of  this  program  through  the  close  working  relationship  with 
health  services  and  mental  health  administration  in  the  actual  man- 
agement of  all  grants.  On  occasion  the  intrusion  of  the  Commission 
in  this  process  has  served  as  a  stimulus  in  eliminating  redtape  and 
speeding  the  grants  management  process. 

I  hope  this  information  is  helpful  and  responsive.  If  I  can  be  of 
further  assistance,  please  let  me  know. 
Sincerely, 

Ned  Curran, 
Special  Assistant  to  the  Federal  Cochairman. 

EXHIBIT  8 

Objectives,  Criteria,  and  Guidelines  for  Review  of  Projects  Under  Section 
202,  Appalachian  Regional  Development  Act  of  1965,  Revised 

objectives 

The  puriK>se  of  the  demonstration  health  program  is  to  improve  the  general 
health  of  the  Appalachian  area,  to  increase  the  availability  of  health  services  and 
to  demonstrate  that  it  is  possible  to  make  available  modem,  comprehensive  health 
care  in  a  variety  of  regions  in  Appalachia,  with  careful  evaluation  of  each  demon- 
stration health  project. 

criteria 

Each  demonstration  health  project  will  be  developed  in  clearly  defined  steps  so 
as  to  have  available  comprehensive  health  services  for  all  segments  of  the  i>opula- 
tion  in  a  designated  area.  Comprehensive  health  services  for  individuals  and 
families  include  these  essential  components  : 

(1)  Health  education, 

(2)  Personal  preventive  services, 

(3)  Diagnostic  and  therapeutic  ser\'ices. 
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(4)  Rehabilitative  and  restorative  services,  and 

(5)  Community-wide  environmental  health  services. 
Comprehensive  personal  health  services  should  be  readily  accessible  on  a  con- 
tinuously available  basis.  Frequently  needed,  on-going  services  should  be  adapted 
to  each  individual's  physical  and  social  environment.  The  emphasis  should  be  on 
continuing  care  of  persons,  rather  than  on  episodic  treatment  of  categorical 
diseases. 

The  delivery  of  these  services  should  be  so  organized  as  to  encourage  develop- 
ment of  a  continuing  relationship  between  the  patient,  his  physician,  and  the 
other  professional  and  supporting  health  personnel  concerned  with  the  direct 
provision  of  services. 

To  achieve  this  goal,  it  will  be  necessary  to  encourage  the  full  use  of  existing 
resources  (including  Federal,  State,  local,  voluntary  and  private),  supplemented, 
when  necessary,  by  coordinated  additional  public  and  private  resources.  The 
development  and  operation  of  any  community  health  service  under  Section  202 
shall  preserve  and  encourage  aU  existing  programs  and  arrangements  involving 
the  relationship  between  the  physician  and  the  patient. 

GUIDELINES 

Demonstration  health  project  proposals  should  contain  the  following 
information : 

A.  Definition  of  the  protlem 

1.  Rationale  for  selection  of  the  area,  the  services  to  be  provided,  the  site  of 
their  provision  and  the  population  to  be  served.  None  of  these  need  be  limited  by 
existing  political  or  geographic  boundaries. 

2.  A  description  of  the  population  of  the  defined  area,  including  its  health 
status,  special  health  needs,  and  inventory  of  existing  health  resources  and  their 
utilization,  both  personnel  and  facilities,  and  identification  of  existing  gaps  in 
health  services. 

B.  Description  of  the  project 

1.  Evidence  that  provision  has  been  made  for  the  relevant  groups  including, 
but  not  necessarily  limited  to.  State  and  local  public  and  voluntary  agencies  and 
organizations,  the  private  sectors  of  medical  and  health  care,  anti  the  users  of 
health  services,  to  participate  in  the  development  of  the  program,  and  that 
mechanisms  exist  for  the  continuation  of  such  broadly  based  community  action. 

2.  Evidence  that  the  project  plan  make  provision  for  optimum  utilization  of 
available  health  resources. 

3.  Evidence  that  the  project  will  functionally  relate  : 

{a)  Activities  and  personnel  of  oflBcial  health  agencies  (especially  public 
health  departments)  and  the  private  sector  of  the  health  care  system  in  the 
area  (physicians,  dentists,  nurses,  voluntary  health  agencies,  hospitals,  and 
nursing  homes)  ; 

(6)  Resources  for  the  care  of  in-patients,  ambulatory  patients,  home- 
bound  patients,  and  the  terminally  ill,  and 

(c)  Facilities  and  services  for  health  education  and  promotion,  and  for 
prevention,  diagnosis,  treatment,  and  rehabilitation  of  disease  and  dis- 
ability. 

4.  Evidence  that  regional  institutions  possessing  si)ecial  professional  and  tech- 
nical competencies  are  encouraged  to  participate  in  the  project  through  consulta- 
tion, technical  assistance  and  in  the  effective  use  and  development  of  health  man- 
power by : 

{a)  Expansion  and  improvement  of  educational  and  training  programs  for 
existing  categories  of  health  manpower ; 

(6)  Training  or  retraining  of  existing  personnel  for  more  responsible 
work;  and 

(c)  Development  of  education  and  training  programs  for  new  kinds  of 
personnel,  professional  and  non-professional,  as  may  be  required  to  better 
meet  the  needs  of  an  integrated  program  of  comprehensive  health  services. 

5.  Evidence  that  referral  mechanisms  will  be  developed  so  that  patients  may 
receive  medical  services  according  to  their  needs.  These  should  involve  institu- 
tions within  the  region  and  nearby  major  medical  centers. 

6.  Evidence  that  comprehensive  health  care  will  be  available  to  the  whole 
population  in  the  project  area  by  supplementing  and  strengthening  existing  re- 
sources where  necessary,  including  specific  reference  to  the  extension  of  services 
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to  geographically  and  socially  isolated  areas ;  and  assurance  that  the  process  of 
determining  eligibility  for  services  and  of  collecting  charges  or  other  payments 
for  services  will  not  interfere  with  the  delivery  of  health  services. 

7.  Evidence  that  the  project  will  not  infringe  upon  the  private  sectors  of  medi- 
cal and  health  care. 

8.  Evidence  that  the  project  will  enhance  the  impact  of  existing  funds  (third 
party  payments,  patient  fees,  welfare,  medicare,  medicaid)  for  the  purchase  of 
health  services  rather  than  replacing  these  funds. 

9.  Evidence  that  a  series  of  phased  steps  has  been  defined  which  provides  a 
reasonably  prompt  but  realistic  time  period  and  sequence  leading  to  attainment 
of  the  objective  of  the  project. 

10.  Indication  of  possible  mechanisms  for  continuation  of  the  project  after 
operational  support  through  Section  202  of  the  Act  has  ended. 

C  Administration 

1.  Regional  Administration. —  (a)  Identify  the  agency  or  organization  which 
wull  be  responsible  for  the  regional  administration  of  the  demonsitration  project ; 
explain  the  methods  and  procedures  for  accomplishing  such  administration ;  and 
establish  that  the  administering  agency  will  be  broadly  based  and  representative 
of  the  geographic  area  served  by  the  project  and  will  include  relevant  groups, 
such  as  State  and  local  public  and  voluntary  agencies  and  organizations,  the 
private  sectors  of  medical  and  health  care,  and  the  users  of  health  services. 

(&)  Describe  the  proposed  staflSng  or  other  means  of  providing  stafit  services 
to  such  agency,  including  plans  for  a  full-time  project  director. 

2.  Project  Standards. — Evidence  that  the  project's  administration  will  conform 
to  accepted  professional  standards.  This  should  include : 

(a)  Methods  of  recruiting  and  retaining  adequately  trained  personnel, 
including  opportunities  for  professional  development,  adequate  salary  levels, 
and  sound  personnel  policies ;  and 

(6)  Recognition  of  the  usual  complexities  implicit  in  involving  many  oflS- 
cial  and  non-oflScial  agencies  in  coordinating  resources.  The  use  of  Advisory 
Committees  is  an  essential  mechanism. 

D.  Evaluation 

1.  Evidence  that  techniques  are  built  into  the  project  for  regular  review  and 
assessment  of  the  quality  of  the  services  in  light  of  the  project  objectives. 

2.  Evidence  that  provision  is  made  for  developing  new  services  to  fill  gaps  as 
they  are  identified  during  project  development. 

E.  Financing 

1.  Evidence  that  the  amount  of  Section  202  funds,  and  the  amounts  and  ex- 
pected sources  of  all  other  funds  proposed  for  the  project  are  realistic,  consider- 
ing the  scope  of  the  project. 

ADDrrioNAL  Criteria  fob  Components  Adopted  by  the  Appalachian  Regional 

Commission 

(1)  General.— A  component  shall : 

la)  contribute  to  the  implementation  of  the  overall  DHP  being  designed,  under 
the  Commission's  criteria  and  guidelines,  for  the  designated  DHP  area  by,  for 
example : 

(i)  meeting  a  critical  regional  health  need ; 

(ii)  filling  an  existing  gap,  or  demonstrating  a  promising  innovation,  in 
the  development  or  delivery  of  comprehensive  health  services  in  the  areas ; 

(iii)  contributing  to  the  development  or  expansion  of  health  manpower 
resources  for  which  a  demand  has  been  demonstrated ; 

(iv)  encouraging  or  initiating  the  involvement  of  institutions,  especially 
health  and  educational  institutions,  with  special  competencies  which  it  has 
been  demonstrated  are  needed  in  the  area  ; 

(v)  helping  to  overcome  a  barrier  (political,  financial,  social,  geographi- 
cal, etc. )  to  the  provision  of  comprehensive  health  care  on  a  regional  basis  in 
the  area  ;  or 

( vi )  providing  needed  information  or  otherwise  contributing  to  the  further 
planning  or  developing  of  the  overall  demonstration  project  or  other  indi- 
vidual components ; 

(&)  have  realistically  attainable  objectives,  be  fiscally  sound,  and  include 
provisions  for  funding  of  the  local  share  of  its  costs  during  its  period  of  operation ; 
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(c)  make  appropriate  use  of  all  pertinent,  available  Federal,  State,  local  pub- 
lic, and  private  resources ; 

(d)  be  related  functionally  to  other  existing  or  planned,  lieaith  program, 
agencies  and  facilities  serving  the  DHP  area  and  not  be  conducive  to  fragmenta- 
tion or  duplication  in  the  delivery  of  health  services ; 

(e)  provide  effective  mechanisms  for  continuing  evalution  of  its  effectiveness 
and ; 

(/)  have  potential  for  early  area-wide,  lasting  impact. 

(2)  Components  Involving  Construction. — In  addition  to  the  requirements  in 
(1),  a  DPH  component  involving  construction  shall  only  be  approved  if  it  has 
been  shown  that : 

(a)  the  facility  proposed  for  construction  alleviates  a  well  documented  health 
need  of  the  area  and  is  an  economical  and  appropriate  solution  for  the  problem ; 

(&)  the  future  operation  of  the  facility  to  be  constructed  will  be  appropriate 
to  the  projected  needs ; 

( c)  the  manpower  necessary  to  operate  the  facility  will  be  available ;  and 

(d)  other  potential  sources  of  funds  have  been  fully  utilized.  (Res.  151) 


National  Academy  of  Sciences, 
Washington,^  D.O.j  September  19^  1969. 

Hon.  Abraham  Kibicoff, 

Chairman^  Subcommittee  on  Executive  Reorganization^ 
Senate  Office  Building^ 
Washington^  D.C, 

Dear  Senator  Ribicoff  :  I  must  beg  your  pardon  for  my  delay  in 
responding  to  the  subcommittee  inquiry.  Shortage  of  staff  and  the 
sensitivity  of  the  problem  area  required  more  time  than  I  had  ex- 
pected. I  trust  the  attachment  will  be  useful  to  you. 

As  you  know,  I  have  been  deeply  concerned  about  the  continuing 
absence  of  a  visible  point  of  policy  formulation  for  our  Federal  health 
activities.  This  concern  has  grown  increasingly  as  the  Federal  com- 
mitment in  the  area  has  become  broader,  more  complex,  and  more 
costly.  Such  a  void  produces  a  "domino  effect"  within  the  health  sys- 
tem of  the  Nation  due  to  the  initimate  relationship  of  one  segment  of 
health  activities  to  another  and  the  broad  dependence  of  each  upon 
Federal  support  mechanisms. 

The  results  are  an  inability  to  view  our  Nation's  needs  either  gen- 
erally or  with  specificity,  define  our  national  goals,  or  determine  the 
unique  roles  the  Federal  Government  should  play  in  their  satisfac- 
tion. Only  when  this  is  done  will  it  be  possible  to  formulate  rational 
programs  and  assess  their  quality  against  established  need  and  form- 
ulated Federal  intent.  Slogans  are  poor  substitutes. 

A  second  result  is  reflected  in  the  unopposed  analysis  of  health 
activities  of  the  Bureau  of  the  Budget.  This  is  not  a  dishonest  docu- 
ment, but  it  certainly  is  misleading.  The  simple  aggregation  of  ex- 
penditures for  health  activities  leads  to  the  concept  of  a  "Federal 
health  dollar"  and  this  at  times  lends  to  be  equated  with  the  dollar 
base  of  Federal  expenditure  for  civilian  purposes.  But  one  must  real- 
ize that  contained  in  this  highly  fragmented  "health  dollar"  are: 
Trust  funds  from  the  Social  Security  Administration, 
Funds  to  satisfy  the  health  needs  derivative  of  the  strategic 
and  tactical  needs  of  our  Armed  Forces  and  the  health  care  of  a 
dependent  population  group. 

Research  unrelated  to  civil  health  but  essential  for  the  evolu- 
tion of  new  technologies  such  as  nuclear  energy  and  space. 
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And  other  areas  with  little  relevance  to  health  of  our  popula- 
tion. 

The  Congress  consequently  is  not  presented  with  an  intellectually 
honest  analysis  of  Federal  funds  that  will  be  expended  for  the  health 
maintenance  of  the  population. 

And,  finally,  this  void  in  policy  formulation  places  the  health  needs 
of  the  Nation  in  a  disadvantageous  position  as  these  needs  compete 
with  other  purposes  for  the  scarce  Federal  dollar.  These  circumstances 
would  not  be  so  bad  if  one  could  be  convinced  that  the  present  frag- 
mented system  was  capable  of  "muddling  through"  successfully,  but 
I  cannot  believe  that  this  is  the  case. 

If  I  can  be  of  any  further  help  to  your  subcommittee,  please  feel 
free  to  call  on  me. 

Sincerely  yours, 

James  A.  Shannon,  M.  D., 
Special  Adviser  to  the  President. 

INTRODTJCTORY  COMMENT 

A  series  of  basic  considerations  must  be  kept  in  mind  as  background 
to  comment  on  specific  aspects  of  Federal  actions  on  the  national 
health  scene : 

The  United  States  spends  more  on  health  activities  per  capita 
than  any  other  nation.  This  expenditure  reflects  a  national  aware- 
ness of  the  high  social  and  economic  burden  of  disease.  The  Fed- 
eral concern  for  all  matters  relating  to  health  is  evident  in  the  51 
legislative  enactments  of  health  legislation  during  the  Johnson 
administration.  Those  acts,  containing  some  400  discrete  author- 
ities, touch  on  all  portions  of  the  systems  with  relevance  to  the 
maintenance  of  a  healthy  population,  and  follow  upon  two  dec- 
ades of  burgeoning  Federal  activity  in  the  health  area.  This  ex- 
pansion of  Federal  health  activities  has  taken  place  as  individual 
and  separate  actions  rather  than  elements  in  a  complex  and  unified 
system  that  could  be  reactive  not  only  within  itself,  but  also  with 
other  elements  of  the  social  structure  of  the  Nation. 

As  a  consequence  of  generous  and  enlightened  congressional 
support,  the  United  States  now  possesses  world  leadership  in  the 
biomedical  sciences.  Unfortunately,  this  leadership  is  in  jeopardy 
with  a  progressive  erosion  of  support.  Furthermore,  diverse  leg- 
islative developments  have  resulted  in  fractionation  of  Federal 
support  for  the  biomedical  research  support  function  which  goes 
well  beyond  that  required  for  a  healthy  pluralistic  support  base. 
As  a  result,  there  is  a  progressively  lesser  capability  for  the  de- 
velopment of  meaningful  general  objectives. 

Our  better  medical  schools  ^  are  without  peer  in  the  world,  none- 
theless, others  have  very  substantial  deficiencies  and  some  dental 
schools  more  closely  approximate  schools  of  technology  than  pro- 
fessional schools  generally  characterized  by  excellence.  An  ade- 
quate and  stable  financial  base  for  medical  and  dental  education 
continues  to  be  lacking;  and  there  are  no  means  in  sight  which 
will  secure  a  continuation  of  excellence  in  educational  institutions 


1  The  terms  "medical  school"  and  "physician"  are  utilized  in  these  discussions  to  include 
schools  of  osteopathy  and  osteopathic  physicians. 
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where  excellence  now  exists  nor  any  ability  for  the  less  competent 
institutions  to  remedy  their  deficiencies.  More  immediate  and  ur- 
gent is  the  fact  that  the  rate  of  production  of  both  physicians 
and  dentists  continues  to  be  too  low  to  satisfy  the  Nation's  cur- 
rent and  prospective  health  needs.  This  production  rate  is  inade- 
quate even  when  supplemented  annually  by  more  than  1,500 
permanently  imimigrating  physicians.  Shortages  of  all  other 
health  personnel  are  severe. 

Despite  rapid  and  progressive  increases  in  expenditures,  the 
medical  services  systems  of  the  Nation  are  deficient.  Here  also  the 
"system"  for  the  delivery  of  personal  health  services  contains  a 
mixture  of  the  best  and  the  less  than  competent.  There  are  par- 
ticular deficiencies  in  the  provision  of  long-term  services  to  the 
chronically  ill  and  the  infirm.  The  distribution  of  physicians  is 
uneven  with  special  deficiencies  in  health  care  services  available 
to  the  rural  and  urban  poor  and  gross  inadequacy  in  the  provision 
of  emergency  health  services. 

Health  indicators  such  as  mortality  rates,  infant  mortality,  and 
life  expectancy  in  the  United  States  leave  much  to  be  desired 
when  compared  with  a  number  of  other  advanced  countries  of  the 
Western  World.  These  indicators  partly  reflect  conditions  that 
cannot  be  related  simply  to  the  quality  and  distribution  of  health 
services  but  have  their  roots  in  the  socioeconomic  status  of  sub- 
stantial population  groups.  Problems  of  a  social  nature  which 
relate  to  nutrition,  housing,  high  birth  rates,  education  and  more 
general  services,  contribute  substantially  to  health  problems. 

But,  quite  apart  from  problems  commonly  associated  with 
poverty  and  ignorance,  our  health  education  systems  and  our  pub- 
lic and  personal  health  delivery  systems  are  deficient.  These  de- 
ficiencies should  be  openly  recognized,  freely  discussed,  and,  if  a 
consensus  can  be  obtained,  dealt  with  in  a  forthright  manner.  The 
Federal  Establishment  has  a  particular  responsibility  in  this  re- 
gard. It  has  greater  freedom  of  action,  greater  access  to  resources, 
and  can,  if  it  wishes,  exert  a  dramatic  leadership  role.  It  is  not 
doing  so  today  and  some  of  the  reasons  for  this  are  quite  plain. 
We  are  in  a  transitional  period  in  our  social  structure  and  in  the 
mechanisms  available  to  satisfy  many  of  our  social  responsibili- 
ties. In  health  alf  airs,  this  has  resulted  in  the  evolution  of  a  com- 
plex patchwork  of  Federal  health  programs  that  currently  lack 
broad  yet  definitive  goals  or  rational  organization  for  achieve- 
ment of  such  goals  as  would  generally  be  considered  desirable 
and  attainable.  The  Federal  health  function  operates  as  a  broadly 
decentralized,  highly  fractionated  series  of  activities  which  make 
it  difficult  to  consider  broad  policy  issues  in  a  coherent  manner. 

It  seems  clear  that  much  can  be  achieved  within  the  Federal 
structure.  But  it  is  equally  clear,  if  one  is  to  avoid  a  monolithic 
Federal  health  structure  resulting  perhaps  in  even  greater  de- 
ficiencies than  characterize  the  present  health  structure,  one  must 
also  develop  in  the  private  sector  responsible  and  competent  so- 
cial organizations  that  can  view  the  health  function  in  both  Fed- 
eral and  private  sectors  with  clarity,  objectivity,  and  sophistica- 
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tion.  Certainly,  meaningful  dialog  without  overwhelming  paro- 
chial bias  is  essential  in  the  reconstruction  of  health  activities,  an 
essential  for  the  health  of  the  Nation.^ 
It  is  in  the  light  of  these  general  views  that  the  questions  posed  by  the 
subcommittee  have  been  answered.  Each  has  been  taken  as  a  short  topic 
and  answered  as  completely  as  is  possible  in  summary  form.  This 
treatment  leads  to  some  repetition  even  though  no  single  question  is 
answered  in  depth.  Further,  no  attempt  has  been  made  to  examine  the 
excellencies  or  the  deficiencies  of  the  individual  programs  that  to- 
gether make  the  whole.  This  would  be  difficult,  if  not  impossible, 
since  few  of  the  programs  have  been  subjected  to  external  and  ob- 
jective assessment.  But  a  general  judgment  has  been  made,  i.e.,  even 
though  each  Federal  program,  considered  in  itself  and  in  relation  to 
its  own  perceived  objectives  were  of  the  highest  quality,  much  the 
same  answers  would  be  given  to  the  questions  posed. 

1.  You  have  read  the  responses  from  the  agencies  to  the  subcommit- 
tee inquiry.  The  responses  seem  to  reftect  a  lack  of  coherent  policy 
formulation  as  a  guide  to  program  development.  What  are  yov/r 
overall  impressions  of  these  responses?  Why  has  central  policy  formu- 
lation not  developed? 

A  clear  understanding  of  the  Federal  commitment  to  the  health 
of  the  Nation  cannot  be  obtained  from  a  simple  reading  of  the  indi- 
vidual agency  reports  to  the  subcommittee.  A  better  understanding 
is  derived  if  one  reads  these  reports  against  the  background  of  in- 
formation contained  in  the  special  analyses  of  the  Federal  budget, 
January  1969,  particular  note  being  taken  of: 

Special  Analysis  L — Federal  health  programs. 
Special  Analysis  K — Federal  manpower  programs. 
Special  Analysis  Q — Federal  research,  development,  and  re- 
lated programs. 

It  is  then  quite  clear  that  there  is  no  aggregate  in  these  presentations 
which  can  truly  be  called  a  Federal  health  dollar  that  has  any  real 
relationship  to  the  civilian  health  needs  of  the  Nation.  It  is  equally 
clear  that  operationally  there  is  no  central  Federal  policymaking  body 
that  has  the  responsibility  for  the  formulation  of  reasonable  national 
health  goals ;  that  can  assure  the  use  of  these  goals  in  the  development 
of  realistic  health  programs  characterized  by  balance  amongst  re- 
search, education,  and  medical  services,  and  accompanied  by  reason- 
able cost  estimates;  and  that,  at  the  same  time,  has  the  authority  to 
audit  health  program  performance.  The  result  is  a  highly  fragmented 
set  of  health  activities  without  adequate  leadership  despite  a  heavy 
concentration  of  health  programs  in  the  Department  of  Health,  Edu- 
cation, and  Welfare. 

The  observation  that  there  is  confusion  in  the  evolution  of  sound 
policies  in  the  health  field  and  incoherence  in  operational  activities 
does  not  reflect  any  unique  wisdom  on  the  part  of  an  observer  of  the 
current  scene.  To  deal  with  this  problem,  Wilbur  Cohen,  during  his 
tenure  as  Secretary  of  DHEW,  proposed  a  radical  revision  in  the  orga- 
nization of  the  health  functions  of  DHEW,  the  first  admittedly  tenta- 
tive step  being  taken  April  1, 1968.  He  also  proposed  the  establishment 


1  See :  'Sevo  England  Journal  of  Medicine,  July  17,  1969  :  James  A.  Shannon,  M.D., 
"Medicine,  Public  Policy  and  the  Private  Sector." 
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within  the  executive  branch  of  a  Council  on  Health  Affairs  reporting 
directly  to  the  President. 

The  April  reorganization  of  health  activities  in  DHEW  was  con- 
sidered to  be  only  an  initial  step.  It  provided  for  a  loose  aggregation 
of  what  the  Secretary  then  believed  to  be  some  generally  compatible 
functions  into  three  major  administrations  reporting  to  an  Assistant 
Secretary  who  was  given  line  responsibility  for  their  operation.  This 
move  was  generally  consistent  with  the  view  of  his  predecessor,  John 
Gardner,  and  was  to  be  followed  by  the  further  sorting  out  of  discrete 
functions  within  each  of  the  administrations  and  between  them,  in  con- 
sultation with  the  Assistant  Secretary  for  Health  and  Scientific  Af- 
fairs. Further  plans  that  would  involve  the  consolidation  of  other 
health  activities  within  the  newly  defined  Public  Health  Service  were 
to  be  considered  later.  The  elevation  of  the  Assistant  Secretary  for 
Health  and  Scientific  Affairs  to  the  position  of  Under  Secretary  for 
Health,  was  proposed  but  did  not  survive  initial  congressional 
consideration. 

One  cannot  comment  fairly  on  the  present  organization  of  health 
activities  of  DHEW  because  it  is  not  known  whether  the  present  Sec- 
retary views  the  present  organization  as  transitional  or  one  with  more 
permanence.  If  it  is  viewed  to  be  transitional,  then  the  basic  philosophy 
which  will  underpin  further  change  is  not  known.  It  is  possible  to  state 
with  some  firmness,  though,  that  the  present  organization  is  not  ade- 
quate for  DHEW  to  exert  the  national  leadership  required  for  the 
evolution  of  sound  Federal  programs  in  the  health  field. 

The  lack  of  an  ability  to  develop  sensible  Federa;l  health  goals  trans- 
latable into  reasonable  health  programs  led  Wilbur  Cohen  to  suggest 
to  President  Johnson  in  the  spring  or  summer  of  1968  that  such  policy 
formulation  and  the  derivative  program  development  be  made  the  re- 
sponsibility of  a  high-level  Health  Council  reporting  directly  to  the 
President.  The  members  of  the  Council  would  be  senior  representatives 
of  departments  and  agencies  having  important  health  programs.  It 
was  Cohen's  view  that  since  DHEW  has  the  largest  and  most  direct 
responsibility  for  the  development  of  a  system  of  health  maintenance 
for  the  Nation,  that  the  Secretary  of  DHEW  should  chair  such  a 
Council  and,  as  the  Chairman,  should  be  the  principal  adviser  to  the 
President  on  health  matters. 

President  Johnson  agreed  with  Secretary  Cohen  and  issued  an  Ex- 
ecutive order  to  this  effect  which,  together  with  the  Secretary's  memo- 
randum to  the  President,  defined  the  composition  of  the  Council,  the 
functions  it  was  to  perform,  and,  in  a  minor  fashion,  how  it  w  as  to 
operate.  But  the  Council  did  not  become  operational. 

The  Executive  order  caused  unease  in  some  of  the  executive  agencies 
and  their  congressional  supporters.  (See  exhibit  9,  p  533.) 

This  is  best  expressed  in  the  acrimonious  exchange  of  letters  be- 
tween Congressman  Teague  of  Texas  and  Secretary  Cohen  which  later 
appeared  in  the  Congressional  Record.  It  was  quite  clear  that  some  of 
the  executive  agencies  and  some  of  the  Members  of  Congress  were  not 
willing  at  that  time  to  accept  the  concept  of  a  centralization  of  au- 
thority for  health  within  the  executive  branch  or,  at  least,  within  the 
Office  of  the  then  Secretary  of  DHEW.  (See  exhibit  10,  p.  534.) 

Viewing  this  controversy  in  retrospect,  one  can  make  some  general 
observations : 
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1.  While  the  specific  arrangements  proposed  by  Secretary  Cohen 
may  not  have  been  the  most  advisable,  it  is  highly  desirable  to  pro- 
vide an  authoritative  point  of  responsibility  for  the  formulation  of 
health  policy  within  the  Federal  structure. 

2.  The  scope  and  magnitude  of  DHEW  responsibility  for  civilian 
health  programs  in  the  Federal  Establishment  argues  in  a  compelling 
manner  for  the  overall  leadership  for  this  function  to  be  in  DHEW. 

3.  The  character  of  the  structure  to  discharge  this  central  responsi- 
bility is  debatable. 

It  is  unlikely  that  a  council  composed  of  such  busy  people  as 
secretaries  of  major  departments  and  heads  of  executive  agencies 
with  major  health  functions  is  a  realistic  working  group  for  the 
definition  of  health  goals,  for  policy  formulation,  for  program 
development,  and  for  monitoring  program  execution.  Such  a 
group  would  have  neither  the  sophistication  nor  the  time  to 
satisfy  the  obvious  needs  of  such  an  important  central  function. 

Nor  could  a  conventional  group  of  part-time  external  advisers 
satisfy  this  set  of  needs.  Such  a  group,  however  prestigious  and 
competent  its  members,  would  find  it  difficult  to  sort  out  the 
complex  operational  issues  in  a  manner  which  would  permit  the 
statement  of  goals  in  substantive  terms  and  the  translation  of 
these  into  operating  ]3rograms  assignable  to  operating  segments  of 
the  Federal  Establishment  with  assurance  of  compatibility  and 
capability  of  match  between  program  and  operating  organiza- 
tion. 

But,  there  are  a  number  of  options  upon  which  this  central 
responsibility  can  be  structured.  I  would  only  state  at  this  point  of 
the  discussion  that  any  reasonable  structure  would  begin  by  ac- 
cepting the  dominant  responsibility  of  DHEW  for  the  related 
social  functions  of  education  and  income  maintenance. 

What  are  the  major  consequences  of  health  spending  at  a  level  of 
$18.2  hillion  in  the  absence  of  more  clearly  defined  national  health 
policies? 

The  figure  $18.2  billion  is  commonly  equated  with  Federal  health 
expenditures.  Actually,  this  is  the  Bureau  of  the  Budget  analysis  of 
health  activities  in  President  Johnson's  1970  proposed  budget  and 
covers  "Federal  outlays  for  medical  and  health- related  activities."  ^ 
This  figure  includes  outlays  from  both  Federal  and  trust  funds ;  and 
is  a  mixed  figure  that  covers  a  wide  range  of  activities,  some  of  which 
have  little  relation  to  Federal  expenditures  which  are  specifically  and 
exclusively  devoted  to  the  general  problems  of  health  maintenance  for 
the  people  of  the  Nation  as  a  whole.  It  is  difficult  to  derive  a  precise 
figure  for  this  latter  function  from  the  information  generally  made 
available  to  the  public. 

It  is  also  important  to  note  that  this  figure  of  $18.2  billion  for  the 
Federal  outlay  for  medical  and  health-related  activities  represents 
approximately  30  percent  of  the  total  national  expenditures  for  health- 
related  activities,  both  public  and  private.  The  Federal  outlay  is  ex- 
pended predominantly  in  four  ways : 

It  supports  about  two-thirds  of  the  national  biomedical  research 
effort  generally  directed  toward  an  alleviation  of  the  high  social 


1  Special  analysis  L.  Federal  health  programs,  special  analyses,  Budget  of  the  United 
States.  1970,  pp.  148-173. 
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and  economic  cost  of  disease,  toward  a  clear  understanding  of 
the  behavioral  and  biological  determinants  of  optimal  human 
development,  and  toward  the  satisfaction  of  a  number  of  Federal 
missions  not  particularly  relevant  to  civilian  health  problems. 

It  provides  limited  support  for  the  education  of  scientists,  phy- 
sicians, dentists,  and  osteopaths,  and  the  personnel  in  the  many 
professions  and  occupations  concerned  with  the  many-faceted 
problems  of  health. 

It  purchases  a  portion  of  the  personal  and  public  health  services 
required  for  the  health  maintenance  of  the  aged,  the  needy  and 
other  Federal  beneficiaries. 

It  makes  limited  contributions  to  the  resources  (research,  edu- 
cational, and  service)  within  which  these  diversified  activities  are 
contained. 

Such  a  set  of  circumstances  presents  particularly  difficult  opera- 
tional problems  to  the  Federal  Establislunent.  The  Federal  activities 
must  be  undertaken  with  the  full  appreciation  that  they  are  contained 
within  a  series  of  coupled  but  open  systems,  the  major  policies  of 
which  are  not  now  directly  amenable  to  Federal  control.  Con- 
sequently, the  Federal  Establishment  should  determine  with  some  care 
the  precise  role  it  is  to  play  in  each  of  the  individual  subsystems  and 
in  the  coupling  of  one  system  with  the  other. 

A  determination  on  these  problems  would  be  most  difficult  to  make 
under  optimal  conditions.  However,  in  the  currently  existing  highly 
decentralized  and  highly  fragmented  aggression  of  Federal  health 
activities,  the  net  result  is  costly  in  the  funds  expended,  uneven  in  the 
quality  of  the  tasks  performed,  and  has  a  number  of  manifest  defi- 
ciencies. The  present  Federal  structure  places  a  premium  on  a  highly 
decentralized  organization  of  activities.  Consequently,  it  is  difficult, 
regardless  of  the  funds  available,  to  correct  the  deficiencies  and  im- 
prove the  quality  of  performance  of  the  complex  health  system  of  the 
Xation.  In  the  absence  of  wise  management,  the  costs  are  bound  to  be 
excessively  high.  They  may  soon  be  too  high  to  be  afforded. 

3.  The  inquiries  of  tlie  subcommittee  indicate  there  are  at  least  ^3 
departments  and  agencies  loith  health  programs.  This  must  pose  an 
insurmountable  problem  to  the  development  of  the  effective  organiza- 
tion and  management  of  health-related  activities.  What  are  the  basic 
consideration  icMch  must  underlie  a  more  suitable  administration  of 
this  important  set  of  activities? 

The  Federal  Establishment  is  composed  of  a  series  of  departments 
and  agencies,  each  with  a  unique  set  of  missions.  The  missions  are 
usually  quite  explicit.  As  a  principle  of  organization,  each  department 
or  agency  is  given  the  essential  authorities  required  to  group  a  number 
of  diverse  activities  into  broad  programs  essential  for  the  achievement 
of  the  agency  missions.  This  general  principle,  together  with  the 
ubiquitous  nature  of  health,  has  resulted  in  the  inclusion  of  health 
activities  in  the  programs  of  many  departments  and  agencies.  In  such, 
a  view,  the  findings  by  the  subcommittee  of  significant  health  activities 
in  as  many  as  23  agencies  and  departments  is  neither  surprising  nor 
in  itself  illogical. 

Health  considerations  are  involved  in  a  variety  of  endeavors  that 
are  of  major  concern  to  the  Federal  Establishment,  as  examples : 
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Health  activities  are  intimately  intermingled  with  the  perform- 
ance of  other  socially  oriented  Federal  functions  such  as  educa- 
tion and  income  maintenance. 

The  physical  defense  of  the  Nation  requires  broad  attention  to 
problems  of  health  maintenance  of  the  Armed  Forces  no  less  than 
it  requires  suitable  weaponry  for  their  use. 

There  are  broad  health  considerations  which  abound  in  the 
evolution  of  new  technologies  such  as  space  and  nuclear  energy; 
in  the  management  of  an  increasingly  hostile  environment;  and 
in  the  development  of  progressive  solutions  to  current  day  prob- 
lems in  our  cities,  in  our  transportation  systems,  etc. 
Difficult  administrative  problems  do  not  emerge  from  these  simple 
operational  requirements.  However,  they  do  arise  when  the  health 
programs  of  each  of  these  diverse  activities  are  permitted  substantial 
growth  in  the  absence  of  some  point  for  central  policy  formulation 
which  can  exercise  a  substantive  control  in  the  development  of  na- 
tional health  goals  and  the  derivative  operational  programs  and  at  the 
same  time  provide  for  some  central  monitoring  of  program  perform- 
ance. At  the  present  time,  short  of  fiscal  control  by  the  Bureau  of 
the  Budget,  there  is  no  limitation  on  the  progressive  accretion  of 
liealtli  activities  by  any  agency.  Many  of  these  activities  now  go  be- 
yond those  required  to  accomplish  the  specific  missions  of  the  agen- 
cies concerned.  Further,  as  agency  missions  change,  few  restraints  are 
imposed  on  the  continuing  growth  of  their  health  activities  and  this 
can  and  has  resulted  in  the  replication  of  health  activities. 

It  must  be  emphasized  that  there  is  nothing  inherently  wrong  in 
permitting  growth  of  a  health  activity  in  a  nonhealth  agency  be- 
yond the  essential  needs  of  the  mission  of  the  agency  itself.  To  pre- 
clude this  would,  at  times,  deny  to  the  overall  health  activities  of 
the  Nation  many  of  the  specialized  skills  and  resources  of  nonhealth 
agencies.  Examples  of  these  are  the  clinical  resources  of  the  Veterans' 
Administration  and  the  unique  combination  of  competence  in  biology 
and  bioengineering  research  and  development  in  some  of  the  Atomic 
Energy  Commission  installations.  Nonetheless,  effective  utilization  of 
such  important  and  diverse  resources  requires  effective  central  policy 
and  program  development. 

Two  examples  can  be  given  of  growth  in  the  absence  of  central 
control.  One  is  selected  to  indicate  growth  of  a  specific  agency,  i.e., 
the  medical  programs  of  the  Veterans'  Administration.  The  other, 
to  examine  the  growth  of  a  concept  in  health  care,  i.e.,  comprehensive 
health  services. 

The  VA  hospital  system. — The  medical  programs  of  the  Veterans' 
Administration  were  reorganized  in  the  post-World  War  II  period. 
The  reorganization  was  undertaken  to  provide  a  substantial  increase 
in  tlie  amount  of  services  that  would  be  required  and  to  upgrade 
strikingly  the  quality  of  medical  services  made  available. 

There  resulted  a  system  of  hospitals,  many  of  very  high  quality; 
some  with  formal  relationships  with  the  medical  educational  institu- 
tions of  the  Nation.  Essential  for  such  a  system  Avas  a  striking  increase 
in  the  number  of  full-time  professionals  and  the  provision  for  broad 
inservice  training  for  physicians  and  other  health  personnel.  The 
laboratory  services  were  reequipped  and  expanded,  and  money  was 
made  available  for  the  research  required  for  the  clinical  services  of 


FEDERAL  ROLE  IN  HEALTH 


515 


many  hospitals  to  emerge  as  high  quality  replicas  of  the  system  of 
university-based  medical  centers.  Indeed,  in  many  instances,  they  be- 
came a  part  of  the  university  medical  center  structure,  and  have  been 
utilized  extensively  for  physician  education. 

Both  research  and  training  flourished  in  this  new  organizational 
setting.  Resident  training  was  undertaken  as  an  end  in  itself  in  as- 
sociation with  the  university  centers  and  independent  research  pro- 
grams with  a  broad  biological  base  were  established.  It  is  to  be  empha- 
sized these  programs  were  generally  characterized  by  excellence. 

Somewhat  later,  as  the  specialized  equipment  and  services  avail- 
able to  the  YA  hospitals  outstripped  those  of  adjacent  civilian  com- 
munity hospitals,  some  of  these  were  made  available  to  the  commu- 
nity, as,  for  example,  the  equipment  and  programs  for  hemodyalysis 
in  terminal  renal  disease.  These  programs  also  were,  and  are  now, 
generally  characterized  by  excellence  and,  while  the  quantity  of  the 
services  available  to  local  communities  has  not  been  great,  a  new  prin- 
ciple of  operation  has  been  established. 

At  about  the  same  time  these  occurrences  took  place,  there  was  a 
growing  appreciation  that  medicare  and  medicaid  programs,  through 
the  increase  in  purchasing  power  for  health  services,  had  produced  an 
acute  shortage  of  all  types  of  health  personnel.  The  capability  of  the 
VA  hospital  system  for  training  a  portion  of  the  needed  health  per- 
sonnel was  obvious.  Independent  of  other  programs  for  the  develop- 
ment of  physician-support  personnel,  the  resources  of  the  YA  were 
expanded  with  the  view  of  producing  health  personnel  for  the  civilian 
health  care  programs  as  a  primary  end  in  itself. 

It  is  pertinent  to  examine  these  developments  in  a  broader  national 
context : 

First,  it  must  be  remembered  that  the  primary  purpose  of  the  YA 
hospital  system  is  to  provide  high  quality  medical  service  to  veterans 
with  service-connected  disabilities.  This  system  was  established  at  a 
point  in  time  when,  short  of  seeking  welfare  assistance  for  health  serv- 
ices, usually  in  municipal  or  county  hospitals,  health  services  for  the 
general  population  were  available  only  on  a  fee-for-service  basis. 

Second,  some  basic  facts  must  be  set  forth  in  an  appraisal  of  the  YA 
hospital  system  at  the  present  time — 

There  are  in  excess  of  30  million  veterans ; 

Roughly,  though  only  8  percent  of  veterans  are  beyond  the  age 
of  65  and  are  available  for  coverage  under  medicare ;  the  absolute 
numbers  in  this  category  will  increase  with  time  and  this  increase 
will  be  very  rapid  by  the  end  of  the  present  decade ;  ' 

Increasingly  medicaid  can,  or  hopefully  with  modifications, 
could  satisfy  the  needs  of  the  medically  indigent  regardless  of  past 
military  service ; 

And,  at  the  present  time,  75  percent  of  the  patients  in  YA  instal- 
lations are  hospitalized  for  non-service-connected  disabilitj^.^ 
Third,  the  YA  hospital  system  has  acquired  new  responsibilities  of  a 
primary  nature  for : 

Biomedical  research, 

Training  of  health  personnel  of  a  professional  and  physician- 
support  nature,  and 


1  This  figure  must  be  used  with  caution  since  an  unknown  number  of  veterans  with 
service-connected  disabilities  covered  by  the  hospital  program  are  hospitalized  for  other 
unrelated  medical  disabilities. 
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Satisfying  some  of  the  special  medical  needs  of  the  adjacent 
communities. 

These  developments  have  been  emphasized  not  because  the  VA  sys  - 
tem operates  poorly  or  is  not  needed,  but  rather  because  they  replicate 
primary  responsibilities  for  which  primary  responsibility  has  been 
assigned  elsewhere  in  the  Federal  Establishment.  Thus,  they  are  not 
subject  to  central  review  in  the  development  of  overall  national  objec- 
tives for  biomedical  research,  medical  education,  residency  training, 
and  the  production  of  other  health  manpower.  These  VA  activities  are 
not  meaningfully  related  to  broader  community  planning  directed  to- 
ward the  evolution  of  more  rational  means  of  provision  of  health  care. 
Further,  they  are  not  considered  in  relationship  to  other  Federal  health 
programs : 

Conducted  by  the  military  for  the  care  of  retired  military  per- 
sonnel and  for  dependents  of  active  members  of  the  armed  services, 
and 

Conducted  by  the  Public  Health  Service  for  the  care  of  mer- 
chant seamen,  Indians,  Eskimos,  and  other  Federal  dependents. 
C omprehensive  health  care:  There  is  now  general  acceptance  of  the 
concept  that  the  systems  concerned  with  the  delivery  of  health  services 
should  make  these  services  available  on  a  more  comprehensive  basis, 
oriented  as  much  toward  health  maintenance  as  to  the  treatment  of 
episodic  disease. 

Such  a  basic  philosophy  underpinned  legislation  enacted  by  the 
Congress  in  the  fall  of  1964  under  the  general  titles  of  "Comprehen- 
sive Health"  and  "Partnership  for  Health."  This  law  enabled  the 
PHS  to  foster  State  and  community  planning  to  modify  the  health 
delivery  "system"  in  the  desired  direction  of  a  more  comprehensive 
approach  to  health,  and  to  assess  local  and  State  resources  (man- 
power and  facilities)  required  for  upgrading  the  health  care  "system." 
The  authorization,  in  addition  to  making  planning  funds  available, 
made  special  provision  for  training  in  the  field  of  health  planning 
and  supplied  funds  to  train  professional  and  supporting  health  per- 
sonnel. Other  authorities  permitted  the  PHS  to  make  available  both 
formula  and  project  grants  (as  opposed  to  categorical  disease  grants) 
to  implement  the  health  programs  that  were  deemed  to  be  desirable. 

The  evolution  of  these  pro2:rams  has  been  handicapped  by  insufficient 
funds,  perhaps  partly  insufficient  because  of  other  actions  which  dem- 
onstrated lack  of  firm  Federal  intent.  These  took  place  both  within 
DHEW  and  elsewhere  in  the  Federal  Establishment.  The  major 
thrust  of  the  comprehensive  health  concept  continues  to  be  blunted 
by  a  number  of  specific  programs  of  a  categorical  nature. 

Within  DHEW  there  are  an  array  of  programs  that  are  in  direct 
competition  with  the  comprehensive  health  services  program.  Out- 
standing among  them  are : 

Programs  for  the  mentally  ill  and  mentally  retarded  admin- 
istered by  the  National  Institute  of  Mental  Health  and  the  Health 
Services  and  Mental  Health  Administration. 

Regional  medical  programs  aimed  at  the  development  of  medi- 
cal service  arrangements  for  victims  of  heart  disease,  cancer. 
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stroke,  and  related  illnesses.  This  program  is  conducted  under 
authorities  that  are  considered  by  many  to  be  in  direct  conflict 
with  the  concepts  which  underpin  the  programs  of  "Comprehen- 
sive Health-Partnership  for  Health,"  even  though  they  are  con- 
tained in  the  same  operating  unit  of  HSMHA.  It  is  interesting  to 
note  that  the  legislative  consideration  of  the  regional  medical  pro- 
grams antedated  by  some  months  the  enactment  of  the  compre- 
hensive health  legislation.  Nonetheless,  in  the  congressional 
presentation  of  the  comprehensive  health  programs  little  note 
was  taken  of  the  then  recently  enacted  EMP  legislation.  Avoid- 
ance of  what  would  be  inevitable  program  conflicts  was  not  con- 
sidered. 

Maternal  and  child  health  programs,  which  contained  both 
research  and  service-oriented  programs  managed  by  the  Childrens' 
Bureau  of  the  Social  and  Kehabilitation  Service. 

An  array  of  other  programs  with  some  measure  of  biomedical 
research,  medical  manpower,  and  medical  service  functions  in- 
cluded in  SRS.  These  activities  replicate  functions  in  PHS,  but 
with  emphasis  on  social  or  rehabilitation  needs. 
There  are  other  examples  of  program  fractionation  but  the  ones 
cited  are  sufficient  to  emphasize  the  diffusion  and  functional  am- 
biguity of  the  DHEW  health  organization. 

External  to  DHEW  there  are  also  health  programs  of  a  service 
nature  of  which  particular  note  should  be  taken.  The  Office  of  Eco- 
nomic Opportunity  now  operates  by  contract  some  49  neighborhood 
health  centers.  This  program  is  viewed  by  OEO  in  part  as  a  service 
program  and  in  part  as  a  research,  developmental  and  demonstration 
program.  In  the  aggregate,  however,  precisely  all  these  functions 
are  replicated  in  a  combination  of  Public  Health  Service  and  Social 
and  Rehabilitation  Service  programs :  - 

Planning  and  operational  research  is  contained  in  a  combina- 
tion of  the  National  Center  for  Health  Services  Research  and 
the  Office  of  Comprehensive  Health  Planning  and  Development. 

Operational  funds  for  neighborhood  health  centers  are  not 
only  from  programs  of  OEO  but  also  from  funds  contained  in 
the  comprehensive  health  grants  to  the  States  from  PHS. 

OEO  programs  for  family  planning  in  a  community  setting 
are  broadly  replicated  in  the  community  programs  of  the  Social 
and  Rehabilitation  Service. 
Other  examples  of  replication  abound,  but  again  these  comments 
are  not  made  to' question  the  need  or  quality  of  the  programs,  or  the 
nature  of  the  programs,  but  rather  to  indicate  undue  replication  of  un- 
coordinated activity  and  to  indicate  that  it  ig  not  sufficient  to  demon- 
strate that  each  program  is  of  adequate  quality  for  it  to  continue  in 
its  present  setting.  The  point  to  be  made  is  that,  in  the  absence  of  a 
central  mechanism  for  the  overview  of  essential  activities,  it  is  difficult, 
if  not  impossible,  to  establish  national  goals,  develop  programs  for 
their  satisfaction,  and  assess  their  quality  in  a  system  so  characterized 
by  decentralization  and  program  replication. 
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^,  Information  given  to  the  subcommittee  and  your  own  comments 
show  a  hroad  scattering  of  Federal  health  activities  loithin  the  Federal 
Government  and  the  lack  of  suitable  central  devices  for  policy  formula- 
tion^ program  planning  and  development^  and  for  the  monitoring 
of  program.  Such  a  loose  arrangement  must  he  inherently  costly 
lohether  one  judges  cost  in  terms  of  overall  expenditures  or  in  terms  of 
performance.  It  i^  difficult  to  estimate  lohat  the  loss  to  the  population 
is  in  terms  of  dollars,  hut  there  must  he  other  icays  of  estimating 
losses  due  to  lack  of  coherent  health  program^^.  How  can  one  approach 
tlie  problem  of  estimating  tohat  these  qualitative  losses  are? 

It  is  difficult  to  estimate  the  precise  losses  which  may  be  due  to  a 
lack  of  coherent  health  program.  It  is  possible  to  examine  the  major 
Federal  health  functions  and  identify  program  deficiencies,  many  of 
which  require  a  sound  central  structure  for  their  correction. 

Major  areas  that  can  be  considered  in  this  light  are : 
Biomedical  research. 
Health  manpower. 

Activities  concerned  with  the  delivery  of  health  services. 

Deficiencies  are  evident  when  one  examines  each  of  these  individual 
functions  as  well  as  when  one  examines  the  group  as  a  series  of  in- 
timately related  interacting  functions. 

As  noted  on  the  reply  to  prior  questions,  the  present  distribution  of 
these  activities  among  diverse  Federal  agencies  precludes  effective 
central  planning.  The  absence  of  central  planning  activity  makes  it 
difficult  to  establish  general,  but  nonetheless  explicit,  health  goals,  the 
tendency  being  for  slogans  rather  than  goals  to  emerge.  In  the  absence 
of  goals,  individual  health  programs  tend  to  be  examined  individually 
and  to  a  large  degree  in  isolation,  one  from  the  other,  rather  than  as  an 
articulated  continuum  of  programs  positively  pursued  for  understand- 
able purposes.  Purposeful  program  modification  is  difficult  in  such  a 
situation.  A  reasonable  program  analysis  should  provide  for  the  exam- 
ination of  each  of  the  major  elements,  i.e.,  research,  manpower,  and 
services,  and  at  the  same  time  permit  a  study  of  the  balance  existing 
among  the  three.  Then  it  should  be  possible  to  examine  the  adequacy 
of  coupling  devices  needed  to  secure  effective  performance  of  the  total 
health  activity,  and,  lastly,  to  determine  the  adequacy  of  the  physical 
resources  deemed  to  be  essential  for  the  operation  of  the  system.  But, 
with  present  administrative  arrangements,  this  caimot  be  done. 

The  losses  resulting  from  such  a  lack  of  sound  central  planning 
must  be  great  in  the  Federal  programs.  Such  losses  must  be  even 
greater  when  it  is  considered  that  the  $18.2  billion  Federal  expenditure 
is  only  a  segment  of  the  total  national  expenditures  for  health  activi- 
ties ($55  billion).  Even  though  the  "health  system"  in  the  United 
States  is  an  open  "system,"  it  is  clear  that  the  Federal  expenditure, 
properly  planned  and  executed,  could  modulate  the  total  U.S.  expendi- 
ture in  a  highly  constructive  way.  A  substantial  part  of  the  losses 
experienced  are  no  doubt  derivative  of  these  Federal  deficiencies. 

Some  insight  into  specific  problems  resulting  from  the  present  dis- 
array of  programs  becomes  apparent  in  an  analysis  of  the  individual 
functions. 

BIOMEDICAL  RESEARCH 

Expenditures  for  biomedical  research  by  the  Federal  Government 
are  estimated,  by  the  office  of  program  planning  of  the  National  Insti- 
tutes of  Health,  to  have  been  $1,677  billion  in  fiscal  year  1969.  The  dis- 
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tribution  of  these  expenditures  by  organizational  unit  are  given  in 
table  I  (see  p.  528),  which  also  shows  the  increases  in  agency  expendi- 
ture since  fiscal  year  1960.  Table  II  (see  p.  529)  shows  the  same  rela- 
tionships in  terms  of  percent  distribution  by  agency. 

The  expenditures  in  1960  were  largely  for  programs  in  biomedical 
research  of  a  conventional  nature.  These  were  composed  of  expendi- 
tures for  direct  operations  of  NIH  and  other  Federal  agencies  and  for 
the  support  of  research  in  universities,  medical  schools,  hospitals,  and 
research  institutes  by  Federal  grants  or  contracts.  There  was  relatively 
little  developmental  research.  The  bulk  of  the  research  performed 
consisted  of  a  mix  of  fundamental  and  applied  research  centered  in 
the  biomedical  sciences  and  grouped  around  the  major  aims  and  objec- 
tives of  the  missions  of  the  agencies  listed.  As  a  matter  of  Federal 
policy,  the  National  Institutes  of  Health  were  selected  as  the  lead 
organization,  responsible  primarily  for  the  evolution  of  new  knowl- 
edge directed  to  the  limitation_of  the  high  social  and  ecnomic  cost 
of  disease.  As  such,  it  also  carried  a  broad  training  program  directed 
toward  the  production  of  biomedical  scientists;  it  provided  limited 
funds  aimed  at  the  stability  of  institutions  which  sponsored  research 
programs ;  and  jjrovided  modest  funds  for  the  construction  of  research 
facilities.  Training  and  construction  funds  are  not  contained  in  the 
summary  tables. 

By  1969  the  function  had  undergone  substantial  change  in  program 
content.  The  aggregate  expenditure  was  larger  and  there  was  less  con- 
centration of  the  activity  in  NIH.  Some  programs  had  developed 
which,  in  all  or  in  part,  only  touched  the  needs  of  the  civil  population 
in  a  peripheral  fashion ;  a  good  example  of  this  being  the  space  medi- 
cine research  program  of  NASA.  Other  i>rograms  were  in  fields  of 
operational  research,  the  objectives  of  which  were  the  improvement 
in  the  operations  of  health  service  systems.  These  important  programs 
have  contributed  substantially  to  the  increase  in  aggregate  research 
expenditures  during  the  past  several  years.  Organizationally,  they 
are  primarily  located  in  the  Health  Services  and  Mental  Health  Ad- 
ministration. Other  major  research  program  increases  derive  from 
expanding  study  of  the  biological  effects  of  an  increasingly  hostile 
environment  engendered  by  the  programs  of  the  Consumer  Protection 
and  Environmental  Health  Service.  Finally,  such  increases  as  are 
shown  for  the  National  Institutes  of  Health  in  recent  years  are  largely 
for  the  initiation  and  extension  of  large  scale  centrally  organized  re- 
search programs  with  quite  specific  goals  in  view.  No  correction  has 
been  applied  for  changes  in  the  ^rice-wage  structure. 

Viewing  the  development  of  biomedical  research  historically,  pro- 
gram development  from  1955  to  1965  achieved  a  broad  science  base 
generally  characterized  by  excellence  concentrated  in  academic  and 
allied  institutions  distributed  across  the  Nation.  There  was,  by  1965, 
a  reasonable  mix  of  fundamental,  applied,  and  beginning  develop- 
mental research  in  tlie  physical,  biological,  and  behavioral  sciences, 
a  realistic  beginning  or  operational  research  directed  toward  more 
adequate  health  services,  and  a  strong  but  modest  program  directed 
toward  the  problems  of  environment.  The  program  had  deficiencies 
and  these  are  discussed  elsewhere,  but  it  has  since  become  increasingly 
clear  that  these  deficiencies  are  not  likely  to  be  modified  in  the  absence 
of  a  more  purposeful  and  ordered  planning  effort.  It  is  equally  diffi- 
cult, if  not  impossible,  in  the  absence  of  some  central  agency  above 
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the  departmental  structure,  to  determine  the  most  effective  allocation 
of  research  dollars  for  one  social  purpose  as  contrasted  with  another, 
that  is,  health  as  contrasted  with  space,  defense,  civil  service,  etc. 
(See  exhibit  11,  p.  541.) 

It  has  been  argued  that  there  should  be  established  within  the  Fed- 
eral structure  a  series  of  cognizant  agencies  whose  responsibility  would 
be  the  collating  of  program  information  and  research  expenditures 
around  the  social  purposes  for  which  the  expenditure  is  made.  For 
purposes  of  this  discussion,  one  such  cognizant  agency  for  health  re- 
search would  be  in  DHEW  (presumably  in  NIH),  and  this  could 
serve  a  dual  purpose.  It  could  provide  information  on  the  magnitude 
and  nature  of  the  overall  Federal  support  of  health  research.  Such 
an  analysis  would  be  useful  for  planning  purposes  in  the  evolution  of 
a  balanced  program  of  health  research,  education,  and  services.  Such 
an  analysis  would  presumably  take  place  at  the  point  of  policy  deter- 
mination for  the  health  functions  of  the  Federal  Government.  It  could 
also  serve  some  higher  authority  in  the  setting  of  general  priorities 
for  science  support  among  the  several  social  purposes  of  concern  to 
the  Federal  Establishment. 

But  in  relation  to  health-oriented  research  itself,  should  a  Federal 
policymaking  position  for  health  be  established  within  DHEW,  then 
it  would  be  possible  to  design  programs  and  agency  operational  re- 
sponsibility, so  as  to  make  maximal  use  of  the  research  resources  avail- 
able to  all  Federal  agencies,  as  well  as  the  research  resources  available 
for  Federal  support  but  contained  in  the  private  sector.  Such  broad 
program  planning  is  not  now  possible.  It  is  important  to  note  as  a 
qualification  of  such  central  policy  formulation  and  program  planning 
that  this  would  not  necessarily  impair  the  pursuit  of  biomedical 
research  for  other  specific  agency  missions. 

For  example :  In  this  view,  an  agency  with  a  large  clinical  resource, 
such  as  the  VA,  would  have  funds  allocated  through  usual  channels 
to  support  such  diversified  research  that  is  essential  to  underpin  a 
livel^r  clinical  service  program  and  a  broad  program  of  residency 
training.  However,  the  agency  Avould  also  be  viewed  as  a  resource  for 
a  variety  of  broad  centrally  planned  programs  of  investigation.  The 
agency  itself  would  participate  in  such  a  central  planning  exercise. 
In  like  manner,  an  agency  such  as  the  AEC  Avould  still  be  expected  to 
pursue  programs  in  fields  of  radio  biology,  radiation  protection,  etc., 
iDut  could  also,  for  example,  participate  broadly  in  programs  wherein 
they  can  make  unique  contributions  to  broader  programs  of  bio- 
medical research.  These  might  include  the  fields  of  molecular  biology 
and  bioengineering  through  activities  at  the  Oak  Kidge  National 
Laboratory  and  programs  of  cancer  research  at  Brookhaven  National 
Laboratory  and  the  Argonne  Cancer  Hospital  in  Chicago. 

It  is  believed  that  the  development  of  coordinate  programs  of  this 
type,  if  properly  undertaken,  could  strengthen  the  total  biomedical  re- 
search capability  of  the  Nation,  would  not  detract  from  the  operations 
of  the  individual  agencies,  and  most  certainly  Avould  provide  a  more 
rational  basis  for  public  understanding  and  most  likely  broader  public 
support  for  the  overall  activity. 

Under  the  present  planning  and  decisionmaking  apparatus,  the  Fed- 
eral effort  in  biomedical  research  and  the  total  biomedical  research 
expenditure  is  a  simple  derivative  of  a  number  of  individual  pro- 
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grams,  the  result  of  a  number  of  discrete  actions.  These  actions  are 
taken  in  an  uncoordinated  manner  by  some  12  executive  agencies 
and  a  comparable  number  of  subcommittees  of  the  Appropriations 
Committees  in  the  House  and  the  Senate.  Such  a  system  for  decision- 
making provides  no  means  to  define  realistic  overall  goals  or  the 
economical  and  effective  utilization  of  existing  resources  for  their 
achievement.  Program  attrition,  as  the  result  of  budgetary  constraints 
in  such  a  situation,  will  likely  have  devastating  effect  on  the  overall 
research  purposes  of  the  ^^ation. 

It  is  true  that  academic  and  related  institutions  have  derived  some 
benefit  from  the  present  pluralistic  system  of  support  and  real  values 
of  such  pluralism  can  be  retained,  but  in  a  more  reasonable  system 
which  permits  some  central  determination  of  the  more  desirable  re- 
search objectives.  Further,  under  present  circumstances,  it  is  impossi- 
ble to  provide  for  adequate  stabilization  of  institutions  now  heavily 
engaged  in  biomedical  research  and  to  facilitate  the  development 
of  new  institutions  of  excellence  with  some  consideration  being  given 
to  their  geographical  distribution.  Were  it  possible,  as  it  should  be, 
to  approach  the  stabilization  of  academic  science  by  direct  means 
and  as  a  primary  objective,  then  the  advantages  of  pluralism  in  sup- 
port would  largely  disappear.  Furthermore,  without  central  planning 
it  is  impossible  to  develop  a  biomedical  research  strategy  which  pro- 
vides for  an  appropriate  balance  among  fundamental,  applied,  and 
developmental  research,  between  medical  need  and  scientific  opportu- 
nity, and  among  the  mixed  research,  educational,  and  service  functions 
of  educational  institutions. 

The  relevance  of  this  discussion  to  the  general  inquiry  of  the  sub- 
committee is  that  the  primary  utility  of  research  is  in  its  ability  to 
develop  new  knowledge  which  will  advance  preventive  capability, 
permit  the  more  definitive  management  of  disease,  and  enhance  indivi- 
dual and  social  performances.  The  high  cost  of  medical  services  and 
the  social  and  economic  burden  of  disease  and  disability  stem  in  no 
small  measure  from  the  deficiencies  in  our  state  of  knowledge.  The 
current  and  prospective  losses  that  will  derive  from  the  failure  to  plan 
and  administer  this  vital  research  function  in  a  unified  and  coherent 
manner  are  truly  incalculable. 

HEALTH  MANPOWER 

It  is  commonly  accepted  that  the  delivery  of  health  services  is  cur- 
rently in  a  state  of  crisis,  not  only  because  of  a  lack  of  adequate  sys- 
tems for  the  delivery,  but  also  because  of  an  absolute  deficiency  in 
health  manpower  coupled  with  a  maldistribution  of  that  which  is 
available.  Both  the  shortage  and  maldistribution  appear  to  be  well- 
documented  and  generally  accepted.  The  shortage  is  not  limited  to 
physician  and  related  catagories,  it  occurs  also  in  a  variety  of  health 
professions  and  occupations  essential  for  the  effective  delivery  of  health 
services. 

There  are  now  in  being  many  Federal  programs  aimed  at  the  de- 
Axlopment  of  health  manpower  but  there  seems  to  be  no  high  level 
appreciation  of  the  fact  that  the  shortage  is  truly  great  and  is  likely 
to  become  much  greater  in  the  immediate  future.  More  importantly, 
there  seems  to  be  a  lack  of  general  awareness  that  the  simple  and 
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modest  extension  of  the  present  programs,  even  when  coupled  with 
new  programs  aimed  at  the  evolution  of  new  careers  (i.e.,  physician 
assistants) ,  will  not  resolve  the  combination  of  shortage  and  maldistri- 
bution in  any  reasonable  period  of  time.  And,  it  is  a  reasonable  sup- 
position that  the  evolution  of  economic  systems  for  the  delivery  of 
health  services  cannot  become  operational  in  the  presence  of  such 
severe  manpower  shortages. 

The  Federal  contributions  to  health  manpower  production  suffer 
from  a  peculiar  type  of  fractionation.  There  are  a  number  of  formal 
programs  qualitatively  quite  distinct  one  from  the  other  that  are 
related  explicitly  to  the  development  of  health  manpower: 

1.  The  development  of  science-based  educators  for  medical  schools 
and  related  institutions  of  higher  education,  largely  through  the  NIH 
fellowship  and  training  programs.  Wliile  these  programs  are  directly 
targeted  toward  the  production  of  research  scientists,  experience  has 
shown  that  no  less  than  90  percent  of  the  scientists  so  trained  enter 
the  educational  systems  as  staff  members  in  the  universities,  medical 
schools,  and  teaching  hospitals  of  the  Nation.  Similar  programs  are 
contained  in  other  agencies  in  proportion  to  the  extent  to  which  thev 
support  research.  Eesearch  support  permits  the  employment  by  insti- 
tutions of  research  assistants  who,  in  addition,  attend  graduate  schools 
looking  toward  graduate  degrees  or  obtaining  broader  competence 
through  a  postdoctoral  research  experience. 

2.  The  expansion  of  physician  production,  which  is  the  responsibility 
of  the  Manpower  Bureau  of  NIH. 

3.  The  expansion  of  physician-support  occupations  and  professions 
sponsored  by  the  Manpower  Bureau  of  NIH  and  by  the  Veterans' 
Administration. 

4.  Residency  training,  supported  by  all  Federal  agencies  having  pro- 
grams of  clinical  medicine  and  supported  in  the  private  sector  througli 
new  third  party  payment  systems  in  the  provision  of  medical  service? 
by  hospitals. 

In  addition,  there  are  more  general  educational  programs  supported 
in  part  by  the  Office  of  Education  leading  to  associate  degrees  in 
junior  colleges  and  to  baccalaureate  degrees  in  the  4-year  colleges. 
These  institutions  make  substantial  but  unknown  contributions  to  a 
portion  of  health  career  oriented  personnel.  Importantly,  they  have 
the  capability  to  make  broader  and  more  direct  contributions  than 
presently,  but  these  opportunities  have  not  been  exploited.  Still  other 
support  for  the  development  of  personnel  in  health  "occupations"  is 
available  through  the  programs  of  the  Departments  of  Labor  and 
Defense.  The  programs  of  the  DOD  are  usually  overlooked  but  those 
funded  in  the  category  of  "civilian  skill  training"  amount  to  $675 
million.^ 

It  seems  likely  that  greater  benefit  to  the  development  of  health 
personnel  would  be  possible  if  more  general  use  were  made  of  the 
special  programs  of  DOD  and  the  general  and  vocational  educational 
mechanisms  available  broadly  to  the  civilian  population  and  under 
the  general  responsibility  of  the  Office  of  Economic  Opportunity,  the 
Office  of  Education,  and  the  Department  of  Labor.  But  to  take  full 
advantage  of  these  programs  requires  some  central  policy  deterinina- 


1  Budget  of  the  United  States,  1970. 
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tions.  Meanwhile,  the  hick  of  central  integration  provides  a  setting 
wherein  each  program  is  pursued  more  or  less  as  an  autonomous  ac- 
tivity of  the  organization  concerned. 

How  desperate  the  present  situation  is  can  only  l^e  perceived  by  an 
analysis  of  the  inelf'ectiveness  of  the  present  health  care  system.  How 
inadequate  is  our  present  provision  of  health  manpower  for  the  fu- 
ture can  only  be  appreciated  by  a  consideration  of  the  specifics  of 
present  programs  ancl  others  now  in  plamiing  stage. 

One  example  of  inadecpacy  is  found  in  the  current  and  prospective 
programs  to  expand  physician  production.  These  have  been  started 
much  too  late  and  are  much  too  small  in  magnitude  to  have  much 
influence  in  remedying  the  physician  shortage  even  when  one  views 
this  as  a  middle  range  objective  (  i.e..  5  to  10  years) . 

During  September  1969.  DHEIY  programs  will  add  approximately 
650  additional  first-year  places  for  medical  students.  The  present 
fiscal  year  progi^ams.  if  enacted,  will  add  up  to  1.000  additional  places 
in  September  1970,  or  a  total  of  1.600  new  entering  places  for  physician 
education  over  the  2-year  span.  This  is  likely  to  be  a  maximal  figure. 
The  additional  students  entering  medical  school  in  the  fall  of  1969 
and  those  entering  in  the  fall  of  1970  will  generally  be  available  to 
participate  in  the  health  care  system  in  the  summers  of  1975  and  1976. 
This  assumes  no  obligated  military  service.  It  is  likely,  without  any 
new  or  additional  i^ressure  from  society,  these  additional  physicians 
with  an  average  2-year  hospital  experience,  will  distribute  themselves 
within  society  in  much  the  same  fashion  as  the  present  physician 
population.  Importantly,  though,  with  the  joresent  population  of  active 
physicians  amounting  to  something  in  excess  of  300.000.  it  is  dif- 
ficult to  see  what  this  small  annual  increment  in  physician  production 
can  be  expected  to  accomplish.  As  a  general  "figure,  the  increment  in 
physician  production  by  these  new  programs  will  be  little  more  than 
1  percent  each  2  years  beginning  in  1976. 

In  discussing  new  programs,  there  has  been  much  speculation  about 
the  possibility  of  broad  use  of  clinical  associates  or  physician  assist- 
ants. These  would  require  substantially  less  educational  time  than  a 
physician.  These  new  categories  of  health  personnel  would  presum- 
ably have  well-defined  and  more  limited  utility  in  the  delivery  of 
health  services  than  the  physicians,  but  would  still  be  broadly  usable. 
Pilot  programs  aimed  in  this  direction  are  in  bemg  on  a  modest  scale 
for  general  medicine  at  Duke.  Georgetown,  and  Marshall  College :  for 
pediatrics  in  Colorado:  for  obstetrics  (nurse-midwife)  in  Downstate 
Xew  York  Medical  College  and  in  a  number  of  other  institutions. 

However,  for  this  new  series  of  "physician  assistants"  to  make 
any  marked  difference  in  the  liealch  manpower  available,  a  series  of 
sequential  steps  must  be  undertaken.^  Model  legislation  must  be  devel- 
oped. This  must  outline  the  educational  and  licensing  requirements 
which  will,  in  turn,  define  the  educational  recpiirements  establishing 
the  teclmical  utility  of  the  manpower  produced.  The  model  then  must 
be  generally  accepted  by  a  substantial  number  of  State  educational 
authorities,  and  this  is  not  a  simple  process.  There  then  could  follow : 
The  development  of  education  programs: 


^  Lesser  delays  would  be  involved  in  the  rather  simpler  modification  in  the  already 
existing  requirements  and  certification  procedures  for  midwives  to  convert  these  to  their 
more  modern  counterpart,  nurse-midwives. 
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The  recruitment  of  suitable  people  for  these  newly  defined 
careers ; 

The  substantive  initiation  of  the  program. 
Assuming  that  the  initial  steps  of  these  programs  develop  smoothly 
and  there  is  general  agreement  by  a  substantial  number  of  States, 
colleges,  and  universities  that  the  newly  defined  careers  are  not  only 
worthwhile,  but  essential,  then  it  is  likely  that  the  new  professionals 
would  begin  to  emerge  in  small  numbers  beginning  about  2  years 
later.  Taking  the  present  preliminary  stage  of  planning,  June  1974 
might  be  taken  as  the  beginning  of  such  manpower  output.  Substantial 
numbers  would  take  substantially  longer  periods.  Such  a  time  sched- 
ule assumes  the  Duke  experience  to  be  valid  and  a  2-year  educational 
period  is  minimal,  even  when  applied  to  carefully  selected  medical 
corpsmen. 

For  these  reasons,  the  present  programs  cannot  be  viewed  as  offer- 
ing solutions  to  the  problems  of  health  manpower  in  the  immediate 
future.  Again,  taking  the  present  physician  manpower  at  300,000, 
then  a  substantial  number  of  individuals  in  these  new  categories  would 
have  to  be  produced  to  create  any  real  impact  on  the  pliysician 
shortage. 

Realistically,  there  are  only  two  groups  of  professionals  that  are 
readily  available  in  numbers  substantial  enough  to  make  an  imme- 
diate impact  on  the  physician  shortage,  but  only  if  there  were  specific 
control  of  their  deployment.  These  are  the  8,000  or  so  physicians  and 
50,000  nurses  graduated  each  year ;  in  addition,  the  Nation  adds  ap- 
proximately 1,500  foreign  medical  graduates  a  year.  The  domestic 
physician  group  could  be  subject  to  controlled  deployment  under  a 
modification  of  the  National  Services  Act.  Major  redeployment  of 
physicians  to  satisfy  a  social  need  probably  could  not  be  achieved  by 
offering  simple  though  substantial  economic  incentives. 

There  are  graduated  annually  something  in  the  order  of  50,000 
nurses.  These  largely  replenish  the  nursing  pool  of  500,000  active 
nurses  to  replace  those  leaving  for  marriage  or  other  occupations 
with  little  annual  increment  in  total  numbers.  Recently  graduated 
nurses  constitute  a  large  pool  of  partially  trained  professionals  that 
could  be  utilized  for  selection  in  numbers  up  to  as  high  as  10,000  a 
year  for  careers  as  clinical  associates  or  clinical  assistants.  Such  a 
move  would  require  a  crash  program  for  additional  training,  but 
one  that  would  pay  off  in  broadly  useful  personnel  in  as  short  a  time 
as  1  year  after  it  was  undertaken.  Meanwhile,  as  the  means  of  ])re- 
venting  the  depletion  of  the  body  of  nurses  through  such  a  diversion, 
the  training  of  practical  nurses  could  be  substantially  and  quickly 
expanded.  Such  programs  would  require  nurse  training  and  training 
of  many  of  the  other  professions  and  occupations  to  be  blanketed  into 
the  burgeoning  programs  of  junior  and  community  colleges.  Many 
of  these  are  not  without  liighly  specific  missions. 

Viewing  the  liealth  manpower  problem  broadly,  one  is  impressed  by 
tlie  continued  lack  of  objective  evidence  of  real  concern  traditionally 
given  it  by  the  executive  branch  of  Government.  Shortages  have  been 
repeatedly  stressed  by  the  managers  of  Federal  health  programs  be- 
ginning in  the  late  1950's  and  increasingly  since  that  time.  They  have 
also  been  stressed  by  private  groups  in  all  areas,  i.e.,  the  Association  of 
American  Medical  Colleges,  the  American  Public  Health  Association, 
and  by  various  nursing  associations,  to  mention  a  few.  More  recently 
the  American  Medical  Association  has  joined  with  these  (1968)  in  a 
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call  for  a  massive  increase  in  physician  and  allied  health  manpower 
production.  A  crisis  within  a  3-year  period  with  breakdown  m  the 
medical  care  system  has  been  predicted  by  President  Nixon,  Secretary 
Finch,  and  Assistant  Secretary  Egeberg  (July  1969).  Actually  the 
signs  of  a  breakdown  in  services  are  already  easily  discernible.  Others 
have  repeatedly  pointed  to  the  sharp  increase  in  demands  for  medical 
services  incidental  to  the  operations  of  medicare  and  medicaid  and  the 
consequent  increasing  costs  of  medical  services  attributable  to  shortage 
of  health  manpower. 

In  the  face  of  all  these  views,  one  can  only  conclude  that  the  present 
programs  are  timid,  rather  than  bold;  stereotype,  rather  than  inno- 
vative ;  and  reflect  a  low  national  priority.  The  latter  point  is  particu- 
larly well  brought  out  by  table  III  (K-11,  Federal  funds  for  man^ 
power,  see  p.  529)  appearing  in  "Special  Analyses  Budget  of  the 
United  States,  1970."  This  table  excludes  the  major  contributions  of 
the  Office  of  Education,  but  still  reports  amounts  totaling  $3,791 
billion. 

With  all  these  considerations  and  with  some  appreciation  of  the 
crisis  it  would  appear  that  decisive  executive  action  is  called  for — 
action  that  would  seriously  view  the  entire  health  manpower  needs  in 
terms  of  some  crudely  designed  system  and  view  the  totality  of  Fed- 
eral resources  that  might  be  utilized  most  quickly  to  satisfy  the  urgent 
current  needs  and,  at  the  same  time,  provide  for  a  more  orderly  satis- 
faction of  needs  in  the  future. 

Such  a  review  would  require  an  examination  of  the  commitment  of 
the  Federal  Establishment  for  manpower  production,  including  Fed- 
eral contributions  to  higher  education  in  general.  Such  a  review  could 
lead  to  a  restructuring  of  the  educational  underpinning  of  many  health 
occupations  and  professions,  make  full  use  of  the  Nation's  educational 
base  as  well  as  its  health  institutions,  and  provide  systems  of  training 
and  education  which  not  only  satisfy  the  urgent  current  needs,  but 
provide  the  upward  mobility  within  some  of  the  health  occupations 
and  professions.  At  the  same  time,  it  could  also  provide  entering  points 
for  productive  careers  for  those  that  currently  are  economically  under- 
privileged. 

There  are  many  other  problems  that  plague  the  delivery  of  health 
services,  but  it  is  important  to  note  that  until  the  needs  for  health 
manpower  are  viewed  quantitatively  and  systematically  in  relation  to 
a  reasonable  time  scale  and,  until  all  resources  that  are  readily  avail- 
able are  put  to  use,  then,  and  only  then,  will  the  critical  shortage  of 
liealth  manpower  begin  to  be  satisfied,  and  only  then  will  it  be  possible 
to  develop  adequate  systems  for  the  delivery  of  health  services  that  can 
operate  at  reasonable  cost.  It  seems  not  unlikely  that  the  longer  range 
needs  of  the  Nation  which  can  likely  be  satisfied  only  by  very  substan- 
tial increases  in  physician  production  must  be  balanced  against  the 
sliort  and  middle  range  needs  of  the  Nation  which  will  not  be  benefited 
by  the  development  of  wholly  new  medical  schools.  Funds  now  allo- 
cated for  the  latter  enterprises  may  well  be  temporarily  diverted  to 
the  satisfaction  of  the  more  immediate  need. 

The  issues  consequently  are  broad  and  complicated  as  well  as  urgent. 
There  is  no  easy  or  simple  series  of  solutions,  least  of  all  undertaking 
program  changes  that  would  increase  health  manpower  and  at  the  same 
time  lower  the  quality  of  manpower  produced. 

38-767  O— 70  34 
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DELIVERY  OF  HEIALTH  SERVICES 

The  role  of  Federal  agencies  in  the  delivery  of  health  services  is 
about  as  complex  and  about  as  inadequate  as  are  the  related  roles  of 
the  Federal  agencies  in  the  support  of  education  and  in  income  main- 
tenance. The  complex  nature  of  the  function,  insofar  as  this  relates  to 
the  population  as  a  whole,  is  reflected  in  the  number  of  programs  that 
are  operational  and  the  differing  philosophies  which  underpin  these 
activities.  These  programs  are  above  and  ibeyond  those  which  provide 
new  medical  knowledge  (research),  and  provide  health  manpower. 

1.  The  Federal  agencies  provide  direct  medical  care  through  three 
hospital  systems : 

Hospitals  of  the  VA  were  developed  primarily  to  satisfy  the 
health  needs  of  veterans  with  service-connected  medical  disabili- 
ties. They  now  have  a  number  of  other  functions  which  subserve 
the  medical  needs  of  both  the  communities  within  which  they  oper- 
ate and  those  of  the  Nation  as  a  whole. 

Hospitals  of  the  DOD  are  operated  primarily  to  satisfy  the 
strategic  and  tactical  needs  of  the  militarv,  but  through  the  pro- 
vision of  substantial  services  to  military  dependents,  they  service 
a  substantial  number  of  dependents.  The  dependent  population  is 
lar^e  since,  apart  from  such  services  as  may  be  made  available  to 
retired  personnel,  services  are  offered  in  varying  amounts  to  de- 
pendents of  3.5  million  servicemen.  They  also  have  a  striking  im- 
]>act  on  the  health  delivery  system  by  virtue  of  the  operation  of 
the  obligated  service  (2  years)  provision  of  selective  servdce  which 
has  profound  impact  on  the  careers  of  such  a  large  proportion  of 
young  physicians. 

Ilospitals  of  the  Public  Health  Service  are  operated  to  provide 
out-patient  and  in-patient  services  for  merchant  seamen,  and  for 
the  bulk  of  the  Indian  and  Eskimo  population.  They  also  serve 
dependents  of  PHS  officer  personnel.  Coast  Guard  personnel,  and 
r(¥tired  officer  personnel.  They  participate  in  a  reasonably  broad 
program  of  medical  research  and  their  activities  are  useful  in  the 
development  of  educational  programs  of  nearby  medical  educa- 
tional enterprises. 

2.  The  Federal  agencies  serve  as  a  central  agent  for  a  program  of 
health  services  available  to  individuals  65  years  old  and  older.  These 
are  the  medicare  programs  of  the  Social  Security  Agency,  DHEW. 

3.  They  participate  with  the  States  in  providing  varying  degrees  of 
medical  care  to  the  medically  indigent.  These  are  the  medicaid  pro- 
grams of  the  Social  and  Rehabilitation  Service,  DHEW. 

4.  Federal  agencies  support  to  varying  degrees  health  care  systems 
that  find  expression  primarily  in : 

Maternal  and  child  liealth  programs  in  the  Childrens  Bureau  of 
Social  and  Rehabilitation  Sendee,  DHEW ; 

Community  mental  health  centers,  a  program  of  the  National 
Institute  of  Mental  Health,  HSMHA,  DHEW; 

Neighborhood  healtli  centers  supported  primarily  by  OEO  and 
to  a  lesser  extent  by  the  Comprehensive  Health  Ser\'ices  of 
HSMHA,  DHEW; 

Regional  medical  programs  directed  to  facilitating  the  develop- 
ment of  more  adequate  health  services  to  victims  of  heart,  cancer, 
stroke,  and  related  diseases ; 

Family  planning  sen-    -  of  SRS,  DHEW,  and  the  OEO. 
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There  may  be  others  but  these  are  the  major  programs  that  come  to 
mind. 

5.  The  Federal  agencies  are  involved  in  the  study  of  health  care 
systems  with  the  view  to  improving  quality,  f acilitaing  fairer  distribu- 
tion of  services  and  decreasing,  or  at  least,  limiting  the  increase  of  their 
cost.  These  activities  are  located  in : 

The  National  Center  for  Health  Services  Eesearch,  HSMHA, 
DHEW; 

The  regional  medical  programs,  HSMA,  DHEW ; 

The  health  programs  of  the  Office  of  Economic  Opportunity ; 

Comprehensive  health  planning  by  the  States  which  can  include 
an  assessment  both  of  the  health  resources  available,  how  these  are 
now  utilized,  and  how  they  can  be  modified  so  as  to  achieve  better 
performance. 

6.  Finally,  the  Hill-Burton  programs  broadly  underpin  the  hospital 
construction  programs  of  the  Nation.  These  programs  initially  em- 
phasizing the  satisfaction  of  the  needs  of  rural  populations  for  hospital 
resources,  more  recently  are  turning  attention  to  the  now  critical  needs 
of  large  metropolitan  areas.  The  recent  extension  of  program  included 
studies  directed  toward  the  applications  of  modern  technology  in  the 
more  efficient  operation  of  large  hospitals  and  hospital  systems. 

Such  an  array  of  programs  reflects  the  complex  interplay  of  the 
Federal  Establishment  with  the  health  care  system  of  the  Nation.  This 
is  apparent  even  though  the  listing  is  limited  to  the  general  field  of 
personal  health  services  thus  omitting  an  equally  complex  relationship 
between  Federal  and  other  activities  in  the  public  sector.  The  latter  are 
increasingly  concerned  with  deteriorating  quality  of  the  environment 
and  are  reflected  in  the  activities  of  DHEW,  Interior,  and  Agriculture 
and  in  the  relationship  of  systems  of  transportation  and  problems  of 
accident  prevention.  Similarly  omitted  are  the  programs  of  HUD 
which  interact  with  health  ser^dce  delivery  systems  particularly  in  the 
inner  city  and  the  increasing  and  independent  concern  of  the  Federal 
Establishment  with  the  health  of  the  underprivileged  stemming  from 
nutritional  problems. 

It  is  clear  from  such  a  listing  of  Federal  health  care  programs  that 
in  one  way  or  another  they  touch  every  aspect  of  programs  directed 
toward  health  maintenance  of  the  population  without  dealing  deci- 
sively with  any  one.  They  constitute  a  patchwork  of  activities  super- 
imposed on  a  basically  private  system  of  delivery  of  health  care.  The 
individual  programs  have  come  into  being  sequentially  as  unbearable 
defects  have  been  uncovered  in  this  traditionally  private  system ;  each 
new  program  has  usually  had  its  own  discrete  authority.  Such  a  his- 
torical base  for  such  a  complex  function  as  health  results  in  an  ag- 
gregation of  acti^dties  broadly  distributed  across  Government  and 
obvlouslv  lacking  in  any  fundamental  concept  or  basic  philosophy  of 
the  precise  role  that  should  be  played  by  the  Federal  Establishment. 
This  is  a  discouraging  view  to  propound,  but  there  would  appear  to 
be  no  alternative. 

It  is  equally  discouraging  to  note  that  there  are  no  obviously  simple 
solutions,  readily  at  hand,  that  can  be  applied  to  the  complex  of 
problems  noted.  One  view,  propounded  by  some,  must  be  mentioned 
even  though  to  raise  it  is  to  discard  it  as  unrealistic.  There  are  those 
who  hold  simplistically  that,  regardless  of  why  or  how,  the  Federal 
Establishment  has  entered  the  health  care  activities  of  the  Nation  to 
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an  extent  that  now  places  it  in  a  dominant  position  as  contrasted  to 
all  other  forces  bearing  on  health  programs.  They  would  further  con- 
clude that  the  only  ultimate  solution  lies  in  a  more  or  less  total 
takeover  by  the  Federal  agencies  of  the  health  care  system.  This  is 
not  a  reasonable  conclusion.  Further,  quite  apart  from  philosophical 
considerations,  the  performance  of  the  Federal  Establishment  in  the 
health  area  to  date  does  not  provide  any  secure  feeling  that  such  a 
Federal  activity  would  provide  the  Nation  with  the  type  of  health 
care  demanded  by  the  population  as  a  whole  at  a  bearable  cost. 

Nonetheless,  it  is  clear  that  a  simple  extension  of  present  activities, 
coupled  with  a  further  patchwork  approach  to  critical  needs  now- 
apparent,  will  provide  no  long-term  solution.  An  examination  of 
present  programs  yields  little  comfort  that  in  any  reasonable  time 
they  will  have  modified  present  conventions  governing  the  distribu- 
tion of  cost  of  health  care.  It  does  seem  likely  that  the  Federal  health 
care  activities  can  be  restructured  in  a  fashion  that  views  the  problem 
from  the  standpoint  of  short  range  needs  (up  to  5  years) ,  middle  range 
needs  (5  to  10  years),  and  long  range  needs  (beyond  10  years).  This 
would  permit  the  development  of  a  long  range  philosophy  that  is 
convertible  into  long  range  goals ;  the  satisfaction  of  short  range  needs, 
perhaps  on  a  crash  basis,  and  the  provision  of  the  middle  goals  as 
those  required  during  a  transitional  period. 

Such  an  approach  is  feasible  though  complicated  because  of  the 
complexity  of  the  systems  under  consideration  and  made  more  so  by 
the  current  problems  inherent  in  the  essential  austerity  of  Federal 
budgets.  Nonetheless,  this  should  not  be  a  deterrent  to  a  forthright 
planning  activity  that  would  not  in  itself  be  costly  and  cannot  be 
lonsfer  delayed.  There  are  no  instant  answers.  An  essential  step,  pre- 
cedent to  undertaking  the  planning  function,  is  the  central  require- 
ment that  there  be  developed  within  the  Federal  structure  a  central 
point  of  health  responsibility,  as  has  been  indicated  as  an  essential  in 
the  discussion  of  other  aspects  of  the  Federal  health  activities. 

TABLE  I.— FEDERAL  SUPPORT  FOR  PERFORMANCE  OF  MEDICAL  AND  HEALTH-RELATED  RESEARCH,  FISCAL  YEARS 

1960-69 
[In  millions] 


Agency 


Total  obligations  

Atomic  Energy  Commission   

National  Aeronautics  and  Space  Administration  

National  Science  Foundation    

Tennessee  Valley  Authority  

Veterans  Administration  obligations   

Department  of  Agriculture  

Department  of  Commerce   _ . 

Department  of  Defense  obligations   

Department  of  Health,  Education,  and  Welfare  

National  Institftes  of  Health    

Health  Services  and  Mental  Health  Administration  

Consumer  Protection  and  Environmental  Health  Services.. - 
Other  Department  of  Health,  Education,  and  Welfare 

agencies   

Department  of  I nterior   

Department  of  State    

Department  of  Transportation     


Fiscal  years 


1969 
estimate 

1968 

1966 

1964 

1960 

$1,677.4 

$1,588.9 

$1,316.2 

$1,048.7 

$448.2 

98.9 

95.0 

89.6 

78.1 

50.3 

114.2 

108.6 

75.4 

41.2 

.9 

21.9 

21.1 

13.8 

23.1 

11.9 

2.3 

2.2 

.9 

.4 

.2 

50.5 

45.6 

40.7 

33.2 

15.1 

46.3 

46.2 

44.7 

27.9 

15.0 

.7 

.7 

.8 

.4 

.  3 

120.5 

114.0 

119.2 

86.5 

41.  5 

1,196.2 

1,133.4 

925.3 

752.5 

310.7 

887.8 

864.0 

2  790. 9 

2  651.0 

2  280. 6 

2 159. 1 

2  139.6 

102.9 

84.5 

88.3 

70.8 

20.5 

46.5 

45.4 

46.0 

30.7 

9.6 

2.1 

2.0 

1.9 

1.8 

.7 

3.8 

2.7 

1.5 

.7 

.8 

19.9 

17.5 

2.5 

2.9 

.8 

'  Includes  estimated  costs  for  personnel  and  supporting  services  essential  for  the  conduct  of  in-house  biomedical 
research  in  the  Veterans,  Administration  and  Department  of  Defence  installations. 

2  Includes  National  Institute  of  Mental  Health,  for  1969:  $114,000,000;  for  1968:  $101,000,000;  not  available  separately 
for  prior  years. 


FEDERAL  ROLE  IN  HEALTH 


529 


TABLE 


-PERCENT  DISTRIBUTION— FEDERAL  PERFORMANCE  FOR  PERFORMANCE  OF  MEDICAL  AND  HEALTH- 
RELATED  RESEARCH,  FISCAL  YEARS  1960-69 


Fiscal  years 


Agency 


1969 
estimate 


1968 


1966 


1964 


1960 


Total  obligations. 


100.0 


100.0 


100.0 


100.0 


100.0 


Atomic  Energy  Commission    

National  Aeronautics  and  Space  Administration  

National  Science  Foundation  .  

Tennessee  Valley  Authority  

Veterans  Administration  obligations  

Department  of  Agriculture  

Department  of  Commerce  

Department  of  Defense  obligations  2...   

Department  of  Health,  Education,  and  Welfare  

National  Institutes  of  Health   

Health  Services  and  Mental  Health  Administration  

Consumer  Protection  and  Environmental  Health  Service  

Other  Department  of  Health,  Education,  and  Welfare 

agencies..      

Department  of  Interior    

Department  of  State  

Department  of  Transportation   


5.9 
6.8 
1.3 
.1 
3.0 
2.8 
.1 
7.2 
71.3 
52.9 
9.5 
6.1 

2.8 
.1 
.2 

1.2 


6.0 
6.8 
1.3 
.1 
2.9 
2.9 
.1 
7.2 
71.3 
54.4 
8.8 
5.3 

2.9 
.1 
.2 

1.1 


5.7 
1.0 
.1 
3.1 
3.4 
.1 
9.1 
70.3 
60.1 


7.4 
3.9 
2.2 

2.7 

71.8 
62.1 


11.2 
.2 
2.6 

3.3 
.1 

9.3 
69.3 
62.6 


3.5 
.1 
.1 
.2 


6.8 

4.8 
.2 
.1 
.3 


4.6 

2.1 
.2 
.2 
.2 


»  Less  than  0.5  of  1  percent 

2  Includes  estimated  costs  for  personnel  and  supporting  services  essential  for  the  conduct  of  in-house  biomedical  research 
In  the  Veterans'  Administration  and  Department  of  Defense  installations. 

TABLE  lll.-K-ll,  FEDERAL  FUNDS  FOR  MANPOWER,  BY  AGENCY 
[In  millions  of  dollars] 


Outlays 


Budget 


Agency 

1961 
actual 

1964 
actual 

1%5 
actual 

1966 
actual 

1967 
actual 

1968 
actual 

1969 
estimate 

1970 
estimate 

auiiiuiiiy 

1970 
estimates 

Office  of  Economic 

Opportunity.   

176 

571 

800 

885 

971 

992 

1,046 

Defense  

298 

332 

314 

396 

507 

593 

634 

675 

675 

Health,  Education, 

and  Welfare  

54 

84 

99 

173 

219 

292 

459 

681 

739 

Interior   

6 

9 

13 

13 

17 

21 

23 

41 

45 

Labor    

130 

296 

436 

575 

603 

714 

809 

935 

1,112 

Veterans'  Administration 

31 

13 

14 

17 

19 

29 

65 

79 

79 

Other  1   - 

1 

1 

1 

25 

53 

74 

75 

91 

95 

Total..  

520 

735 

1,053 

1,770 

2,218 

2,608 

3, 036" 

3,494 

3,791 

1  Includes  Departments  of  Agriculture,  HUD,  and  Justice,  Equal  Employment  Opportunity  Commission,  and  all  Fed- 
eral agencies  hiring  under  the  Youth  Opporturity  Campaign  and  the  stay-in-school  program. 

6.  The  siib committee  is  impressed  with  the  complexity  of  the  Fed- 
eral health  program^  the  replication  of  similar  functions  in  more  than 
a  single  agency^  and  the  inclusion  of  what  appears  to  he  parallel  func- 
tions in  several  of  the  inajoT  segments  of  the  Department  of  Healthy 
Edmcation^  and  Welfare.  There  do  7wt  appear  to  he  clear-cut  devices  for 
policy  formulation  or  for  the  study  of  program  development  and  per- 
formance. 

The  suhcomrmttee  is  also  impressed  and  concerned  with  the  progres- 
sive increase  in  cost  of  health  care  to  the  population  at  large;  the  in- 
creased cost  of  physician  services^  of  hospital  costs.,  of  nursing  home 
Gosts^  of  lahoratoiy  services  and  the  continuing  high  cost  of  thera- 
peutic agents.  But  less  than  adequate  services  are  available  to  substan- 
tial segments  of  the  population. 

Would  you  consider  this  series  of  unsatisfactory  conditions  and  sug- 
gest from  your  experience  a  series  of  steps  that  might  he  taken  which 
loould  exert  action  on  a  "'system''''  that  seems  to  have  gone  out  of 
control? 

There  are  a  number  of  moves  that  can  be  made  which  would  be 
reflected  in  a  more  effective  management  of  Federal  health  activities 
and  this  can  influence  the  broader  health  activities  in  the  private  sec- 
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tor.  Changes  in  the  private  sector  will  not  occur  quickly,  but  a  begin- 
ning of  constructive  action  within  the  Federal  agencies  will  have  a 
strikingly  beneficial  action.  The  likely  need  to  achieve  these  initial 
Federal  moves  within  severe  budget  constraints  will  require  the  devel- 
opment of  explicit  goals  so  as  to  make  what  otherwise  might  seem  to  be 
bruising  decisions  not  only  reasonable  but  essential. 

1.  As  a  first  requirement  that  must  be  satisfied  quickly,  there  should 
be  established  a  central  point  for  sound  policy  formulation  and  the 
development  of  reasonable  goals.  The  goals  themselves  should  be  of 
a  short  term  (5  years),  middle  range  (5  to  10  years),  and  long-range 
(beyond  10  years)  nature.  And  these  should  be  developed  as  rolling 
targets  reassessable  annually.  There  is  no  doubt  that  the  central  policy 
function  should  be  placed  in  the  Department  of  Health,  Education, 
and  Welfare  and  accompanied  by  suitable  authority. 

2.  The  Department  of  Health,  Education,  and  Welfare  can  be  orga- 
nized in  a  more  clean  limbed  manner.  This  is  essential  to  discharge  the 
program  responsibility  it  now  has  and  at  the  same  time  to  serve  as  the 
central  focus  of  what  will  continue  to  be  a  complex  set  of  Federal  activ- 
ities contained  in  a  number  of  other  agencies  and  departments. 

Any  change  in  program  responsibilities  should  require  a  program 
review  in  depth  of  the  set  of  health  activities  performed  and  supported 
by  the  executive  branch,  together  with  an  assessment  of  needs  and 
deficiencies  in  the  private  sector.  Out  of  this  review^  would  come  the 
information  upon  which  the  goals  noted  above  would  be  derivable  as 
well  as  a  set  of  general  priorities  that  could  serve  as  the  basis  for  a 
stepwise  program  development.  It  is  fully  realized  that  whenever  one 
spyeaks  of  priorities  in  a  very  complex  program,  these  are  always 
viewed  as  difficult,  if  not  impossible,  of  achievement.  Yet  each  year 
these  are  in  practice  set  in  a  very  precise  manner  in  a  series  of  appro- 
priation acts  and  Bureau  of  the  Budget  apportionments.  The  trouble 
with  the  present  mechanisms  is  that  central  responsibility  is  avoided 
and  each  activity  (except  perhaps  in  PHS)  is  viewed  not  in  relation 
to  health  but  in  relation  to  some  other  social  or  other  agency  goal. 

3.  Finally,  there  must  be  some  firm  decision  as  to  how  much  of  the 
public  funds  Avill  be  made  available  for  health  as  opposed  to  other 
social  purposes  and  how  the  health  funds  will  be  distributed  among 
the  Federal  agencies  and  for  w^hat  purposes.  Such  an  allocation  of 
resources  must  separate  the  special  needs  of  individual  agencies  for 
health  activities  that  are  an  essential  part  of  an  agency  program  di- 
rected toward  other  national  objectives  such  as  defense,  and  so  forth, 
from  programs  serving  the  health  needs  of  the  population  at  large. 
This  allocation  should  also  consider  the  special  resources  that  are  avail- 
able to  individual  agencies  which  can  be  directed  toward  the  satisfac- 
tion of  these  civilian  health  needs. 

These  are  rough  decisions  to  make  and  the  extent  to  which  they  are 
accepted  by  the  Federal  agencies,  the  Congress,  the  professionals  in 
the  private  sector  and  the  people  at  large  will  depend  as  much  on  how 
these  decisions  are  arrived  at  as  on  what  they  are. 

Special  emphasis  should  be  given  to  this  latter  point.  Far  too  much 
decisionmaking  within  the  executive  branch  has  been  accomplished  in 
recent  years  by  Presidential  commissions,  task  forces,  or  departmental 
committees.  Common  characteristics  of  these  are  that  the  members  of 
the  groups  are  only  known  suj^x^rficially  and  frequently  by  heai*say. 
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The  charge  to  them  is  usually  not  known,  and  their  reports  are  consid- 
ered to  be  confidential  to  the  extent  of  not  being  available  either  to  the 
executive  agencies,  the  professional  groups,  or  the  public  at  large.  Such 
procedures  in  a  sensitive  area  such  as  health  are  unsupportable  and 
serve  to  antagonize  rather  than  to  exert  leadership  among  the  groups 
whose  cooperation  is  essential  for  program  implementation. 

It  is  strongly  recominended  that  any  approach  to  a  solution  to  health 
problems  be  in  an  open  fashion  as  is  consistent  with  the  dealing  with  a 
sensitive  subject  and  still  avoid  day  to  day  interference  by  parties  of 
special  interest.  The  secret  dealings  in  the  past  have  tended  to  erode 
confidence  and  have  deterred  the  ability  to  undertake  many  decisive 
actions  that  otherwise  would  have  been  possible. 

A  CENTRAL  FOCUS  FOR  HEALTH 

As  has  been  noted,  the  Department  of  Health,  Education,  and  Wel- 
fare is  the  only  point  within  the  Federal  Establishment  that  can  be 
assigned  the  broad  overview  of  Federal  health  activities  insofar  as 
these  relate  to  health  maintenance  for  the  Nation.  It  is  equally  clear 
that  the  complex  of  health  income  maintenance,  education,  and  related 
social  services  impinging  on  these  are  sufficiently  complex  and  time- 
consuming  that  the  Secretary  of  DHEW  cannot  be  expected,  himself, 
to  discharge  the  high  policy  function  of  a  major  departmental  head  for 
health.  The  realization  of  the  broad  and  complex  requirements  of 
health  have  led  many  to  recommend  a  separate  and  independent  De- 
partment of  Health.  Such  a  move  would  be  considered  regressive  by  the 
present  commentator  who  conceives  health,  however  important  in  it- 
self, as  one  of  several  closely  integrated  social  services  that  are  not 
amenable  to  simple  and  separate  treatment. 

But  the  health  function  is  sufficiently  important  for  separate  treat- 
ment such  as  can  be  accomplished  by  the  establishment  of  an  Under 
Secretary  for  Health.  Such  a  position  should  carry  the  substantial 
burden  of  health  programs  and  contain  all  the  authorities  required  for 
their  implementation,  receiving  general  guidance  from  the  Secretary 
only  insofar  as  health  must  be  generally  related  to  other  social  respon- 
sibilities of  the  Department.  But  the  Under  Secretary  for  Health 
should  have  the  capability  of  acting  with  the  authority  of  the  Secretary 
regardless  of  where  in  the  Department  that  activity  is  placed. 

As  a  second  step,  the  staff  of  the  Secretary  should  be  broadly  ex- 
panded at  both  the  policy  and  staff  level.  Generaly  speaking,  it  has 
always  appeared  to  this  observer  that  many  of  the  shortcomings  of  the 
DHEW  stem  directly  from  an  inadequacy  of  high  policy  positions 
leaving  too  much  to  be  decided  by  the  strivings  of  a  career  bureaucracy 
without  clear  policy  guidance.  But  to  be  specific  in  the  health  area,  the 
Under  Secretary  for  Health  would  require  for  an  effective  operation, 
no  less  than  four  assistant  secretaries.  These  would  have  the  respon- 
sibility of  a  staff  and  guidance  nature  in :  ^ 


1  Special  note  should  be  taken  of  the  fact  that  environmental  health  is  not  represented 
at  the  Assistant  Secretary  level.  This  is  a  purposeful  omission  at  this  time.  Problems  of 
the  environment  are  distributed  across  the  Federal  bureaucracy  in  a  manner  that  almost 
equals  the  health  function  in  its  fractionation  and  lack  of  central  policy  formulation.  There 
is  no  question  that  health  considerations  are  among  those  central  to  any  approach  to  the 
abatement  of  an  increasingly  hostile  environment.  It  is  equally  clear  that  despite  commis- 
sions, task  forces,  and  committees,  there  has  been  no  formulation  of  an  adequate  Federal 
program.  But  the  health  aspects  of  environment  should  be  a  part  of  a  broader  consideration 
of  environmental  control  and  natural  resources.  Out  of  such  a  consideration  would  emerge 
a  definable  health  activity  that  then  could  be  incorporated  into  the  top  structure  of  DHEW. 
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Science  and  education. 

Health  services  and  resources. 

Regulatory  activities. 

Program  planning  and  analysis. 
These  positions  must  have  the  prestige  of  the  level  of  Assistant  Sec- 
retaries if  they  are  to  attract  high  level  professionals  and  if  these  are 
to  be  able  to  operate  effectively  in  a  rank-conscious  Federal  bureauc- 
racy. Deputy  Assistant  Secretaries,  such  as  have  been  used  in  the 
past  for  some  of  these  functions,  have  not  been  able  to  operate  effec- 
tively in  part  because  of  lack  of  strong  central  policy  guidance.  Each 
of  these  Assistant  Secretary  positions  must  be  adequately  staffed  to 
perform  the  triple  function  of  operating  within  the  health  area  of  the 
Department  within  the  Department  at  large,  and  across  departmental 
lines  within  the  Federal  bureaucracy.  The  staffing  of  these  positions 
is  of  very  special  importance  since  the  overall  operations  of  the  health 
function  as  a  purposeful,  well  integrated  activity  will  depend  as  much 
upon  the  effectiveness  of  oj^eration  of  those  offices  as  upon  the  Secre- 
tary's intent  and  the  effectiveness  of  discrete  activities  on  an  opera- 
tional level. 

With  such  an  executive  apparatus  for  the  health  function,  it  is  pos- 
sible to  examine  the  need  for  a  public  advisory  structure  and  the  levels 
at  which  such  a  structure  should  interact  with  the  bureaucracy. 

Certainly  an  advisory  function  is  needed,  and  if  the  Under  Secre- 
tary is  given  the  responsibility  proposed,  the  top  level  advisory  func- 
tion should  impinge  on  the  office  of  the  Under  Secretary  for  Health, 
no  higher  and  no  lower.  Such  an  advisory  group  should  contain  pro- 
fessionals with  competence  not  only  in  the  health  professions  but  also 
in  the  areas  of  sociology  and  economics.  It  should  also  contain  leader- 
ship elements  from  the  public  at  large.  But  it  should  have  one  impor- 
tant operational  characteristic  commonly  not  contained  in  "high  level'* 
advisory  groups ;  that  is,  time  on  the  part  of  its  memberships  to  con- 
sider the  broad  and  complex  issues  of  health  in  a  complex  and  chang- 
ing society.  The  ordinary  council  that  meets  infrequently  and  for  too 
short  a  time  tends  to  become  dominated  by  the  staff  that  serves  it, 
tends  not  to  develop  competence  or  desire  to  address  itself  to  the  broad 
policy  issues  that  underly  important  functions  and  to  follow  the 
resolution  of  such  issues  as  they  are  translated  into  Federal  opera- 
tions. And  it  is  in  the  area  of  the  mix  of  Federal  and  private  opera- 
tions that  the  critical  and  broad  public  policy  issues  lie. 

Such  a  policy  formulation  will  be  best  served  if  the  implementation  of 
Federal  activities  through  discrete  programs  be  left  to  the  staff  at  the 
Assistant  Secretary  level  and  to  the  program  operators.  It  is  at  these 
levels  that  intra  and  interdepartmental  problems  are  apt  to  arise  in  re- 
lation to  elements  of  programs  such  as:  research,  education,  man- 
power production,  health  services,  and  health  resources. 

The  council  should  be  looked  to  for  advice  on  broad  policy  issues, 
the  development  of  health  objectives,  and  a  definition  of  the  unique 
role  the  Federal  Government  should  play  in  their  achievement.  The 
assessment  of  health  needs  must  be  made  in  comparison  with  the  need 
of  other  Federal  programs  in  education,  in  income  maintenance,  in 
the  exploration  of  space,  in  the  physical  defense  of  the  Nation,  and 
so  forth.  Such  broad  considerations  are  beyond  the  operational  deter- 
mination of  the  Department  but  the  basic  staff  documents  which  would 
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determine  attitudes  of  the  Secretary  operating  at  the  Cabinet  level 
should  have  the  advantage  of  the  high  level  advice  that  can  emerge 
from  a  group  such  as  is  envisaged. 

ORGANIZATIOX  FOR  PROGRAM  EXECUTIOX 

It  would  be  presumptions  for  an  external  adviser  to  the  subcom- 
mittee to  be  explicit  on  the  further  actions  that  must  be  taken  to 
brmg  order  into  the  executive  processes  of  this  important  and  complex 
set  of  fimctions.  There  are  a  variety  of  changes  in  the  administrative 
arrangements  for  DHEW  that  would  facilitate  the  discharge  of  their 
own  responsibility  and  would  be  helpful  if  the  Department  is  to  serve 
as  a  central  focus  for  more  general  health  activities  of  the  Federal 
Establishment.  But  such  changes  can  be  accomplished  in  a  number  of 
ways  and  the  organizational  options  that  are  available  should  become 
quite  clear  to  thoughtful  professionals  once  a  central  administration 
adequate  to  perform  the  necessary  central  functions  becomes 
operational. 

EXHIBIT  9 

Executive  Ordeb 

Presceibing  Aerangemexts  To  Facilitate  Impboyed  Policy  Decisions  and 

COOBDINATION  OF  FeDEBAL  HEALTH  PBOGBAMS  AND  ESTABLISHING  THE  FeDEBAL 

Intebagency  Health  Policy  Council 

Whereas  sound  public  i>olicy  requires  a  continuing  appraisal  of  tlie  relation  of 
Federal  health  activities  to  the  health  needs  and  goals  of  the  Nation  and  to  its 
health  systems  and  institutions  ;  and 

Whereas  the  scope  of,  and  program  outlays  for,  Federal  health  activities  have 
been  expanded  greatly  and  have  a  significant  influence  on  the  health  and  well 
being  of  the  Americn  i)eople ;  and 

Whereas  many  Federal  agencies  are  involved  both  directly  and  indirectly  in 
carrying  on  health  programs  either  as  Federal  activities  or  in  cooperation  with 
State  and  local  units  of  government,  universities,  professional  groups  and  other 
non-Federal  agencies,  and  institutions  ;  and 

Whereas  closer  coordination  of  Federal  health  activities  will  facilitate  the 
resolution  of  common  problems  and  otherwise  promote  effective  planning  and 
management  of  such  activities  :  and 

Whereas  the  Secretary  of  Health,  Education,  and  Welfare  (hereinafter  re- 
ferred to  as  the  Secretary),  is  required  by  law  to  be  fully  informed  on  the  health 
status  of  the  American  people  and  to  promote  the  health  of  the  people  through 
a  variety  of  means. 

Now,  therefore,  by  ^urtue  of  the  authority  vested  in  my  as  President  of  the 
United  States,  it  is  hereby  ordered  as  follows  : 

Section  1.  Functions  of  the  Secretary  of  Health,  Education,  and  Welfare.  The 
Secretary  shall  identify  the  health  needs  and  goals  of  the  Nation  and  from  time 
to  time  shall  recommend  to  the  President  policies  for  promoting  progress  of 
health. 

Section  2.  Functions  of  the  Secretary  of  Health,  Education,  and  Welfare  in 
matters  relating  to  health.  The  Secretary  shall — 

(a)  Study  the  current  effects  of  Federal  activities  upon  the  health  programs 
of  State,  local,  and  nonprofit  institutions  and  agencies,  assess  future  trends  of 
such  activities,  and  (taking  into  consideration  the  relationship  between  health 
and  policies  in  fields  such  as  manpower  development,  defense,  transportation, 
economic  growth,  and  science)  develop  recommendations  for  health  activities, 
or  for  coordination  of  policies  affecting  such  activities  ; 

(&)  Exercise  leadership  in  seeking  timely  resolution  of  differences  of  opinion 
concerning  policies  or  administrative  practices  with  resi)ect  to  Federal  health 
activities  affecting  health  institutions  ; 

(c)  Make  appropriate  arrangements  for  obtaining  advice  and  information, 
including  establishment  of  ad  hoc  working  groups  to  consider  special  problems, 
and  utilizing  existing  interagency  machinery  wherever  appropriate;  and 
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(d)  Exercise  initiative  in  obtaining  pertinent  and  consistent  data  permitting 
an  overview  of  Federal  health  activities. 

Section  3.  Agency  responsibilities.  The  heads  of  Federal  agencies,  as  to  their 
respective  health  related  programs,  shall — 

(a)  Insofar  as  practicable,  take  all  necessary  actions  to  assure:  (1)  con- 
formity of  individual  agency  programs  with  the  overall  health  goals  and  policies 
of  the  Nation,  and  (2)  consistent  administrative  ix)licies  and  practices  among  all 
Federal  agencies  in  the  conduct  of  similar  programs  ; 

(d)  Keep  each  other  fully  and  currently  informed  in  order  to  achieve  co- 
ordinated planning  and  prevent  unnecessary  duplication  of  activities; 

(c)  Provide  information  requested  by  the  Secretary  on  health  matters;  and 

(d)  Cooperate  with  the  Secretary  in  the  conduct  of  such  studies  and  analyses 
as  may  be  necessary  to  carry  out  the  responsibilities  and  duties  assigned  by  this 
order.  To  this  end  the  heads  of  Federal  agencies  shall  maintain  information  on 
current  and  planned  activities  that  can  readily  be  analyzed  in  conjunction  with 
information  on  related  activities  of  other  Federal  agencies. 

Section  4.  Establishment  and  functions  of  a  Federal  Interagency  Health 
Policy  Council. 

(a)  There  is  hereby  established  a  "Federal  Interagency  Health  Policy  Coun- 
cil" (hereinafter  referred  to  as  the  "Council"). 

(&)  The  Council  shall  advise  the  Secretary  and  the  heads  of  Federal  agencies 
in  connection  with  the  responsibilities  assigned  to  them  by  this  order. 

(c)  The  Council  shall  be  composed  of  the  Secretary,  who  shall  be  the  chair- 
man, and  one  appropriate  representative  of  each  of  the  following :  The  Depart- 
ment of  State,  the  Department  of  Defense,  the  Department  of  Labor,  the  Depart- 
ment of  Housing  and  Urban  Development,  the  National  Science  Foundation,  the 
Atomic  Energy  Commission,  the  Veterans'  Administration  and  the  Office  of 
Economic  Opportunity. 

id)  The  chairman  may  invite  Federal  agencies  additional  to  those  which  are 
represented  on  the  Council  under  the  provisions  of  subsection  (c),  above,  to 
designate  representatives  to  participate  in  meetings  of  the  Council  on  matters 
of  substantial  interest  to  such  agencies  which  are  to  be  considered  by  the  Council. 

(c)  The  Director  of  the  Bureau  of  the  Budget,  the  Chairman  of  the  Council 
of  Economic  Advisers,  and  the  Director  of  the  Office  of  Science  and  Technology 
may  each  designate  a  member  of  his  staff  to  attend  meetings  of  the  Council  as 
observers. 

(/)  Each  Federal  agency  which  is  represented  on  the  Council  under  the  pro- 
visions of  subsection  (c),  above,  including  the  Department  of  Health,  Education, 
and  Welfare,  shall  furnish  necessary  assistance  to  the  Council  in  accordance  with 
section  214  of  the  act  of  May  3,  1945,  59  Stat.  134  (31  U.S.C.  691). 

Section  5.  Construction.  Nothing  in  this  order  shall  be  construed  as  subjecting 
any  Federal  agency,  or  any  function  vested  by  law  in,  or  assigne<l  ]>ui-suant  to 
law  to,  any  Federal  agency,  to  the  authority  of  any  other  Federal  agency,  or 
as  abrogating  or  restricting  any  such  function  in  any  manner. 

Section  6.  Definition.  Except  as  may  be  inconsistent  with  the  provisions  of 
this  order  or  otherwise  inappropriate,  the  term  "Federal  agency,"  as  used  herein, 
includes  any  department  or  other  agency  or  instrumentality  (including  officers) 
of  the  executive  branch  of  the  Government  of  the  United  States. 


EXHIBIT  10 

HEW  Seeks  Takeover  of  VA  Medical  System 

(Hon.  Olin  E.  Teague,  of  Texas,  in  the  House  of  Representatives,  Thursdav. 

June  27,  1968) 

Mr.  Teague  of  Texas.  Mr.  Speaker,  I  suppose  I  should  not  be  surprise<l  after 
over  20  years  in  Washington,  but  even  after  this  lapse  of  time  I  am  amazed 
at  the  voracious  appetite  of  large  Government  agencies  which  continually  seek 
to  gobble  up  others  under  the  guise  of  increasing  the  efficienc.v  of  a  particular 
program  or  bringing  better  coordination  within  the  framework  of  an  existing 
structure.  I  refer  in  this  instance  to  the  latest  effort  of  the  Department  of  Health. 
Education,  and  Welfare  and  Secretary  Wilbur  J.  Cohen  to  take  over  all  of  the 
independent  health  programs  of  the  Federal  Government  and  consolidate  them 
into  one  general  administration  with  primary  responsibility  to  that  Department. 
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Gluttony,  centuries  ago.  Tras  listed  as  one  of  the  seven  deadly  sins,  but  tliis 
fact  lias  never  i)ereolate<l  down  to  the  thinking  of  some  of  the  bureaucrats 
here ;  their  desire  for  new  functions  and  power  is  insatialjle.  The  present  Secre- 
tary apparently  has  a  long  memory,  and  recalls  that  what  he  is  proix)sing  today 
dates  back  at  least  back  to  the  first  Hoover  Commission  report  which  proposed 
a  unified  medical  administration  for  all  health,  medical  and  hospital  programs 
in  one  agency. 

That  uncalled  for  and  unwise  proposal  was  rejected  just  as  I  am  hopeful  the 
present  effort  by  Secretary  Cohen  will  be. 

The  net  result  of  Secretary  Cohen's  brainchild,  insofar  as  the  Department  of 
Medicine  and  Surgery  of  the  Veterans"  Administration  is  concerned,  could  be : 

First,  transfer,  consolidation,  or  closing  of  existing  VA  hosiDitals  at  the  dis- 
cretion of  the  Secretary. 

Second,  opening  of  VA  facilities  to  all  members  of  the  community  regardless  of 
their  service  in  period  of  war. 

Third,  elimination  of  non-service-connected  care  for  lack  of  available  beds. 

It  requires  no  great  imagination  to  see  that  one  of  these  steps  would  effectively 
end  the  concept  of  VA  medical  care  as  we  know  it  today. 

I  have  read,  from  time  to  time,  statements  quoting  anonymous  high  officials 
in  HEW  that  the  Department  was  ''unwieldy,"  "difficult  to  administer,"  '"should 
be  broken  up  into  at  least  three  separate  agencies  or  departments,"  but  Secretary 
Cohen  in  his  letter  of  June  14  to  the  President  has  apparently  never  heard  of 
these  proposals  or  if  he  has,  has  chosen  to  ignore  them,  for  he  proposes  to  make 
HEW  an  even  greater  octopus.  The  letter  which  he  sent  to  the  Chief  Executive  on 
June  14,  aside  from  dealing  with  internal  organization  of  HEW  and  the  Public 
Health  Service,  seeks  to  acquire  additional  jurisdiction  under  the  guise  of  "co- 
ordinating all  Federal  health  programs"'  and  establishing  responsibility  for  such 
agencies  as  the  Veterans"  Administration  to  report  to  the  President  through  a 
Federal  Interdeparmental  Health  Policy  Council. 

This  proposal  if  it  should  be  adopted  would  in  effect  destroy  the  independence 
of  the  Veterans'  Administration  medical  program  by  removing  the  Administrator 
of  Veterans'  Affairs  and  the  VA  Chief  Medical  Director  from  any  final  decision 
on  health  programs  affecting  the  veterans  of  this  Nation.  Today  the  Administrator 
of  Veterans'  Affairs  has  direct  access  to  the  President  on  all  matters  affecting  the 
Veterans'  Administration,  including  the  largest  medical  care  program  operated 
by  the  Federal  Government — that  operated  by  the  Veterans"  Administration. 
Under  the  proposal  of  Secretary  Cohen,  the  Administrator  would  have  to  report 
to  the  Federal  Health  Policy  Council,  who,  in  turn  presumably  would  funnel  its 
recommendations  through  an  HEW  Fnder  Secretary  for  Health  to  the  Secretary 
of  HEW,  and  in  turn  to  the  President.  It  does  not  take  an  individual  who  is 
familiar  with  the  workings  of  the  Washington  bureaucracy  to  understand  that 
any  recommendation  made  by  the  VA  would  be  fragmented,  broken  down,  and 
diluted  in  .such  a  fashion  that  by  the  time  it  reached  the  President  it  would  be 
completely  unrecognizable. 

The  veterans  of  this  country  have  come  to  look  upon  the  Veterans"  Administra- 
tion as  a  one-stop  agency  where  and  when  they  need  assistance  they  can  obtain 
it  whether  it  relates  to  compensation,  pension,  education,  insurance,  housing, 
medical  care,  or  any  other  of  the  salient  features  of  the  veterans  program.  The 
proposal  that  Secretary  Cohen  made  to  the  President  on  June  14  would  com- 
pletely destroy  this  concept  insofar  as  the  medical  program  is  concerned.  Secre- 
tary Cohen  is  seeking  to  interpose  himself  between  the  veterans  of  this  country 
and  their  Commander  in  Chief, 

Under  date  of  January  30,  1967,  I  was  advised  by  the  then  Secretary  of  HEW, 
John  W.  Gardner,  that  on  transfer  of  VA  to  HEW  was  contemplated.  This 
information  was  received  after  I  had  remarked  on  the  floor  of  the  House  on 
January  16, 1967 : 

"In  view  of  the  unfortunate  recommendations  of  the  administration  in  the  last 
Congress  concerning  the  closing  of  Veterans'  Administration  hospitals,  I  am 
shocked  that  any  further  tampering  with  the  operations  of  the  Department  of 
Medicine  and  Surgery  of  the  Veterans"  Administration  would  be  considered  by 
any  other  Federal  agency.  I  am  also  constrained  to  make  the  observation  that 
in  view  of  the  magnitude  of  the  operations  of  the  Veterans'  Administration,  if 
there  is  to  be  any  transfer  of  medical  functions,  logic  would  dictate  that  the 
health  functions  of  the  Department  of  Health.  Education,  and  Welfare  would  go 
to  the  Veterans'  Administration." 
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As  far  as  I  know,  the  Administrator  of  Veterans'  Affairs  is  not  asking  to  take 
over  the  activities  of  any  function  of  the  Department  of  Health,  Education,  and 
Welfare,  but  the  method  of  such  consolidation  and  my  remarks  in  January  1967 
are  still  pertinent.  Consider,  if  you  vrill,  information  contained  in  this  remarkable 
35-page  document  which  Secretary  Cohen  presented  to  the  President  to  the  effect 
that  in  1969  fiscal  year  the  Department  of  Health,  Education,  and  Welfare  will 
expend  $116  million  in  direct  hospital  and  medical  services,  while  at  the  same  time 
the  Veterans'  Administration  will  expend  $1,291  million  on  medical  care  for  vete- 
erans.  Of  course,  I  can  understand  Secretary  Cohen's  appetite  for  this  broad 
medical  program.  The  Public  Health  Service  has  not  been  remarkably  successful 
in  recent  years  in  direct  medical  care.  It  has  been  fraught  with  all  kinds  of  prob- 
lems and  perhaps  if  another  agency  which  has  been  running  well  and  treats 
approximately  100,000  patients  a  day  and  has  an  active  working  relationship 
with  80  medical  schools,  it  would  bring  to  HEW  a  relationship  and  vitality  which 
it  now  lacks  and  which  it  apparently  cannot  achieve  on  its  own. 

For  those  who  may  think  that  I  am  an  alarmist  for  overstating  the  case,  I 
would  like  to  quote  from  this  lengthy  document  of  Secretary  Cohen's  so  that 
there  will  be  no  doubt  as  to  where  the  Secretary  is  tending.  On  the  first  page  of 
this  report,  which  has  been  forwarded  to  the  President,  it  is  stated  that  a  num- 
ber of  recommendations  are  presented  to  achieve  a  more  balanced  and  effective 
operating  of  all  health  and  health-related  programs  of  the  Federal  Government. 
Immediately  following  that,  the  point  is  made  that  the  Secretary  of  HEW  should 
become  the  President's  chief  adviser  on  Federal  health  and  he  would  be  re- 
sponsible for  coordinating  all  Federal  health  programs.  Further,  Secretary  Co- 
hen points  out  that  his  Department  "does  not  exercise  policy  guidance  over 
the  broad  Federal  health  establishment"  and  that  he  does  not  have  an  adequate 
mechanism  for  such  a  coordination.  He  then  raises  the  question  which  in  effect 
asks  why  the  Veterans'  Administration  should  have  the  largest  hemodialysis  pro- 
gram in  the  country  by  raising  some  question  about  "the  decision  that  the  Fed- 
eral Government  will  provide,  through  the  Veterans'  Administration  treatment 
of  VA  beneficiaries  suffering  kidney  diseases,  without  making  this  expensive  and 
lifesaving  care — kidney  dialysis — available  to  other  members  of  the  i>opulation 
in  need  of  it."  This  one  quote  points  up  the  bias  existing  in  the  Department  of 
Health,  Education,  and  Welfare  toward  the  Veterans'  Administration,  and  per- 
haps jealousy  or  envy  are  terms  which  should  be  better  used,  to  describe  the  sit- 
uation. The  VA  can  be  proud  of  its  activities  in  this  field,  and  I  am  sure  that  it 
would  be  most  happy  if  the  Department  of  Health,  Education,  and  Welfare  had 
provided  as  many  of  these  kidney  units,  or  more,  than  the  Veterans'  Administra- 
tion now  operates.  Certainly  no  one  interested  in  the  care  and  treatment  of  ill 
individuals  would  be  opposed  to  the  extension  of  such  lifesaving  devices  as  the 
need  requires  and  on  as  broad  a  basis  as  possible.  Keep  in  mind,  too,  that  the 
Congress  has  lavished  appropriations  on  HEW  in  recent  years  for  all  kinds  of 
broad  medical  programs  with  few  restrictions. 

Perhaps  another  one  or  more  quotes  will  underscore  the  seriousness  of  the 
situation  I  am  describing.  On  page  28  of  this  unusual  document  it  is  stated  that 
the  Department  of  Health,  Education,  and  Welfare  "does  not  have  the  means 
to  guide  or  influence  actions  of  other  Departments  of  the  Federal  Government 
which  draw  heavily  on  the  Nation's  health  resources  and  involve  large  expendi- 
tures. The  Department  of  Defense  and  the  Veterans'  Administration,  for  ex- 
ample, administer  programs — without  adequate  coordination — ^which  may  yet 
fail  to  make  the  contribution  which  they  are  capable  toward  maximum  use  of  the 
Nation's  health  resources." 

Further,  Secretary  Cohen  urges  that  he  "should  be  designated  as  the  Presi- 
dent's chief  adviser"  and  "agent  in  the  oversight  of  all  Federal  health 
activities." 

In  describing  the  activities  of  the  Interdepartmental  Health  Policy  Council, 
Secretary  Cohen  emphasizes  that  any  recommendations  on  the  activities  of  the 
Department  in  the  health  field  "would  report  through  the  Secretary  directly  to 
the  President."  Such  procedure  would  effectively  eliminate  the  VA  from  any 
policy  role. 

I  submit,  Mr.  Speaker,  that  if  this  grandiose  scheme  of  Secretary  Cohen's 
is  adopted,  and  I  regret  to  say  that  it  is  being  seriously  considered  in  the  execu- 
tive branch,  it  will  completely  rob  the  Veterans'  Administration  of  its  independ- 
ent status  insofar  as  health  and  medical  programs  are  involved.  It  inevitably 
means  that  the  165  Veterans'  Administration  hospitals  and  domiciliaries  would 
be  consolidated,  closed,  eliminated,  and  disposed  of  in  a  fashion  which  appeals 
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to  the  Interdepartmental  Health  Policy  Council  and  it  very  likely  would  not  re- 
flect to  any  substantial  degree  the  wishes  or  views  of  the  Veterans'  Administra- 
tion and  would  certainly  provide  for  no  representation  of  the  needs  of  the  vet- 
erans of  this  coimtry. 

Appetites  for  power  are  indeed  hard  to  satisfy,  and  this  vast  bureaucracy  of 
the  Department  of  Health,  Education,  and  Welfare  apparently  has  an  insatiable 
appetite  for  gobbling  up  other  activities.  Not  content  to  administer  medicare, 
social  security,  welfare,  and  vast  educational  programs,  it  now  must  seek  out 
to  cover  up  its  deficiencies  in  the  above-named  programs  to  take  over  other  pro- 
grams which  are  working  well  but  are  administered  by,  thank  goodness,  smaller 
agencies  which  are  more  responsive  to  the  people's  wishes  and  to  the  will  of  the 
Congress. 

I  do  hope  that  before  we  face  a  new  series  of  closings  or  consolidations  of 
Veterans'  Administration  hospitals  that  the  Members  of  this  House  will  make 
known  their  opposition  to  this  uncalled  for  and  unwise  proposal  of  Secretary 
Cohen. 


Secretary  of  Health,  Education,  and  Welfare  Denies  Plan  To  Take  Over 

VA  Medical  System 

(Hon.  Olin  E.  Teague,  of  Texas,  in  the  House  of  Representatives,  Monday, 

July  8,  1968) 

Mr.  Teague  of  Texas.  Mr.  Speaker,  on  June  27,  1968,  I  inserted  in  the  record 
a  statement  entitled  "HEW  Seeks  Takeover  of  VA  Medical  System."  The  Sec- 
retary of  Health,  Education,  and  Welfare  responded  in  a  letter  dated  July  1, 
1968,  in  which  he  stated  that  his  recommendation  does  not  envision  removing  any 
responsibilities  of  the  Veterans'  Administration  or  other  Federal  agency  to  the 
Department  of  Health,  Education,  and  Welfare.  He  asked  that  a  copy  of  his  let- 
ter be  inserted  in  the  record.  I  am  doing  so,  and  I  am  also  including  a  copy  of  my 
response,  as  follows : 

The  Secretary  of  Health,  Education,  and  Welfare, 

Washington,  D.C.,  July  1, 1968. 

Hon.  Olin  E.  Teague, 
House  of  Representatives, 
Washington,  B.C. 

Dear  Mr.  Teague  :  I  have  read  with  great  dismay  your  statement  in  the  Con- 
gressional Record  of  Thursday,  June  27,  1968,  concerning  the  purpose  and  rec- 
ommendations contained  in  my  report  to  the  President  of  June  14,  1968.  I  wish 
to  assure  you  that  the  fears  and  implications  expressed  in  your  statement  have 
no  basis  in  fact. 

As  you  know,  the  President  directed  me,  in  his  message  to  the  Congress  on 
health  in  America  on  March  4,  1968,  to  submit  "a  modern  plan  of  organization 
to  achieve  the  most  efllcient  and  economical  operation  of  the  health  programs 
of  the  Federal  Government."  In  response  to  that  directive,  I  attempted  to  fur- 
nish the  President  a  workable  plan  for  making  the  vast  health  activities  of  the 
Federal  Government  more  responsive  to  the  health  needs  of  all  the  American 
people. 

One  of  my  major  recommendations,  as  you  pointed  out  in  your  statement, 
called  for  creation  of  a  Federal  Interdepartmental  Health  Policy  Council  to 
advise  the  President  on  matters  of  Federal  health  programs  and  policies.  That 
recommendation  does  not  envision  removing  any  responsibilities  of  the  Veterans' 
Administration  or  any  other  Federal  agency  to  the  Department  of  Health,  Edu- 
cation, and  Welfare.  There  is  no  foundation  whatsoever  for  the  statement  that 
the  "procedure  would  effectively  eliminate  the  VA  from  any  policy  role"  or  that 
"it  will  completely  rob  the  Veterans'  Administration  of  its  independent  status 
insofar  as  health  and  medical  programs  are  involved." 

This  Department  has  had  a  long  and  very  productive  history  of  cooperation 
with  the  Veterans'  Administration  in  the  areas  of  health  research,  manpower 
development,  and  the  delivery  of  health  services.  Particularly  within  the  last  2^-2 
years  we  have  worked  very  closely  with  the  Veterans'  Administration  in  such 
activities  as  Project  Remed,  which  is  aimed  at  aiding  returning  veterans- 
trained  in  the  health  field— to  find  careers  that  make  effective  use  of  their 
skills ;  and  in  strengthening  our  mutual  working  relationships  with  universities 
and  medical  schools  to  improve  patient  care  for  veterans  and  other  beneficiaries 
of  the  VA  and  the  Public  Health  Service. 
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In  addition  ^ye  have  worked  A'ery  closely  with  the  Veterans'  Administration 
to  make  sure  that  the  medicare  and  medicaid  programs,  under  which  veterans 
are  entitled  to  free  choice  in  the  selection  of  hospital  and  medical  care,  will  ease 
the  patient  load  at  VA  hospital  facilities  so  that  they  can  be  used  more  effectively 
by  VA  beneficiaries. 

Improved  coordination  of  the  health  efforts  of  the  Federal  Government  will 
work  toward  the  benefit  of  all  Americans,  including  veterans,  through  improved 
efficiency,  greater  economy,  and  better  health  for  all  the  people. 

In  view  of  the  fact  that  your  statement  was  included  in  the  Congressional 
Record,  I  would  appreciate  it  if  you  would  also  insert  this  reply  in  the  Congres- 
sional Record. 

Sincerely, 

Wilbur  J.  Cohex.  i^ccrctanj. 


U.S.  House  of  Representatives, 
Committee  on  Veterans'  Affairs. 

WaKhington,  B.C.,  Juhi  H,  WGS. 

Hon.  Wilbur  J.  Cohen, 

Secretary,  Department  of  Health,  Education,  and  Welfare, 
Washington,  D.C. 

Dear  Mr.  Secretary  :  In  your  letter  of  July  1  you  referred  to  the  statement 
which  I  made  in  the  Congressional  Record  June  27,  1968,  headed  "HEW  Seeks 
to  Take  Over  the  VA  ^Medical  System,"  and  expressed  your  dismay  that  I 
reached  the  conclusion,  after  reading  your  letter  to  the  President  dated  June  14, 
1968,  with  its  attached  report,  that  there  was  an  intention  on  the  part  of  the 
Department  of  Health,  Education,  and  Welfare  to  assume  policy  control  of  the 
Veterans'  Administration  medical  program. 

I  find  that  I  am  not  alone  in  the  evaluation  of  your  recommendations  to  the 
President  dated  June  14,  1968.  My  views  apparently  are  shared  by  officials  of  the 
Veterans'  Administration,  the  Department  of  Defense,  the  chairman  of  the  House 
Armed  Services  Committee,  and  the  national  commanders  of  the  American  Legion. 
Veterans  of  Foreign  Wars,  and  the  Disabled  American  Veterans.  I  have  reread 
your  letter  to  the  President  and  report  entitled  "Health  in  America :  The  Role 
of  the  Federal  Government  .in  Bringing  High  Quality  Care  to  All  the  American 
People,"  and  find  the  conclusion  inescapable  that  the  recommendation  is,  in  sub- 
stance, that  the  Secretary  of  the  Department  of  Health,  Education,  and  Labor 
should  become  the  President's  chief  adviser  on  all  Federal  health  poUcy  and 
programs ;  and  that  the  Secretary  should  be  responsible  for  coordinating  all  Fed- 
eral health  policies  and  programs.  This  theme  is  reiterated  throughout  the  reix)rt 
as  follows : 

"(4)  The 'Secretary  of  Health,  Education,  and  Welfare  become  the  President's 
chief  adviser  on  Federal  health  policy  and  programs. 

"(5)  The  Secretary  of  Health,  Education,  and  Welfare  be  made  responsible 
for  coordinating  all  Federal  health  programs  and  be  authorized  to  establish  a 
new  Federal  Interdepartmental  Health  Policy  Council."  (P.  1,  see  Cohen's  letter 
dated  June  14, 1968,  to  President. ) 

"To  achieve  improved  management  of  the  total  Federal  health  effort  I  recom- 
mend : 

"That  the  Secretary  of  Health,  Education,  and  Welfare,  became  the  Presiident's 
chief  adviser  on  Federal  health  policy  and  programs,  and 

"That  the  Secretary  be  made  responsible  for  coordinating  all  Federal  health 
policies  and  programs  and  be  authorized  to  establish  a  Federal  Interdepartmental 
Health  Policy  Council  to  aid  him  in  achieving  this  coordination."  (P.  2,  report  to 
the  President  by  Secretary  of  HEW. ) 

"Although  the  Department  of  Health  Education  and  Welfare  administers  some 
70  i>ercent  of  all  Federal  expenditures  for  health  and  is  the  sole  Federal  agency 
whose  major  mission  includes  protection  and  promotion  of  the  health  of  the 
American  people,  the  Department  does  not  exercise  policy  guidance  over  the 
broad  Federal  health  effort."  (P.  13,  report  to  the  President  by  Secretary  of 
HEW.) 

"In  the  absence  of  a  coordinated  decisionmaking  process  there  is  no  effective 
way  in  which  the  Secretary  of  Health,  Education,  and  Welfare  can  furnish  guid- 
ance on  such  issues,  for  example,  as  these  :  *  *  * 

"3.  The  decision  that  the  Federal  Government  will  provide,  through  the  Vet- 
erans' Administration,  treatment  of  VA  beneficiaries  suffering  kidney  disease 
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without  making  this  expensive  and  lifesaving  care  kidney  dialysis)  available 
to  other  members  of  the  population  in  need  of  it."  (P.  13,  report  to  the  President 
by  Secretary  of  HEW.) 

'These  recommendations  are  directed  toward  two  basic  objectives:  (1)  to  fol- 
low through  on  the  progress  already  made  in  improving  the  organizational  struc- 
ture of  health  activities  of  the  Department  of  Health,  Education,  and  Welfare ; 
and  (2)  to  provide  a  mechanism  for  developing  and  implementing  national  health 
ix)licy  as  it  affects  the  programs  of  this  Department  and  other  departments  and 
agencies  of  the  Federal  Government/'  (P.  18.  report  to  the  President  by  Secretary 
of  HEW. ) 

"At  present,  the  Department  of  Health,  Education,  and  Welfare,  though  it 
administers  by  far  the  greatest  portion  of  the  total  Federal  health  expenditure 
and  bears  a  responsibility  for  the  adecLuacy  of  the  Nation's  health  resources — 
knowledge,  mani)ower,  and  facilities — does  not  have  the  means  to  guide  or  in- 
fluence actions  of  other  departments  of  the  Federal  Government  which  draw 
heavily  on  national  health  resources  and  involve  large  expenditures.  The  Depart- 
ment of  Defense  and  the  Veterans'  Administration,  for  example,  administer  pro- 
grams of  health  care  that  have  a  profound  effect  on  the  allocation  of  health 
resources,  specifically  manjwwer  and  facilities."  (P.  28,  report  to  the  President  by 
Secretary  of  HEW.) 

"4.  The  Secretary  of  Health,  Education,  and  Welfare  should  be  designated  as 
the  President's  chief  adviser  to  the  Federal  Government  on  health  policy  and 
programs,  and  as  his  agent  in  the  oversight  of  all  Federal  health  activities."  (P. 
29,  report  to  the  President  by  Secretary  of  HEW. ) 

"*  *  *  it  is  proposed  that  the  President  rely  on  the  Secretary  of  Health,  Edu- 
cation, and  Welfare  to  coordinate  Federal  activities.  *  *  *"  (P.  29,  report  to  the 
President  by  Secretary  of  HEW. ) 

"5.  The  Secretary  of  Health,  Education,  and  Welfare  be  made  responsible  for 
coordinating  all  Federal  health  policies  and  programs  and  be  authorized  to  es- 
tablish a  Federal  Interdepartmental  Health  Policy  Council  to  aid  him  in  achiev- 
ing this  coordination."  (P.  30,  report  to  the  President  by  Secretary  of  HEW.) 

••An  appropriate  mechanism  for  coordination  would  be  a  Federal  Interdepart- 
mental Health  Policy  Council  presided  over  by  the  Secretary  of  Health,  Educa- 
tion, and  Welfare.  The  Council  would  be  comjjosed  of  ranking  representatives  of 
each  Department  and  agency  having  a  substantial  role  in  discharging  the  Federal 
responsibility  for  the  promotion  of  health  among  the  general  population,  such  as 
military  personnel,  veterans,  and  other  beneficiaries  of  Federal  health  services.  It 
would  report  through  the  Secretary  directly  to  the  President."  (P.  31,  report  to 
the  President  by  the  Secretary  of  HEW. ) 

"The  foregoing  recommendations  offer  a  mechanism  for  efficient  and  ecomonic 
management  of  tlie  vast  health  enterprises  of  the  Federal  Government.  Placing 
under  one  focus  of  leadership  all  Federal  health  activities  would  facilitate  better 
communication  and  fuller  cooi)eration  not  only  with  the  Federal  establishment. 
*  *  *."  ( P.  35,  report  to  the  President  by  Secretary  of  HEW. ) 

In  summary,  it  appears  inescapable  that  your  recommendations  are  designed  to 
set  the  Secretary  of  Health,  Education,  and  Welfare  up  as  the  President's  chief 
adviser  on  medical  policy  mattei*s.  An  Interdepartmental  Health  Council  would 
be  created  but  this  Council  would  not  be  a  policymaking  body.  It  would  advise  the 
Secretary  of  Health,  Education,  and  Welfare  who  would  be  the  final  authority  as 
to  recommendations  to  the  President,  or  as  Hon.  L.  Mendel  Rivers,  chairman  of 
the  Committee  on  Armed  Services,  wrote,  these  recommendations  would  be  the 
basis  for  setting  the  Secretary  of  Health,  Education,  and  Welfare  up  as  a  "Fed- 
eral czar  of  the  health  field." 

Some  indication  of  the  thinking  which  predominated  in  the  preparation  of  the 
report  may  be  gained  by  reviewing  the  draft  of  May  17,  1968.  In  that  draft  the 
following  statement  was  made : 

"In  the  absence  of  a  coordinated  decisionmaking  process  there  is  no  effective 
way  in  which  the  Secretary  of  Health,  Education,  and  Welfare  can  furnish  guid- 
ance on  such  issues,  for  example,  as  these : 

"3.  The  selection  of  site  for  Veterans'  Administration  hospitals  without  suffi- 
cient attention  to  community  and  regional  health  problems  and  Federal  efforts  to 
help  solve  them." 

Although  this  wording  was  dropped  from  the  final  recommendations,  it  is  ap- 
parent that  the  drafters  contemplated  participating  in  Veterans'  Administration 
administrative  decisions  in  considerable  detail. 
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In  an  effort  to  learn  more  about  the  history  of  the  report  and  recommendations, 
I  checked  with  the  Veterans'  Administration  and  the  Department  of  Defense  to 
determine  whether  these  Departments  were  consulted  during  the  preparation  of 
the  recommendations  and  find  neither  Department  had  any  knowledge  of  the  re- 
port until  it  had  gone  to  the  White  House  and,  for  that  matter,  for  approximately 
10  days  thereafter.  I  also  learned  that  although  an  Executive  order  is  in  prepara- 
tion, and  has  been  circulated,  the  Veterans'  Administration  and  the  Department 
of  Defense  were  not  offered  an  opportunity  to  review  or  comment  on  the  Execu- 
tive order  until  after  my  complaint  was  registered  with  the  White  House. 

Of  course,  I  am  glad  to  have  your  letter  of  July  1,  1968,  in  which  you  say  my 
lears  and  implications  expressed  in  my  statement  have  no  basis  in  fact,  and  con- 
tend that  the  recommendation  does  not  envision  moving  any  responsibilities  of 
the  Veterans'  Administration  or  any  Federal  Agency  to  the  Department  of  Health 
Education,  and  Welfare.  While  these  statements  are  reassuring,  they  are  insuffi- 
cient in  the  face  of  the  language  of  the  recommendation,  which  I  understand  is 
still  before  the  President  for  approval.  Therefore,  I  have  asked  the  President  for 
his  assurances  that  he  will  not  approve  that  portion  of  the  report  which  would 
give  the  Secretary  of  Health,  Education,  and  Welfare  policymaking  control  over 
Veterans'  Administration  programs. 

This  is  not  the  first  time  that  an  attempt  has  been  made  to  transfer  control  of 
a  Veterans'  Administration  program  to  another  agency.  A  recommendation  quite 
similar  to  yours  was  made  by  the  Hoover  Commission  and  was  met  by  strong  op- 
position. During  the  past  several  years  attempts  have  been  made  to  transfer 
portions  of  the  Veterans'  Administration  housing  and  education  programs  to  other 
agencies  and  these  have  been  strongly  opposed. 

I  think  I  can  safely  say  that  if  satisfactory  assurances  cannot  be  obtained,  the 
Committee  on  Veterans'  Affairs,  and  I  believe  the  House  of  Representatives  and 
those  organizations  interested  in  veterans'  welfare,  will  continue  efforts  so  long 
as  is  necessary  to  assure  that  the  Veterans'  Administration  remains  an  independ- 
ent agency  dedicated  primarily  to  the  care  of  veterans. 

Pursuant  to  your  request,  I  will  place  your  reply  dated  July  1, 1968,  in  the  Con- 
gressional Record  together  with  this  letter. 
Sincerely, 

Olin  E.  Teague,  Chairman. 


Draft  of  Executive  Order  Endangers  VA  Medical  Program 

(By  Hon.  Olin  E.  Teague,  of  Texas,  in  the  House  of  Representatives,  Wednesday, 

September  11, 1968) 

Mr.  Teiague  of  Texas.  Mr.  Speaker,  the  Members  of  this  House  know  of  my 
belief  in  and  strong  support  of  the  medical  care  program  operated  by  the  De- 
partment of  Medicine  and  Surgery  of  the  Veterans'  Administration  for  the  bene- 
fit of  veterans  who  need  such  care  and  treatment.  Inherent  in  the  operation  of 
the  agency  has  been  the  concept  of  "one-stop"  service  to  the  veteran  in  connection 
with  his  claim  for  disability  compensation,  pension,  medical  care,  education, 
and  so  forth.  The  veterans'  organizations,  along  with  others  who  are  aware  of 
activities  in  certain  circles  of  the  executive  branch  continue  to  be  concerned  at  the 
draft  of  an  Executive  order  which  proposes  to  in  effect  transfer  the  medical 
program  of  the  Veterans'  Administration  to  the  control  and  jurisdiction  of  an 
agency  operating  imder  the  guidance  of  the  Secretary  of  Health,  Education, 
and  Welfare.  The  latest  example  of  this  opposition  to  come  to  my  attention 
is  from  the  Veterans  of  Foreign  Wars  and  the  national  commander  of  that 
organization  has  recently  addressed  a  letter  to  the  special  assistant  to  the  Presi- 
dent, Mr.  Douglass  Cater,  which  under  leave  to  extend  my  remarks  I  include 
at  this  point : 

"September  9, 1968. 

"Mr.  Douglass  Cater, 

^'Special  Assistant  to  the  President, 

"The  White  House,  Washington,  D.C. 

"Dear  Mr.  Cater  :  This  is  to  let  you  know  that  as  the  newly  elected  commander 
in  chief  of  the  Veterans  of  Foreign  Wars  of  the  United  States,  I  am  opposed  to 
approval  of  the  Executive  order  which  would  make  the  Secretary  of  Health,  Ed- 
ucation, and  Welfare  the  'health  czar'  of  the  Nation. 
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"I  am  referring  to  your  letter  of  July  17  to  my  immediate  predecessor,  Past 
Commander  in  Chief  Joseph  A.  Scerra,  concerning  the  report  of  June  14,  1908, 
to  the  President  by  the  Secretary  of  Health,  Education,  and  Welfare,  which 
could  drastically  curtail  the  independence  of  the  Veterans'  Administration  hos- 
pital system. 

•'At  our  recently  concluded  Detroit  National  Convention,  at  which  I  was 
elected  commander  in  chief  on  August  23,  1968,  the  delegates  adopted  a  resolution 
identified  as  Xo.  241  entitled  'Oppose  Creation  of  Federal  Helath  Czar,'  a  copy 
of  which  is  enclosed. 

"Behind  this  mandate  is  the  longstanding  position  of  the  Veterans  of 
Foreign  Wars  that  medical  and  hospital  care  for  the  veterans  of  this  Nation 
should  be  second  to  none.  The  draft  of  the  Executive  order  refers  to  national 
health  goals  for  all  citizens.  It  does  nothing  to  insure  that  the  special  status 
accorded  veterans'  medical  and  health  care  for  over  a  century  will  be  preserved. 
The  upgrading  of  national  health  goals  for  citizens  generally  is  a  worthwhile 
purpose  but  it  must  be  accomplished  without  encroachment  upon  the  adminis- 
tration and  quality  of  hospital  and  medical  care  provided  for  veterans  and 
servicemen. 

"The  draft  of  the  Executive  order  fails  to  include  the  specific  assurances 
concerning  veterans'  hospital  and  medical  programs  provided  in  your  letter  of 
July  10,  1968,  to  Hon.  Olin  E.  Teague,  chairman  of  the  House  Committee  on 
Veterans'  Affairs. 

"More  specifically  the  main  thrust  of  the  Executive  order  in  no  way  allays 
our  fears  that  the  Veterans'  Administration  will  play  a  subservient  role  to  the 
Secretary  of  Health,  Education,  and  Welfare  should  this  Executive  order  be 
signed.  There  is  every  reason  to  believe  that  the  Secretary  of  Healthy  Education, 
and  Welfare,  pursuant  to  the  authority  vested  in  him  by  this  proposed  Executive 
order,  will,  in  truth,  become  a  'health  czar.'  For  the  Veterans'  Administration 
this  could  well  mean  the  end  of  the  Veterans'  Administration  hospital  and 
medical  system,  which  has  operated  so  successfully  over  the  years,  and  is 
undoubtedly  one  of  our  great  national  assets. 

"For  these  and  previous  reasons  indicated  by  my  predecessor,  Mr.  Scerra,  the 
Veterans  of  Foreign  Wars  urgently  recommends  against  the  finalization  of  this 
Executive  order  to  the  extent  that  it  would  involve  the  Veterans'  Administration 
and  subordinate  it  to  the  Department  of  Health,  Education,  and  Welfare.  By 
all  means,  the  Veterans  of  Foreign  Wars  further  urgently  recommends  that  no 
action  be  taken  by  the  President  which  would  in  any  way  lead  to  the  disestablish- 
ment and  loss  of  the  independence  of  the  Veterans'  Administration  to  operate 
independently  the  present  hospital  and  medical  programs  for  veterans. 
"Sincerely, 

"Richard  Homan, 
"Commander  in  Chief." 


EXHIBIT  11 

SciEXCE  AXD  Social  Purpose 

PROPOSED  FUNDAMEXTAL  CHANGES  IX  THE  SCIENCE  EFFORT  ARE  DISCUSSED  IN  TERMS 

OF  BIOMEDICAL  RESEARCH 

(By  James  A.  Shannon,  reprinted  from  Science  magazine.  Feb.  21,  1969,  vol.  113, 

pp.  769-773) 

Discussions  of  contemporary  science  too  often  focus  on  the  painful  and  dis- 
ruptive effects  of  a  reduction  in  Federal  support — an  inevitable  consequence  of 
general  constraints  on  Federal  expenditures.  They  are  less  than  helpful  in  the 
broad  analysis  of  the  general  support  system  itself. 

It  would  be  well  to  acknowledge  that  there  are  fundamental  imperfections  in 
present  Federal  mechanisms  for  the  support  of  science,  and  that  the  ultimate 
patrons  of  science,  the  public,  have  not  been  given  an  understanding  of  science 
that  can  serve  as  a  base  for  its  continued  support  and  evolution.  A  simple  return 
to  larger  funding  of  research  would  mitigate  some  of  the  immediately  urgent 
problems,  but  this  alone  would  not  adequately  serve  the  long-term  needs  of 
science.  Here  I  explore  the  basis  for  this  conviction,  as  well  as  it^  implications  for 
evolution  of  science  policy. 
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The  urgent  tasks  that  now  confront  the  scientific  community,  though  not  sim- 
ple, are  quite  clear. 

(1)  The  scientific  community  must  adjust  itself  to  less  than  optimum  funding, 
at  least  for  the  present,  while  retaining  the  essential  strength  of  the  scientific 
enterprise. 

(2)  It  must  seek  out  the  Imperfections  of  the  present  support  systems,  and 
propose  modifications  that  are  corrective  and,  in  addition,  rationally  based  and 
generally  applicable  to  the  diverse  fields  of  science. 

(3)  Finally,  the  scientific  community  must  devise  means  of  fostering  a  broader 
understanding  of  the  revolutionary  technological  forces  that  can  be  unleashed 
by  a  vigorous  science  for  the  betterment  of  society. 

All  three  of  these  tasks  are  feasible,  each  is  urgent,  and  each  will  require  a 
high  degree  of  scientific  statesmanship. 

GENERAL  CONSIDERATIONS 

Science  has  flourished  remarkably  in  the  United  States  since  the  end  of  World 
AVar  II,  largely  as  the  result  of  intelligent  use  of  the  vast  sums  of  public  money 
available  for  a  wide  diversity  of  scientific  and  technological  activities.  The  Gov- 
ernment policies  which  fostered  this  development  emphasized  the  promise  of 
science  for  the  attainment  of  major  public  objectives.  These  policies  were  pur- 
sued even  though  only  a  few  of  the  individuals  directly  involved  in  the  political 
process  truly  understood  the  difficulties  inherent  in  the  problems  that  scientists 
were  asked  to  solve,  or  the  character,  complexity,  and  modm  operandi  of  science. 
Further,  as  diverse  fields  of  science  rapidly  evolved  under  these  circumstances, 
the  scientific  community  made  little  attempt  to  increase  public  understanding 
of  these  characteristics  of  science,  or  to  establish  the  necessary  coupling  between 
the  satisfaction  of  social  needs  and  aspirations  on  the  one  hand  and  broad  sup- 
port of  research  on  the  other. 

For  a  time,  science  seemed  to  be  isolated  from  the  real  world  and  its  problems. 
The  public  attitudes  which  fostered  the  outpouring  of  support  were  a  popular 
expression  of  faith  in  the  ultimate  power  of  science  to  benefit  mankind.  Many 
scientists,  on  the  other  hand,  viewed  activities  in  their  own  fields  as  a  tyiie  of 
pure  intellectualism — an  expression  of  what  is  best  in  our  society,  not  necessar- 
ily connected  with  public  needs  and  problems  or  social  purposes.  Such  a  view  is 
reasonable  for  the  Individual  scientist  but  does  not  provide  an  adequate  l)ase 
for  broad  public  support  of  a  more  general  enterprise. 

It  is  true  that  much  of  science  was  defended  before  the  public  by  hard- 
headed  and  sophisticated  administrators.  They  were  convinced  that  science 
could,  if  properly  supported,  make  broad  contributions  to  society,  and  their 
plans,  aproaches,  and  public  attitudes  reflected  a  high  degree  of  realism.  These 
attitudes  prevailed  in  the  programs  for  the  exploitation  of  nuclear  energy,  in 
those  for  the  development  of  new  weapons,  and,  to  a  large  extent,  in  those 
aimed  at  alleviating  disease  and  disability. 

The  coupling  of  research  with  'broad  social  issues  was  less  well  articulated 
in  the  development  of  support  programs  for  basic  research,  or  for  the  "funda- 
mental research"  essential  in  scientifically  based  missions.  This  latter  type  of 
activity,  frequently  called  "mission-oriented  basic  or  fundamental  research," 
was  deemed  essential  to  an  agency's  mission  when  this  was  viewed  broadly 
and  with  a  concern  for  the  future.  However,  too  often  the  activity  was  buried 
within  a  complex  agency  budget  and  not  presented  as  an  essential  part  of  a 
rationally  evolving  program.  The  opportunity  was  missed  to  couple  funda- 
mental research  with  applications  and  developmental  activities,  particularly 
as  these  related  to  the  general  social  purposes  of  the  agency. 

For  many  areas  of  science  (medicine,  perhaps,  is  an  exception),  the  major 
impetus  for  expansion  was  external  to  science  as  such.  It  was  a  response  to 
deficiencies  in  U.S.  programs  perceived  when  other  nations  made  striking  tech- 
nological advances  that  had  implications  for  the  defense  of  this  Nation,  or 
that  generated  urgent,  but  i)Oorly  defined,  concern  for  national  prestige.  An 
example  is  the  sizable  influence  that  Sputnik  I  and  the  subsequent  evolution 
of  the  Russian  space  program  had  on  Federal  spending  for  research  and  de- 
velopment. This  event  did  more  than  change  the  order  of  magnitude  of  T'.S. 
R.  &  D.  exi)enditures  for  defense  and  space;  it  had  an  influence  on  all  areas 
of  R.  &  D.  In  fact,  by  precipitating  the  Office  of  Education  into  the  mainstream 
of  higher  education  through  enactment  of  the  National  Defense  Education  Act, 
it  may  well  have  changed  the  course  of  higher  education  in  this  country.  In 
any  case,  the  burgeoning  economy  of  the  United  States,  with  its  already  broad 
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technological  base,  imposed  few  serious  biidgetarj-  restrictions  on  science-pro- 
gram development  during  the  late  lOoO's  and  early  1960's. 

This  set  of  circumstances  permitted  science  in  the  United  States  to  grow 
more  or  less  in  accordance  with  its  own  internal  logic,  being  guided  more  hy 
considerations  of  excellence,  productivity,  and  freedom  of  individual  effort 
than  by  consideration  of  the  extent  to  which  it  might  satisfy  definable  social 
needs.  It  seems  likely  that  the  i^eriod  1945-65,  particularly  the  last  decade, 
will  be  viewed  in  retrospect  as  the  time  when  U.S.  science  reached  the  sum- 
mit of  broad  uncritical  public  support — which  might  be  called  the  "Augustan 
era"  of  American  science.  But  this  was  not  a  planned  "happening" ;  it  was 
more  an  accident,  or  spinoff  from  an  affluent  society's  making  bountiful  con- 
tributions to  science  for  diverse  and  often  vague  purposes.  Fortunately,  these  con- 
tributions were,  in  the  main,  managed  intelligently. 

Such  a  situation,  anomalous  as  it  appears,  in  retrospect,  to  have  been,  led 
to  the  evolution  of  programs  that  were  a  mix  of  basic,  applied,  and  develop- 
mental activities.  As  the  broad  program  evolved,  its  continued  support  and  growth 
depended  directly  on  obvious  concurrent  benefits  as  well  as  on  expectations 
for  the  future.  These  benefits  were  derived  largely  from  the  applied  and  de- 
velopmental portions  of  the  activity,  rather  than  from  the  basic  science  in- 
volved. Such  practical  benefits  dominated  most  presentations  of  accomplish- 
ments in  all  areas  of  science.  Meanwhile,  the  public  comprehension  of  research 
and  development  was  shaped  by  mass-media  information  techniques  which  pre- 
sented the  progress  of  science  as  a  stochastic  series  of  exciting  science  spectacu- 
lars, without  giving  any  sense  of  the  fabric  of  scientific  continuity  and  of  its 
underlying  warp  and  woof . 

One  wonders  what  the  public  attitudes  toward  science  would  be  today 
if  more  attention  had  been  devoted,  during  the  past  two  decades,  to  education 
of  the  public  in  the  internal  complexities  of  science,  and  in  the  relationship  be- 
tween scientific  discovery  and  technological  advance.  One  should  not  lightly  dis- 
miss the  role  that  presentation  of  the  adventure  of  scientific  discovery  can  play 
in  motivating  the  public  to  support  science.  But  it  is  important  for  scientists 
to  understand  that  the  motivating  forces  that  captured  public  interest  a  decade 
ago  have  little  relevance  today.  If  science  is  to  remain  healthy  and  vigorous  and  is 
to  continue  to  advance,  a  more  rational  basis  for  development  of  the  national  sci- 
ence effort  must  be  found. 

Despite  the  anomalies,  the  Nation  has  acquired  a  broad  and  vigorous  base 
in  most  general  areas  of  science.  During  the  present  i)eriod  of  fiscal  constraints, 
this  base  can  provide  a  sound  point  of  departure  for  the  next  stage  in  the  ex- 
ploitation of  the  Nation's  intellectual  resources  in  science  and  technology.  In  the 
meantime,  we  must  correst  the  fundamental  weaknesses  in  the  support  struc- 
ture, weaknesses  that  can  place  our  long-term  scientific  prospects  in  jeopardy. 

I  am  firmly  convinced  that  it  is  possible  to  improve  our  present  support  mech- 
anism for  science,  and  to  provide  for  a  more  rational  distribution  of  supports 
without  hampering  the  productive  activity  now  in  being.  I  am  also  convinced 
that  such  action  must  be  accompanied  by  a  coupling  of  activities  aimed  at  the 
acquisition  of  new  knowledge  and  activities  aimed  at  applying  that  knowledge 
for  the  attainment  of  social  objectives. 

Because  the  changes  required  will  involve  a  sharp  departure  from  the  past, 
such  a  development  will  require  very  thoughtful  planning.  Much  is  at  stake,  afld 
there  is  no  precedent  or  established  design  to  guide  us. 

Before  consideration  how  our  national  science  effort  can  be  made  more  effec- 
tive, one  must  clearly  understand  the  distribution  and  magnitude  of  our  cur- 
rent scientific  effort  and  the  critical  strengths  and  deficiencies  of  present  support 
mechanisms,  and  have  some  perception  of  the  social  needs  that  will  provide 
the  ultimate  gage  of  relevance  and  progress.  Such  a  mix  of  substantive,  policy, 
and  procedural  considerations  is  not  amenable  to  simple  treatment — certainly 
not  if  one  attempts  to  consider  science  and  its  usefulness  as  a  whole.  However, 
it  is  possible  to  examine  a  major  segment  of  science  in  these  terms  and  later 
review  the  results  for  their  relevance  to  all  fields  of  science.  Sudh  considera- 
tions could  then  provide  a  basis  for  designing  overall  national  i>ollcies. 

The  discussion  of  the  biomedical  sciences  which  follows  is  not  such  a  definitive 
analysis.  It  is,  rather,  a  series  of  reflections  on  some  of  the  more  imi)ortant  issues. 
Furthermore,  I  have  selected  the  blomedical-science  area  for  comment  more  be- 
cause of  my  acquaintance  with  that  area  than  because  of  a  judgment  on  its 
relative  importance. 
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BIOMEDICAL  RESEARCH — 1968 

The  striking  World  War  II  advances  in  medicine,  a  progressive  public  un- 
derstanding of  the  socioeconomic  burden  of  chronic  illness,  and  our  ignorance 
in  relevant  areas  of  science  led  to  a  general  acceptance  of  the  view  that  the 
ultimate  resolution  of  major  disease  problems  was  possible  only  through  re- 
search and  the  acquisition  of  wholly  new  knowledge — ^fundamental  as  well  as 
applied.  These  views  led  to  the  enactment,  during  the  late  1940's,  of  the  land- 
mark legislation  which  was  the  basis  for  the  development  of  the  modem  NIH 
programs  for  the  support  of  biomedical  research.  However,  during  these  initial 
stages  of  the  organic  growth  of  NIH  and  other  Federal  programs,  the  complexity 
of  the  biomedical  problems  and  the  proper  scale  of  an  effort  that  would  satisfy 
the  needs  were  matters  not  seriously  considered  or  generally  discussed. 

The  longer  term  aspects  of  furthering  medical  capability  were  first  presented 
formally  by  NIH  to  the  Department  of  Health,  Education,  and  Welfare  in  the 
summer  of  1955,  in  a  series  of  discussions  with  the  then  Secretary,  Marion 
Folsom.  This  resulted  in  general  agreement  on  the  need  to  expand  broadly  the 
research  support  programs  of  NIH,  the  pace  to  be  determined  by  the  availability  of 
scientific  resources  rather  than  by  any  specific  limitation  on  dollars.  It  was  also 
agreed  that  the  existing  science  base  was  inadequate  for  the  major  effort  to  be 
applied  and  for  development  programs  directly  targeted  on  the  clearly  visible 
great  medical  problems.  It  was  also  apparent  that  the  available  manpower  and 
facilities  were  insufficient  for  exploiting  the  scientific  opportunities  or  for  mount- 
ing an  attack  commensurate  with  the  seriousness  of  the  problems  posed  by  dis- 
ease. 

Major  expansion  of  fellowship  and  graduate  education  programs,  designed  to 
produce  scientists  rather  than  medical  specialists,  was  proposed  and  approved.  A 
precedent-'breaking  program  of  Federal  assistance  for  the  construction  of  medical 
educational  and  research  facilities  was  presented,  but  this  program  fell  afoul 
of  the  then  strong  congressional  opposition  to  Federal  entry  into  education,  and 
the  lack  of  broad  support  from  the  academic  sector.  When  finally  enacted,  in  1956, 
this  legislation  decoupled,  for  support  purposes,  science  from  professional  edu- 
cation and  provided  for  the  construction  of  research  facilities  only. 

Secretary  Folsom  was  responsible  for  another  action  of  far-reaching  con- 
sequence. He  commissioned  a  committee  to  inquire  into  many  of  the  important 
issues  confronting  biomedical  research.  This  gave  rise  to  a  report,  commonly 
called  the  "Bayne- Jones  Report"  (1),  which,  together  with  a  later  report  com- 
missioned by  the  Senate  Appropriations  Committee,  the  so-called  Jones  report 
(2),  provided  much  of  the  basis  for  the  vigorous  but  rational  support  of  the  bio- 
medical sciences  by  congressional  leaders.  These  two  reports  also  provided  the 
philosophical  and  practical  basis  for  an  attempt  by  Folsom's  successor.  Secretary 
Felmming,  to  redress  some  of  the  imbalances,  within  institutions,  being  gen- 
erated by  the  "project  grant"  as  the  sole  instrument  of  federal  support  in  the 
expansion  of  biomedical  research  and  related  training.  Secretary  Flemming  was 
successful  in  obtaining  from  Congress  an  amendment  to  the  Public  Health  Service 
Act  authorizing  the  award  of  "grants  for  the  general  support  of  research  and 
research  training  programs"  (3)  of  institutions.  This  was  the  origin  of  the 
institutional  support  programs  of  NIH,  represented  by  NIH  general  research 
support  grants,  biomedical  science  support  grants,  and  health  science  advance- 
ment awards. 

The  events  of  the  late  1950's  are  of  special  interest  as  we  search  out  the  origins 
of  deficiencies  in  the  present  project-grant  system  of  research  support.  It  was 
proposed  initially  that  a  substantial  portion  of  the  total  Federal  support  of  re- 
search should  be  general  support.  In  the  first  year,  5  percent  of  the  total  budgeted 
research  grants  to  be  made  would  be  in  the  form  of  general  research  and  train- 
ing grants.  This  was  to  increase  to  10  percent  in  the  second  year  and  15  percent 
in  the  third  year.  An  additional  2  to  3  years,  it  was  believed,  would  be  needed 
for  a  definitive  study  of  the  effectiveness  of  the  program.  This  study  would  pro- 
vide the  basis  for  determining  what  proportion  of  total  grant  funds  should  be 
made  available  through  project  grants  and  what  proportion  through  general 
grants.  The  latter,  it  was  suggested,  might  well  constitute  25  to  30  i>ercent 
of  the  total.  Unfortunately  these  proposals  found  little  merit  in  the  eyes  of  the 
individual  scientist  and  his  immediate  supporters,  since  it  appeared  that  they 
would  diminish  the  share  of  resources  available  to  him  and  his  field. 

Furthermore,  attitudes  toward  such  concepts  of  funding  were  affected  by 
the  trend  toward  focusing  of  popular  interest  and  attention  on  specific  achieve- 
ments. For  example,  in  the  field  of  cardiovascular  medicine  it  has  been  more 
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convenient  to  view  research  progress  in  terms  of  the  progression  from  "blue- 
baby"  operations,  through  complex  vascular  surgery  and  open-heart  surgery, 
to,  finally,  heart  transplantation  than  to  consider  the  vast  scope  of  the  inter- 
related basic  scientific  effort  that  necessarily  preceded  each  of  these  achieve- 
ments. And  it  has  been  in  the  past,  and  indeed  still  is,  simpler  to  raise  funds 
for  quite  explicit  programs  which  tend  to  be  short  term,  such  as  the  testing 
of  a  specific  drug,  than  for  longer  range  and  more  complex  studies  that  are  more 
general  in  nature  but  are  necessary  if  substantial  advance  is  to  be  achieved. 
The  project  system  tends  to  foster  continued  emphasis  on  short-term  prospects 
and  on  individual  science  spectaculars.  These  circumstances  lead  to  an  environ- 
ment within  which  the  scientist  can  expect  to  be  asked,  much  to  his  consterna- 
tion, "What  have  you  done  for  me  lately?" 

In  such  an  environment,  and  in  light  of  the  traditional  disaste  for  Federal 
intervention  in  the  educational  process,  it  is  not  surprising  that  medical  schools 
delayed  asserting  even  a  modest  need  for  Federal  support  for  their  basic  educa- 
tional programs  until  the  early  1960's.  It  is  only  during  the  past  year  that  the 
medical  schools  and  the  medical  profession  have  agreed  that  massive  support 
is  essential  for  both  current  and  expected  educational  programs  if  these  institu- 
tions are  to  meet  the  broad  social  objectives  that  society  has  placed  before  them. 
Similarly,  only  recently  has  serious  attention  been  given  to  the  general  needs 
of  university-based  science  and  education.  The  translation  of  these  needs  into 
fully  realistic  Federal  programs  and  appropriations  has  yet  to  be  achieved. 
These  perceptions  of  need  come,  unfortunately,  at  a  time  of  heavy  demands  on 
the  Federal  budget,  associated  with  broad  social  turmoil,  rapidly  mounting 
Federal  costs  for  education  and  R.  &  D.  in  general,  and  enervating  international 
commitments. 

I  should  emphasize  at  this  point  that  there  is  indeed  an  imbalance  between 
support  of  research  and  support  of  education  in  our  professional  and  graduate 
schools,  and  that  there  are  broad  deficiencies  in  both  the  educational  and  the 
socially  oriented  service  functions  of  these  institutions.  The  genesis  of  the  prob- 
lems, however,  is  not  the  development  of  a  massive  federally  supported  research 
activity,  as  is  frequently  alleged,  but,  rather,  the  long  delay  in  recognizing, 
and  in  gaining  consensus  on,  the  parallel  role  the  Federal  Establishment  should 
play  in  the  progressive  evolution  of  broad  educational  programs  and  socially 
oriented  service  programs.  This  role  has  not  yet  been  comprehensively  defined. 

But  for  all  these  deficiencies  of  the  support  system,  a  highly  diversified  bio- 
medical research  activity  has  been  developed.  This  is  widely  dispersed  across 
the  Nation  and  is  generally  characterized  by  excellence.  Its  major  weaknesses 
stem  from  the  support  of  research  alone  in  a  situation  in  which  research, 
education,  and  service  are  intimately  mixed,  and  from  the  almost  exclusive  use 
of  project  systems  of  support  by  all  agencies.  These  two  characteristics  of  the 
support  system  have  resulted  in  a  fundamental  instability  of  institutions  of 
higher  education  at  the  very  time  that  new  and  broad  educational  and  social 
functions  are  being  imposed  upon  them. 

REMEDIAL  ACTION 

I  turn  now  to  consideration  of  what  I  believe  must  be  done  to  provide  a 
solid  base  for  the  further  development  of  the  biomedical  sciences.  Clearly,  what- 
ever is  planned  must  be  planned  in  relation  to  the  general  problems  of  educa- 
tion and  institutional  development.  Note  must  also  be  taken  of  the  pressing 
service-related  activities  of  many  of  the  institutions  involved. 

I  do  not  present  any  detailed  arguments,  only  a  few  broad  generalizations. 
I  trust  these  will  be  viewed  by  some  as  informed  judgments,  since  I  know  they 
will  be  taken  by  many  as  a  statement  of  personal  prejudices. 

Institutional  support. — To  meet  the  needs  and  correct  the  deficiencies  of  the 
complex  programs  I  am  discussing,  substantial  funds  must  be  made  available  di- 
rectly to  institutions  of  higher  education  for  general  support  of  their  basic 
graduate  and  professional  educational  fimctions.  These  funds  must  be  adequate, 
and  must  be  made  available  by  mechanisms  which  permit  the  institution  as  a 
whole  to  grow  and  to  attain  general  educational  competence  as  well  as  the  great- 
est possible  degree  of  excellence.  Further,  these  objectives  must  be  attained  with- 
in a  system  of  support  that  gives  the  Federal  sponsor  assurance  that  the  broad 
public  objectives  for  which  the  funds  are  made  available  are  indeed  being  well 
served. 

If  the  Federal  Establishment  provides  this  type  of  funding,  the  amounts  will 
be  substantial.  This  in  turn  will  impose  on  the  university,  in  the  areas  of  graduate 
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and  medical  education,  wholly  new  obligations.  The  universities  and  medical 
schools  will  have  to  indicate  the  size  and  scope  of  the  central  educational  func- 
tion, upon  which  their  educational  achievement  will  be  judged.  P\irther,  methods 
will  have  to  be  developed  for  assessing  the  quality  of  the  central  educational 
enterprise  that  is  supported.  For  example,  medical  schools  that  receive  general 
support  funds  because  of  an  urgent  financial  crisis  in  their  funding  must  realize 
that  this  is  possible  for  a  year  or  two  in  an  acute  emergency  but  is  not  a  normal 
or  indeed  an  adequate  base  for  long-term  support,  and  certainly  is  not  a  rational 
basis  for  long-term  development. 

Given  a  more  adequate  and  more  stable  financial  base,  institutions  of  higher 
education  could  plan  their  overall  development  in  the  light  of  the  broad  educa- 
tional and  social  responsibilities  they  have  recently  acquired.  Beyond  this  cen- 
tral core  of  support,  the  project  system  of  grants  and  contracts  can  continue  to 
provide  the  principal  means  for  extension  of  mission-oriented  research  programs. 

Support  of  mission-oriented  research. — Once  the  institutional  integrity  of  in- 
stitutions of  higher  education  has  been  secured  by  general  support  programs, 
the  mission-oriented  agencies  of  the  Federal  Establisliment  can  move  more  di- 
rectly toward  accomplishment  of  their  special  missions.  They  can  be  more  free 
in  selecting  the  institutions  that  are  to  receive  support  for  research  and  develop- 
ment. Also,  the  terms  and  conditions  of  their  awards  can  directly  reflect  the  pro- 
gram needs  of  the  agencies'  objectives  rather  than  a  compromise  between  the  mis- 
sion needs  of  an  agency  and  the  sometimes  overriding  needs  of  higher  education, 
as  is  now  the  case.  With  institutional  integrity  assured,  the  way  begins  to  open 
for  an  enlarged  and  more  sharply  focused  research  activity,  accompanied  in 
many  cases  by  a  much  greater  measures  of  national  organization  than  now 
exists  (4). 

Elements  of  such  organized  research,  when  it  is  performed  within  an  academic 
environment,  can  enrich  the  academic  environment.  However,  such  activity  will, 
I  believe,  be  increasingly  performed  in  research  environments  peculiarly  devised 
for  such  complex  but  coherently  related  research  undertakings,  be  these  in  uni- 
versities, medical  centers,  research  institutions,  national  laboratories,  or  in- 
dustry. In  this  case,  the  further  development  of  the  undifferentiated  base  of  the 
biomedical  sciences  will  proceed  in  academic  environments  devised  to  provide  the 
essential  coupling  of  research  and  education,  and  will  be  supported  as  an  objec- 
tive apart  from,  but  complementary  to,  mission  programs. 

Allocation  of  resources. — Other  requirements  must  be  met  if  the  mix  of  under- 
takings noted  above  is  to  be  productive.  The  first  requirement  is  a  better  in- 
formation system,  one  capable  of  providing  an  on-going  analysis  of  the  nature 
and  extent  of  scientific  effort  in  areas  of  direct  relevance  to  broad  problems  in 
medicine  and  health.  What  is  needed  is  not  a  system  that  provides  for  the  simple 
storage  and  retrieval  of  documents  or  indeed  of  the  data  and  other  information 
they  contain.  Rather,  the  system  must  be  capable  of  providing  analyses  and 
arrays  of  information  specifically  relevant  to  broad  sets  of  problems  perceived 
from  an  overall  point  of  view  (5) . 

The  present  informational  systems  of  Federal  agencies  may  satisfy  agency  pur- 
poses, but  they  do  not  satisfy  the  broader  national  need.  For  example,  NIH  sup- 
ix)rts  only  about  40  percent  of  all  biomedical  research  and  about  55  percent  of 
all  biomedical  research  supported  by  the  Federal  establishment.  The  rest  is 
derived  from  other  agencies — 'the  Atomic  Energy  Commission,  the  Department 
of  Defense,  NASA,  the  National  Science  Foundation,  the  Veterans'  Administra- 
tion, the  Department  of  Agriculture,  and  other  portions  of  the  Public  Health 
Service.  There  is  not  now  any  simple  mechanism  for  analyzing  all  these  activities 
insofar  as  they  relate  to  the  generalities  of  biomedical  research.  The  analysis 
envisaged  would  not  be  a  simple  consideration  of  the  biomedical  sciences  as  such 
but,  rather,  would  be  an  analysis  of  research  and  training  in  relation  to  the 
broader  national  objectives  in  the  field  of  health.  In  this  fashion  science  would 
assume  its  proper  place  as  a  comi^etitor  for  the  Federal  dollar. 

Viewed  in  this  light,  research  activity  can  be  classified  in  very  broad  categories 
for  central  consideration  of  priorities  in  terms  of  social  objectives.  The  allocation 
of  resources  then  becomes  manageable.  One  must  accept  the  condition  that  such 
allocations  must  reflect  a  number  of  value  judgments  and  are  not  amenable  to 
simple  linear  scaling. 

Central  consideration  of  the  use  of  science  and  technology'  in  the  promotion 
of  health  would  be  paralleled  by  central  consideration  of  their  use  in  relation  to 
defense ;  space ;  resources,  including  energy  and  minerals ;  food ;  civil  needs,  in- 
eluding  environment,  housing,  transportation,  and  many  problems  of  our  cities; 
and,  finally,  the  knowledge  base  and  general  education. 
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One  cannot  hold  a  brief  for  any  high  degree  of  specificity  or  precision  at  this 
stage  of  development  of  a  central  program  analysis  and  planning  activity.  One 
must  recognize  that  our  political  system  now  makes  resource  allocations  for 
science  that  are  quite  explicit,  but  does  so  by  a  series  of  judgments  made  in 
relative  isolation  from  each  other.  It  does  not  seem  very  bold  to  say  that  this 
decision  process  can  be  improved,  and  that  allocations  can  be  made  among 
science  areas,  with  some  consideration  given  to  the  probable  value  of  science 
to  society.  Since  allocations  to  individual  areas  of  science  can  never  be  absolute 
in  the  absence  of  unlimited  resources,  the  allocation  process  must  i>ermit  com- 
parative assessment  of  competing  fields.  Finally,  for  broad  acceptance  by  the 
public,  the  allocation  process  must  provide  input  not  only  from  science,  the 
generator  of  new  knowledge,  but  also  from  technology,  the  applier  of  new 
knowledge,  and  from  the  consiuner.  the  user  of  technological  applications. 

Such  a  proposal  is  tantamount  to  suggesting  the  designation  of  a  series  of 
cognizant  agencies  for  information  assembly  and  analysis.  These  would  not 
reflect  departmental  or  agency  operational  structure. 

Some  central  apparatus. — However,  for  effective  utilization  of  the  organized 
flow  of  information  produced  by  such  cognizant  agencies,  such  information  would 
have  to  be  collated  at  a  high  point  in  the  executive  branch,  a  point  at  which  the 
critical  policy  and  allocation  decisions  that  would  influence  program  development 
in  science  and  education,  and  in  the  use  of  science  for  other  social  purposes, 
would  be  made.  These  decisions  are  so  important  that  the  level  for  collation  of 
information  could  be  no  lower  than  that  at  which  the  National  Security  Council 
and  the  Council  of  Economic  Advisers  operate. 

With  a  suitable  central  apparatus  it  might  be  possible  to  diminish  the  present 
chaotic  competition  for  research  and  development  funds  among  the  major  areas 
of  scientific  endeavor — the  competition  between  the  needs  of  research  and 
education — and  to  consider  these  needs  in  relation  to  broad  social  needs  and 
national  purposes.  The  evolution  of  an  increasingly  firm  sense  of  national  capabil- 
ities and  priorities  would  permit  clearer  expression  of  our  national  puri)oses  in 
the  pursuit  and  utilization  of  new  knowledge. 

I  fully  realize  that  we  now  have  many  central  mechanisms  for  program 
review  and  policy  advice,  but,  without  considering  each  one  in  detail,  I  would 
hold  that  no  one  of  them,  nor  indeed  a  combination  of  all,  is  adequate  for  our 
future  needs  and  puri>oses. 

GEXERAL  PROSPECTS  AND  PROBLEMS 

But  to  return  to  the  future  of  the  biomedical  sciences,  the  sequence  of  thoughts 
that  I  would  like  to  leave  with  you  is  as  follows  : 

(1)  The  socioeconomic  burden  of  disease  is  inordinate. 

(2)  The  economic  cost,  the  most  direct  indicator  of  which  is  the  unit  cost 
of  medical  care,  continues  to  rise  geometrically  with  time. 

(3)  The  conquest  of  serious  disease  and  attainment  of  the  essentials  for  a 
better  quality  of  life  are  not  visionary  goals.  They  will,  however,  require  a 
substantial  expansion  of  research  under  circumstances  that  provide  comparably 
well-developed  support  for  educational  and  service  programs. 

(4)  A  prime  essential  for  such  accomplishments  is  the  development  of  central 
analysis  and  planning  functions  that  are  adequate  to  the  task  of  ordering  national 
priorities  and  serve  as  a  basis  for  the  allocation  of  resources  among  broad  fields 
of  science  and  within  the  biomedical  field. 

(5)  There  must  be  developed,  in  parallel  with  the  expansion  of  research  and 
the  development  of  central  analysis  and  planning  functions,  and  adequate  public 
information  program  that  portrays  not  only  achievement  but  also  prospects  and 
problems. 

I  would  emphasize  that  each  area  of  science  has  its  own.,  special  problems. 
Biochemical  science  is  no  exception.  It  shares  some  of  its  problems  with  medical 
education  and  medical  service. 

These  problems  stem  from  a  public  awareness  of  our  deficiencies  in  knowledge. 
The  public  has  immediate  exi^erience  of  disease,  disability,  and  death.  More- 
over, it  has  become  exquisitely  sensitive  to  certain  deficiencies  in  our  system  of 
medical  education.  Such  public  knowledge,  even  though  only  partial,  is  too 
frequently  the  basis  of  emotional  outpourings  that  result  from  nonavailability  of 
physicians  at  times  of  medical  need,  or  from  individual  failures  of  diagnosis  and 
therapy. 

Furthermore,  members  of  the  general  community  have  reason  to  be  dissatisfied 
with  the  results  of  scientific  "tours  de  force"  presented  as  scientific  spectaculars 
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but  having  little  relevance  to  their  own  problems.  They  have  seen  new  drugs 
produce  defective  children,  and  they  have  been  told  that  the  triumphs  of  molecular 
biology  can  lead  to  a  social  evil  as  well  as  to  social  good.  They  rightly  care  less 
about  the  niceties  of  bureaucratic  structure  than  about  the  productivity  of  the 
total  enterprise,  and  they  have  a  right  to  have  the  fields  of  science,  education, 
and  service,  as  these  relate  to  medicine,  presented  to  them  in  a  more  unified 
and  understandable  fashion.  They  have  a  right  to  a  more  realistic  presentation 
of  the  goals  that  members  of  the  .scientific  community  have  set  for  themselves, 
and  of  the  prospects  of  .success,  as  well  as  a  right  to  some  conception  of  the 
mechanics  of  the  process,  including  some  appreciation  of  the  projected  time 
base.  While  they  may  not  need  to  know  more  about  the  distribution  of  these 
activities  within  the  academic  and  Federal  structures,  they  have  a  right  to 
demand  that  bureaucratic  considerations  of  departmental  autonomy,  in.stitutional 
individuality,  and  freedom  of  the  individual  .scientists  will  not,  in  themselves, 
impose  barriers  to  the  development  of  a  sound  science  and  the  rapid  translation 
of  new  knowledge  into  a  readily  available  medical  capability. 

I  am  convinced  that  the  trend  of  re.search,  education,  and  service,  as  these 
relate  to  medicine,  will,  even  more  in  the  future  than  today,  be  the  concern  of 
the  people  who  are  consumers  of  the  final  product,  and  that  this  concern  will 
nu  reasingly  be  refleced  in  congressional  attitudes.  If  this  view  is  generally 
correct,  then  I  would  judge  that,  although  there  will  be  no  riots  in  the  streets, 
there  could  be  generated  high  public  pressures  for  change,  which  could  be 
misguided. 

I  would  hope  that  we  can  accomplish  the  necessary  organizational  and 
bureaucratic  changes  through  rational  proce.sses  within  the  scientific  community 
and  the  branches  of  Government  rather  than  at  the  hands  of  a  disenchante<l 
public. 
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Special  Article — Medicine  Policy  and  the  Private  Sector^ 

A  consideration  of  some  organizational  deficiencies 

(James  A.  Shannon,  M.D.) 

Abstract. — The  development  of  a  sound  public  policy  for  medicine  re- 
quires awareness  not  only  of  the  internal  needs  of  the  profession,  but 
also  of  the  economic  and  social  pressures  in  areas  of  medical  re.search, 
training  and  practice.  Progress  in  correcting  deficiencis  in  these  areas 
has  been  halting  and  fragmentary ;  improvements  have  been  urged,  but 
their  substantive  nature  not  defined.  Private  organizations  (the  AMA, 
Association  of  American  Medical  Colleges,  si)ecialty  groups)  tend  to  have 
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a  limited  outlook;  whereas  the  instruments  of  government  are  subject 
to  political  pressures  and  the  need  for  compromise.  To  provide  the  capa- 
bility needed  to  deal  with  the  broad  problems  of  medicine  and  its  inter- 
face with  society,  a  new  institution,  a  National  Academy  of  Medicine, 
should  be  established.  Such  an  Academy,  independent  but  also  associated 
with  the  National  Academies  of  Science  and  Engineering,  should  serve 
effectively  to  guide  policy  and  action  in  matters  involving  medical  sci- 
ences, education  and  services. 

The  Nation's  continuing  concern  for  health  is  attested  to  by  the  large  volume 
of  health  legislation  during  the  past  5  to  7  years.  This  body  of  new  law  and  the 
subsequent  appropriations  emphasize  the  view  that  good  health  should  be  avail- 
able to  our  citizens  as  a  right  rather  than  as  a  privilege.  Its  major  thrust  is  in 
the  area  of  health  services. 

Most  of  the  new  authorities  are  directed  toward  highly  si)ecific  objectives. 
Some  emphasize  the  health  needs  of  particular  population  groups.  These  are  de- 
fined by  age,  economic  capability,  legal  dei>endency  status  (such  as  veterans, 
merchant  seamen  and  Indians)  or  category  of  disease  (that  is,  heart,  cancer 
and  stroke,  mental  illness  and  so  forth).  Other  authorities  i^ermit  programs 
directed  toward  the  relief  of  deficits  in  particular  health  resources — for  example, 
manpower,  facilities  or  organizational  settings  for  delivery  systems.  Physician? 
are  generally  aware  of  these  new  programs  and  the  multiple  agencies  responsible 
for  their  execution,  including  the  Department  of  Health,  Education,  and  Wel- 
fare (DHEW),  Veterans'  Administration  (VA),  OflBce  of  Economic  Opportunity 
(OEO)  and,  to  a  lesser  extent.  Department  of  Housing  and  Urban  Affairs  (HUD) . 
The  programs  have  a  direct  influence  on  the  day-to-day  activities  of  the  physician. 

The  body  of  health  law  is  now  highly  complex,  partly  because  the  new  programs 
are,  in  addition  to  a  number  of  others,  the  responsibility  of  additional  agen- 
cies already  heavily  involved  in  the  biomedical  sciences  and  medicine.  Some  pro- 
grams are  concerned  with  developing  new  biomedical  knowledge  for  their  own 
specialized  needs.  They  may  also  support  the  production  of  scientific  manpower. 
Others  are,  in  addition,  large  users  of  biomedical  scientists,  physicians  and  re- 
lated health  personnel — these  include,  in  addition  to  the  agencies  listed  above, 
the  Atomic  Energy  Commission  (AEC),  National  Aeronautics  and  Si>ace  Ad- 
ministration (NASA)  and  the  Department  of  Defense  (DOD).  Still  others  are 
concerned  increasingly  with  the  quality  of  our  environment  and  the  regulation 
of  the  quality  of  our  food  supply,  our  drugs  and  our  biologic  products,  functions 
primarily  centered  in  DHEW  but  also  included  in  the  programs  of  the  Depart- 
ment of  the  Interior  (DOI)  and  the  Department  of  Agriculture  (DA). 

It  is  not  surprising,  with  this  complexity  of  goals  and  organizational  settings, 
that  programs  tend  to  be  examined  individually,  not  in  comparison  with  parallel 
programs  with  common  general  objectives.  Also,  the  generally  worthy  objec- 
tives of  '"good  health  as  a  right''  and  a  ''high-quality  environment"  cannot  be 
easily  reduced  to  a  series  of  firm  national  goals,  that  in  turn  can  be  the  basis 
of  realistic  long-range  planning. 

Furthermore,  as  new  programs  are  undertaken,  there  is  decreasing  economic 
capability  to  give  them  needful  support  and  at  the  same  time  satisfy  the  needs 
of  previously  established  programs,  sound  objectives  of  which  are  yet  to  be 
achieved.  In  such  a  situation,  the  performer  of  a  research,  educational  or  service 
function  complains  about  the  paucity  of  funds  available  to  his  own  particular 
area  of  concern,  about  national  priorities  as  the.se  are  expressed  in  the  Federal 
budget  or  about  the  administrative  arrangements  for  program  execution.  There 
are  indeed  causes  for  some  of  these  complaints,"  but  it  is  to  be  emphasized 
that  there  is  equal  cause  for  complaints  about  the  oi^eration  of  the  professional 
forces  in  the  private  sector. 

It  is  with  these  considerations  in  mind  that  this  discussion  will  address 
it.self  to  to  some  problems  that  surround  the  development  of  sound  public 
policy  for  medicine, 

CO]^rPETEXCIES  AXD  DEFICIEXCIES 

Traditionally,  medicine  as  a  profession  has  been  characterized  by  intellec- 
tual rigor  and  high  humanitarian  purpose.  It  has  attracte<l  to  it  better  than 
average  minds  willing  and  able  to  withstand  a  stern  and  demanding  process 
of  education.  The  essential  combination  of  research  and  education  that  is  the 
basis  of  medical  progress  has  requireil  a  concentration  of  excellence  within 
the  Nation's  educational  and  associated  institutions. 


2  Shannon,  J.  A.,  Science  and  social  purpose.  Science  163  :769-773,  1969. 
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Since  the  1920's,  tliis  general  base  of  medical  excellence  has  been  progres- 
sively extended  to  encompass  an  array  of  university-trained  scientists  and  edu- 
cators and  so  provide  a  broad  knowledge  base  for  medicine.  During  the  past 
decade  or  so  we  have  experienced  a  second  expansion  of  the  disciplinary  base  of 
medicine.  Now,  in  addition  to  the  basic  biosciences,  the  advance  of  medicine 
draws  upon  elements  of  the  physical  sciences,  mathematics  and  engineering  and, 
more  recently,  the  behavioral  and  social  sciences.  In  the  aggregate  these  new 
skills  provide  better  insight  into  human  ecology  in  health  and  in  disease  and 
are  essential  to  the  application  of  knowledge  in  the  development  of  more  sophis- 
ticated health  services.  Such  services,  once  limited  to  complex  modern  hospital 
settings,  are  now  in  the  process  of  a  more  rational  decentralization  to  the  com- 
munity, including  communities  now  operating  at  a  level  of  medical  indigency. 

One  could  realistically  anticipate  that  the  profes^sions  concerned  with  health 
would  be  acutely  aware  and  readily  responsive  not  only  to  the  internal  needs 
of  medicine  but  also  to  the  economic  and  social  pressures  on  medicine  in  areas 
of  research,  education  and  service.  One  could  anticipate  also  that  leadership 
within  these  related  professions  would  guide  these  pressures  in  an  enlightened 
fashion  so  that  they  could  be  channeled  along  sound  and  productive  lines  of 
development  in  the  total  national  interest. 

There  are  many  examples  of  response  and  of  leadership  that  have  emerged, 
but  as  a  general  phenomenon,  the  rate  of  their  development  has  not  been 
dramatic  and  the  coverage  of  problem  areas  less  than  adequate.  The  analyses 
of  deficiencies  in  research,  in  education  and  in  service  that  require  national 
corrective  action  have  been  quite  halting  in  character,  and  programs  for  the 
meaningful  modification  of  the  professional  objectives  of  medicine  are  still 
only  tentative  in  nature. 

Research 

A  broad  and  vigorous  science  base  for  medicine  has  been  developed  during 
the  past  tw^o  decades,  but  the  long-term  national  commitment  to  support  the 
realistic  mix  of  fundamental,  applied,  and  developmental  research  capability 
thus  far  achieved  will  probably  undergo  atrophy  and  deterioration  in  the  decade 
ahead  unless  the  level  of  support  essential  to  its  continuation  and  extension  is 
provided.  But  medicine  as  a  public  voice  is  singularly  silent  concerning  this 
prospect.  Of  more  serious  portent  is  the  fact  that  continued  support  of  re- 
search at  current  levels  is  viewed  by  a  substantial  number  of  professionals  as 
being  increasingly  inimical  to  medical  education  and  service.  Unfortunately, 
there  is  little  recognition  that  broad  deficiencies  in  national  support  for  the 
latter  two  areas  increase  rather  than  diminish  the  importance  of  reasonable 
constructs  for  the  integrated  consideration  of  the  needs  of  the  related  areas 
of  research,  education,  and  service. 

Education 

Programs  of  education  still  reflect  to  an  inordinate  degree  the  revolution  in 
medical  education  of  the  twenties.  Only  recently  has  medical  education  begun 
to  consider  the  needs  of  the  seventies  and  beyond.  Apart  from  substantive 
changes  that  are  beginning  to  take  place  in  the  educational  process,  the  public 
attitude  toward  the  medical-educational  enterprise  has  changed ;  some  of  this 
is  bad,  and  some  good.  On  the  good  side,  these  educational  institutions  are  viewed 
as  national  resources  warranting  Federal  subsidy.  On  the  bad  side,  there  are 
forces  that,  because  of  demands  for  volume  production  of  health  manpower, 
could  turn  many  of  these  professional  schools  into  ones  of  technology. 

Again,  medicine  in  general,  though  vocal  on  the  need  for  change,  is  largely 
silent  about  the  nature  of  desirable  change.  The  substantive  changes  in  medical 
education  that  are  now  beginning  to  take  place  are,  for  the  most  part,  the 
result  of  the  efforts  of  individual  institutions.  Such  progress  as  has  been  made 
is  less  than  decisive.  The  innovation  undertaken  has  generally  been  the  result 
of  considering  the  4-year  segment  of  professional  education  in  isolation  from 
the  possibility  of  much  broader  change  in  the  sequence  of  the  total  educational 
experience.  Most  of  the  changes  have  also  been  generally  considered  out  of 
context  with  parallel  programs  of  graduate  education  in  the  biomedical  sciences. 

Service 

Systems  for  the  delivery  of  public  and  i>ersonal  health  services  are  seriously 
deficient  measured  in  terms  of  their  ability  to  satisfy  all  the  needs  of  the  Nation. 
Efforts  to  correct  the  perceivable  deficiencies  of  these  systems  or  "nonsystems" 
tend  to  reflect  the  past,  not  the  opportunities  of  the  future.  It  is  true  tha  bold 
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new  ventures  in  the  health-service  area  may  contain  unperceived  hazards  as 
well  as  anticipated  benefits.  Nevertheless,  there  is  only  now  beginning  meaning- 
ful innovation  in  the  utilization  of  new  mixes  of  health  manpower  and  new 
institutional  settings  that  can  be  expected  to  yield  solid  answers  to  the  serious 
questions  i)erceivable  today  and  likely  to  dominate  the  medical-service  area 
during  the  seventies — and  the  seventies  are  now  upon  us.  New  models  of  de- 
livery systems  are  beginning  to  emerge,  but  they  are  evolving  at  a  very  slow 
rate.  Unfortunately  for  the  whole,  much  of  the  innovation  is  directed  toward 
satisfying  unmet  needs  of  special  population  groups,  whereas  the  mainstream 
of  effort  in  the  medical-services  area  seems  unmoved  by  present  general  inade- 
quacies, which  could  become  serious  emergencies  in  the  next  decade.  There  is  no 
"conspiracy  of  silence"  concerning  deficiencies  in  health  delivery  systems,  but 
then  there  is  less  than  adequate  action  from  within  medicine  concerning  either 
the  definition  of  the  deficiencies  themselves  or  corrective  action  that  might  be 
taken. 

But  the  damage  due  to  inattention  or  lack  of  organized  concern  is  not  irrep- 
arable. All  is  not  bad  for  the  scientist  concerned  with  research,  the  scientist 
professional  concerned  with  education,  or  the  professional  primarily  concerned 
with  the  provision  of  services.  For  continued  stress  in  all  these  areas  is  a 
certainty,  and  stress  begets  change,  and  to  the  thoughtful,  this  provides  the 
opportunity  for  innovation. 

Thus,  I  return  to  the  basic  problem  and  it  must  be  posed  with  some  sense  of 
urgency :  How  can  one  institutionalize  the  thoughtful  consideration  of  each 
of  these  interrelated  areas  of  endeavor — medical  research,  education,  and  serv- 
ice—with a  view  to  evolving  effective  constructs  for  action?  Furthermore,  an 
analysis  of  deficiencies  is  only  a  beginning.  It  must  be  followed  by  plans  for 
corrective  action,  and  there  must  also  be  a  willingness  to  support  such  plans 
with  vigor  in  both  the  social  and  the  political  arena.  The  latter  point  is 
particularly  important  since  the  matters  are  as  much  economic  and  social  as 
medical,  and  have  long  since  been  the  concern  of  an  array  of  economists  and 
sociologists  as  well  as  both  the  executive  and  legislative  branches  of  the 
Government. 

Legislative  programs  of  recent  years  to  deal  with  these  problems  have  had 
too  little  thoughtful  and  constructive  consideration  of  a  meaningful  nature 
from  within  the  framework  of  medicine  itself.  This  is  said  without  rancor,  for 
the  situation  is  understandable.  The  problems  are  complex;  their  solution  re- 
quires the  collection  and  analysis  of  a  large  body  of  information,  and  a  means 
to  provide  arrays  of  information  specifically  relevant  to  many  of  these  problems 
has  not  yet  been  developed. 

THE  PRIVATE  SECTOR 

Unfortunately,  medicine  today  is  grossly  deficient  in  oragfiizational  forms 
that  can  subserve  broad  national  policy  purposes.  Yet  the  specifications  of  an 
organization  that  could  address  itself  to  such  an  important  task  are  only  now 
becoming  clear.  They  are  not  satisfied  by  any  of  the  current  national  orga- 
nizations. 

The  American  Medical  Association  has  more  than  passing  concern  for  science 
and  education.  Its  stated  mission  is  broad,  its  membership  is  in  excess  of  200,000, 
but  the  deep  roots  of  its  power  structure  are  in  the  State  societies,  which  tend 
to  relate  primarily  to  the  aspects  of  medicine  that  are  concerned  with  medicine 
as  a  practicing  profession.  Almost  perforce  the  AMA  will  be  oriented  to  the 
needs  of  its  membership  and  the  terms  and  conditions  surrounding  their  serv- 
ices as  these  are  perceived  in  the  present.^  It  is  almost  certain  to  be  conservative 
in  nature.  Yet  ways  must  be  found  to  encompass  the  needs  and  capabilities  of 
the  practicing  profession  in  the  deliberation  of  problems  out  of  which  come 
courses  of  action  that  will  influence  the  practicing  profession  itself  as  well  as 
the  components  of  medicine  that  have  as  their  primary  concern  research  and 
eduation  and  the  social  and  economic  dimensions  of  medicine. 

The  Association  of  American  Medical  Colleges  also  has  a  limited  capability 
to  exert  a  leadership  role  across  the  full  range  of  medical  issues.  Educators 
have  an  abundance  of  pressing  problems  in  the  medical  schools  themselves  and 
in  the  more  complex  university  medical  centers.  Although  it  is  true  that  the 
association  is  now  broadening  its  capabilities,  it  is  unlikely  that  these  will 


3  Similarly,  the  American  Hospital  Association  has  had  primary  concern  for  health-care 
facilities,  their  base  and  their  utilization  ;  the  American  Public  Health  Association  has 
emphasized  public-health  resources  and  programs  of  services. 
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change  at  a  rate  that  will  permit  the  association  to  occupy  the  central  role 
perceived  to  be  essential  in  this  discussion.  Yet,  it  also  has  many  competencies 
that  must  be  brought  to  bear  on  the  general  problems  of  medicine.  No  other 
group  can  provide  such  a  direct  channel  for  the  development  of  a  meaningful 
dialogue  between  the  major  elements  of  our  educational  system  and  any  new 
central  organizational  entity.  But  the  very  existence  of  this  direct  channel 
tends  toward  preoccupation  of  the  association  with  the  medical  school  and 
imposes  a  limitation  on  its  capability  for  decisive  action  on  a  substantially 
broader  front. 

Then,  there  are  the  many  professional  academies,  colleges  and  societies,  with 
which  medicine,  perhaps  more  so  than  any  other  profession,  is  richly  endowed, 
but  these  too,  by  their  nature,  are  limited  in  outlook.  They  are  primarily  special- 
ized in  character,  initially  established  to  develop  easy  communication  among 
groups  of  professionals  with  common  objectives.  Some  have  gone  well  beyond 
their  initial  purposes  in  the  setting  of  professional  standards  within  their  areas 
of  competence,  and  some  provide  a  variety  of  special  services  to  the  professionals 
they  interact  with.  Some  have  concerned  themselves  with  segments  of  education. 
A  few  quite  recently  have  begun  to  address  themselves  to  problems  of  public 
policy  but,  to  date,  not  in  a  very  coherent  fashion.* 

THE   PUBLIC  SECTOR 

Turning  to  the  public  sector,  one  can  find  organizations  with  well  staffed 
planning  groups  and  with  broad  responsibilities  for  program  development  in 
many  areas  relating  to  medicine,  including  science  and  education,  particularly 
the  areas  affected  by  social  or  economic  change.  These  organizations  are  linked 
in  a  direct  way  with  the  oflBcial  processes  of  policy  formulation  and  legislative 
action.  It  is  these  processes  that  have  increasingly  influenced  the  research  capa- 
bility of  the  Nation,  the  educational  systems  that  produce  the  professionals  and 
the  scientists  upon  whom  the  substantive  burdens  of  medicine  rest,  and  in- 
deed the  systems  through  which  medical  services  are  made  available.  Obviously, 
I  have  in  mind  here  the  several  agencies  within  the  executive  branch  of  the 
Federal  Government. 

On  balance,  these  executive  agencies  have  acted  in  the  best  interest  of  the 
Nation.  Their  actions,  which  have  usually  been  the  consequence  of  careful  studies 
of  specific  situations,  however,  have  not  always  been  satisfactory  to  all  groups. 
At  times  the  a'ctioms  of  one  Federal  agency  have  seemingly  been  at  odds  with 
those  of  another.  Nevertheless,  these  agencies  have  operated  in  quite  an  effective 
fashion,  particularly  when  one  considers  the  environment  ^^ithin  which  action 
perforce  must  be  taken. 

First  of  all,  the  actions  of  an  executive  agency  will,  by  the  very  nature  of 
our  governmental  process,  reflect  the  philosophical  base  of  the  party  in  power 
at  the  time  an  action  was  taken. 

Second,  too  frequently  legislative  proposals  express  a  level  of  needs  and  aspira- 
tions that  are  not  reflected  immediately  in  the  scope  and  budgets  of  implement- 
ing programs  or  their  operational  goals.  The  interplay  of  partisan  political 
philosophies  within  a  situation  of  varying  economic  capability  and  inherent 
contradictions  between  legislative  objectives  and  legislative  authorizations  con- 
tribute to  confusion  of  purpose,  rather  than  systematic  and  cumulative  progress. 
Furthermore,  this  process  tends  toward  fragmentation  of  programs  into  diverse 
elements  rather  than  consolidation  into  a  coherent  conceptual  framework  that 
would  contribute  to  a  clearer  and  more  unified  national  consensus  on  objectives 
and  extent  of  effort. 

Third,  there  has  not  been  a  well  informed  and  competent  organization,  ex- 
ternal to  the  Federal  establishment  that  could  provide  objective  advice  free  of 
parochial  interests  to  Federal  agencies  as  well  as  exert  a  countervailing  force 
of  a  constructive  nature  in  specific  situations,  based  on  its  own  assessment 
of  desirable  goals  and  general  objectives  in  respect  to  broad  medical  problems 
within  the  context  of  the  complex  and  changing  social  structure  of  the  Nation. 

All  too  frequently,  in  our  system  of  government,  an  executive  or  legislative 
decision  will  reflect  the  Federal  Establishments  sense  of  a  workable  compromise 
that  emerges  from  the  dissonance  of  contrary  advice.  Too  frequently  also  specific 
advice  reflects  parochial  prejudice  rather  than  mature  judgment  based  on  ade- 
quately assembled  and  digested  facts.  At  present,  means  are  just  not  available 


*  Both  the  National  Academy  of  Sciences  and  the  National  Academy  of  Enj?ineerinff  have 
concern  for  limited  aspects  of  medicine.  It  is  not  believed  that  either  alone  or  the  two 
jointly  can  serve  the  broad  need  envisaged. 
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for  a  rational  and  objective  appraisal  of  the  meaning  of  the  assembled  facts, 
bearing  on  a  particular  problem,  and  the  development  of  an  informed  judg- 
ment reached  with  a  clear  understanding  of  the  alternative  courses  of  action 
that  are  feasible,  as  well  as  the  short-  and  long-term  consequences  of  such  courses 
of  action  to  the  immediate  field  under  consideration  and  to  related  fields  of 
consequence. 

It  is  to  be  emphasized  that  the  inevitable  tendency  in  the  existing  setting 
is  toward  compromise — compromise  rather  than  innovation  that  is  decisive  but 
reflecting  a  continuity  of  general  purposes.  Current  arrangements  do  not  foster 
a  highly  objective  appraisal  of  the  forces  that  press  for  a  solution  of  important 
problems ;  nor  do  they  provide  the  means  to  obtain  a  clear  understanding  either 
of  the  social  need  and  medical  capability  on  the  one  hand,  or  of  the  power 
base  within  the  Nation  that  will  support  or  oppose  a  given  course  of  action  on 
the  other. 

There  are  those  who  siay  that  the  system  for  resolving  broad  medical  problems 
though  imperfect  has  operated  reasonably  well,  and  had  best  be  left  alone.  This, 
indeed,  was  the  attitude  of  most  scientists  in  the  biomedical-research  area  toward 
the  existing  arrangements  for  support  of  research  up  until  they  were  rudely 
awakened  by  constraints  on  Federal  spending  during  the  past  year  or  two. 
There  are  others  who  resent  any  intrusion  of  the  Federal  Establishmeint  into 
any  aspect  of  medicine  regardless  of  well  meaning  intent.  In  the  midst  of  this 
diversity  of  view  and  opinion  the  fact  remaiais  that  the  Federal  Establisihment  is 
deeply  involved  in  medicine,  and  in  an  all-pervasive  fashion.  Thus,  the  pressing 
problem  that  confronts  us  is  whether  we  are  satisfied  to  leave  the  analysis  of 
needs,  the  development  of  policy  in  respect  to  them,  and  the  planning  of  pro- 
grams for  tbeir  satisfaction  solely  to  a  process  that,  by  nature,  is  so  intrinsically 
a  part  of  governmental  and  political  action,  even  in  the  best  connotation  of  those 
terms,  and  under  arrangements  such  as  now  exist  that  allow  so  little  access  to 
broadly  conceived  and  responsible  analyses  from  within  the  private  sector. 

It  is  difficult  to  believe  that  this  is  an  attitude  that  any  thoughtful  biomedical 
scientist,  educator,  physican,  or  other  health  professional  can  live  with,  at  least 
in  comfort — certainly  not  in  the  face  of  crucial  problems  yet  to  be  resolved  in 
the  health  area  and  the  complex  situations  that  can  develop. 

Too  few  realize  that  total  national  expenditures  for  health  purposes  were 
$55  billion  in  1968,  representing  6  percent  of  our  gross  national  product  and 
increasing  at  a  substantial  rate.  It  should  also  be  noted  that  the  1970  budget  calls 
for  the  expenditure  of  $18.2  billion  by  the  Federal  Government  in  the  health  field. 

It  is  likely  that  even  fewer  realize  that  at  present  there  is  no  executive  pro- 
fessional focus  for  health  at  the  policymaking  levels  of  the  Department  of  Health, 
Education  and  Welfare  and  we  are  now  nearly  6  months  into  a  new  administra- 
tion. There  is  no  professional  biomedical  competence  in  the  Office  of  Science  and 
Technology,  in  the  Bureau  of  the  Budget,  nor  in  the  OflSce  of  the  President. 

How  can  the  Federal  Establishment  arrive  at  the  right  combination  of  profes- 
sional and  social  judgments  in  such  a  vacuum  of  leadership  and  professional 
competence?  With  justifiable  constraints  on  Federal  spending  in  general,  the 
forces  in  operation  at  this  critical  time  are  largely,  if  nbt  exclusively,  negative 
in  character.  Medicine  appears  to  be  peculiarly  inept  in  mounting  constructive 
pressure  for  sound  policy  and  program  response  to  this  situation.  Many  physi- 
cians are  quite  concerned  about  the  rules  and  regulations  of  medicare  and 
medicaid,  but  few  have  an  understanding  of  the  underlying  mechanics  of  Fed- 
eral decisionmaking  in  the  health  care  field.  And  fewer  know  much  about  the 
public  policy  issues  in  the  fields  of  the  biomedical  sciences  and  medical  education 
and  how  they  will  likely  be  resolved. 

THE  EMERGING  CONCEPT  OF  A  NATIONAL  ACADEMY  OF  MEDICINE 

It  was  with  thoughts  such  as  these  in  mind,  and  with  some  imderstanding 
of  the  internal  needs  of  medicine  and  the  interaction  of  these  needs  with  the 
needs  of  society,  that  a  small  group  to  consider  these  matters  was  brought 
together  in  Cleveland  some  2  years  ago  on  the  initiative  of  Dr.  Irvine  Page,  of 
the  Cleveland  Clinic.  It  was  his  belief,  and  that  of  the  group  convened,  tliat  a 
serious  institutional  deficiency  does  in  fact  exist  in  the  national  structure  of 
medicine.  No  group  seemed  peculiarly  competent  to  speak  authoritativeiy  about 
n-edicine  in  its  broadest  sense;  the  needs  and  opportunities  as  these  could  be 
perceived,  and,  given  a  soiind  appraisal  of  the  current  scene,  the  likely  trends  of 
the  future.  No  group  was  particularly  able  to  interpret  the  interaction  of  medicine 
with  the  diverse  universes  of  science  and  education  on  the  one  hand,  and  those 
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of  social  need  and  social  change  on  the  other.  There  was  concurrence  in  the 
view  that  there  was  then  no  institutional  form,  organizational  structure,  or 
stable  combination  of  talents  that  possessed  the  capability  to  develop  more 
effective  means  to  explore  and  resolve  the  complex  issues  presented  by  the 
further  development  of  medicine  in  the  context  of  the  current  and  prospective 
social,  economic,  and  scientific  scene. 

It  was  generally  concluded  that  such  needs  might  well  be  satisfied  by  the 
creation  of  some  new  institution  that  might  take  the  form  of  a  National  Academy 
of  Medicine.  Several  paragraphs  of  a  historical  resume  prepared  by  the  staff  of 
the  Board  on  Medicine  of  the  National  Academy  of  Sciences  may  be  quoted : 

The  consequence  of  further  discussions  was  the  conclusion  by  the  group 
[convened  by  Irvine  Page]  that  a  decision  concerning  the  establishment  of 
a  National  Academy  of  Medicine  was  premature  at  this  stage — this  was  in 
the  lesser  and  perhaps  transitional  form  of  organization  to  engage  some 
of  the  problems  confronting  medicine.  In  this  context,  it  was  proposed  to 
the  president  of  the  National  Academy  of  Sciences,  Dr.  Frederick  Seitz, 
that  the  academy  consider  establishing  within  its  framework  an  entity  to 
serve  both  as  an  action  group  working  on  the  problems  of  medicine  and 
society  and  also  as  a  body  that  could  deliberate  carefully  on  the  further 
institutional  form  that  such  activities  should  take  and  specifically  to  assess 
in  some  conclusive  manner  the  proposition  to  establish  a  National  Academy 
of  Medicine. 

The  president  of  the  Academy  presented  this  proposal  to  the  Council  of 
the  National  Academy  of  Sciences  in  June  of  1967.  In  this  meeting,  the 
Council  authorized  the  establishment  of  a  board  on  medicine  directly  under 
the  council  of  the  academy  in  parallel  form  to  the  committee  on  science 
and  public  policy  and  the  environmental  sciences  board.  This  action  was 
taken  without  prejudice  to  the  concept  of  a  National  Academy  of  Medicine. 
A  small  ad  hoc  group  was  designated  to  recommend  to  the  president  of  the 
academy  individuals  that  should  be  considered  in  selecting  membership  of 
the  board.  From  this  list  22  names  were  chosen  by  the  president  of  the 
academy  as  the  initial  membership  of  the  board.  A  full-time  executive  secre- 
tary for  the  board  on  medicine  was  selected  and  space  and  other  staff 
assistance  in  support  of  the  board's  activities  were  provided  by  the  academy. 

In  selecting  the  membership  of  the  board,  it  was  not  thought  feasible  to 
provide  representation  for  the  full  range  of  professional  groups  and  fields 
of  endeavor  related  to  medicine.  In  the  interest  of  assuring  a  capable  and 
workable  group,  the  selection  was  made  from  individuals  of  distinction  whose 
careers  had  reflected  involvement  in  major  aspects  of  medicine  or  its  social 
setting,  and  who  were  known  for  their  broad  views  of  public  affairs.  About 
one-half  of  the  individuals  so  selected  come  from  fields  of  endeavor  other 
than  medicine  itself.  It  is  obvious  that  no  group  can  set  itself  up  to  be  free 
of  bias.  Nevertheless,  it  was  felt  that  if  a  consensus  could  be  obtained  on 
a  matter  within  a  group  drawn  from  both  in  and  out  of  medicine,  there  was 
a  high  probability  that  the  position  taken  would  be  well  balanced  and 
soundly  based. 

Serving  directly  under  the  council  of  the  academy,  the  board  was  to  engage 
itself  with  some  of  the  broad  questions  of  medicine  and  the  public  policy  issues 
presented  by  medicine's  interface  with  society.  The  distinction  between  the 
board  on  medicine  and  the  other  entities  within  the  National  Academy  of 
Sciences-National  Research  Council  relating  to  health  revolves  .around  the  broad 
policy  role  the  board  on  medicine  was  expected  to  serve,  in  contrast  to  the 
more  technical  advisory  functions  of  the  Division  of  Medical  Sciences  of  the 
National  Research  Council. 

Such  a  board  was  established  and  formally  announced  on  November  12,  1967, 
and  has  since  been  actively  pursuing  a  limited  program  under  the  chairmanship 
of  Walsh  McDermott,  professor  of  public  health  at  Cornell  University  Medical 
College.  The  composition  of  the  board,  though  limited  in  membership,  was  ade- 
quate to  initiate  three  general  studies  that  portray  rather  well  the  general  char- 
acter of  the  activity  to  date.  The  studies  are  as  follows :  a  broad  examination 
of  biomedical  education ;  a  study  of  the  contrasts  and  differentials  in  the  health 
status  of  particular  population  groups,  particularly  the  economically  deprived 
and  groups  with  limited  access  to  health  services;  and  a  consideration  of  the 
organizational  and  institutional  options  available  that  might  provide  a  central 
focus  of  concern  for  medicine  in  its  broadest  terms  and  insure  a  working  base 
that  could  bring  to  bear  on  the  solution  of  serious  problems  the  best  minds  and 
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the  diversity  of  background  and  skill  essential  for  their  solution.  Inherent  in  (this 
consideration  was  the  question  whether  the  group  should  recommend  the  estab- 
lishment of  a  National  Academy  of  Medicine  and,  if  so,  what  its  general  char- 
acteristics should  be. 

It  is  too  early  to  comment  on  the  productivity  of  the  first  two  of  these  under- 
takings, and  it  is  to  be  emphasized  that  these  comments  are  not  those  of  a  board 
member,  but  rather  of  an  interested  observer  and  consultant.  Be  that  as  it  may, 
each  study  has  gone  through  several  restatements  of  its  own  problem,  and  the 
prospect  of  a  fruitful  study  is  now  before  each  study  group.  Relative  to  the  last 
of  the  three  studies,  a  part  of  which  pertains  to  whether  the  board  should  recom- 
mend that  a  National  Academy  of  Medicine  be  established,  this  has  reached  a 
more  definitive  stage. 

A  dialog  has  been  established  within  the  NAS  concerning  the  arrangements 
that  might  be  required  for  the  creation  of  a  National  Academy  of  Medicine. 
Among  the  questions  now  being  explored  is  whether  such  an  Academy  would 
operate  most  effectively  if  it  could  join  with  the  National  Academy  of  Sciences 
and  the  National  Academy  of  Engineering  as  a  constellation  of  academies  that 
were  developed  to  satisfy  an  array  of  broad  public  needs,  but  developed  in  a 
fashion  that  would  permit  each  Academy  to  speak  authoritatively  through  suit- 
able groups  about  both  professoinal  and  public  policy  issues  within  its  own 
area  of  competence. 

One  of  the  compelling  arguments  for  such  an  arrangement  goes  somewhat  as 
follows :  one  can  visualize  these  three  Academies,  one  associated  with  the  other, 
having  a  common  grounding  in  the  sciences  that  would  provide  a  unity  and  a 
continuity  that  would  be  of  profound  importance  in  maintaining  the  integrity 
of  each  Academy.  Clearly,  there  would  be  substantive  value  In  such  an  associa- 
tion ;  it  would  not  be  an  arrangement  of  convenience.  One  cannot  conceive  of  an 
Academy  of  Medicine  without  a  broad  science  base.  If  an  Academy  of  Medicine 
were  organized  independently  of  the  National  Academy  of  Sciences,  it  would 
need  to  create  such  a  science  base,  resulting  in  a  competition  destructive  to  the 
essential  unity  of  science  and  the  common  base  for  intellectual  endeavor.  If 
science  were  neglected,  an  Academy  of  Medicine  could  only  deal  competently 
with  medicine  as  a  practicing  profession  and  its  related  technologies,  and  many 
organizations  serving  such  purposes  are  already  in  existence.  Yet  no  one  of  these 
brings  any  unique  capability  to  bear  on  the  broad  and  interrelated  problems  of 
medicine  and  society.  Thus,  there  are  important  substantive  considerations  that 
argue  for  an  array  of  academies  with  a  common  framework,  rather  than  simple 
matters  of  prestige  and  congeniality. 

To  summarize  this  new  development,  there  are  persuasive  reasons  for  the 
formation  of  a  National  Academy  of  Medicine.  Such  an  Academy  should  provide 
a  central  working  focus  for  the  many  problems  clearly  apparent  to  all  in  medi- 
cine, whether  in  research,  education  or  the  delivery  of  health  services.  On  the 
one  hand,  it  should  provide  an  intimate  association  with  the  other  Academies 
through  programs  with  common  purposes  and,  on  the  other  hand,  between  the 
health  professions  and  societies  at  large.  Finally,  whereas  membership  in  the 
Academy  would  clearly  be  a  high  distinction,  the  honorific  aspect  of  membership 
should  be  less  important  than  the  capability  given  to  members  for  public  service. 

What  is  being  sought  is  a  new  institutional  concept  within  which  thoughtful 
men  from  medicine  and  other  fields  can  pursue  their  interests  in  and  concern 
with  the  problems  of  medicine  broadly  viewed,  strengthened  by  common  action, 
free  of  obligations  to  special  interests.  Through  such  a  common  effort  it  is  hoped 
that  leadership  and  guidance  distinguished  by  high  competence,  objectivity,  and 
intelligent  scope  can  be  brought  to  the  full  exploration  of  alternative  courses  of 
policy  and  action  in  matters  involving  the  medical  sciences,  medical  education 
and  medical  services. 


Department  of  State. 
Agency  for  International  Developjvient. 

Washington,  B.C.,  January  15^  1970. 

Senator  Abraham  Ribicoff. 

Chairman,  Senate  Committee  on  Government  Operations,  Suhcom- 
m-ittee  on  Executive  Reorganization,  Washington,  B.C. 
Dear  Mr.  Chairman  :  Thaiik  you  for  your  request  for  infonnation 
on  the  role  of  the  Agency  for  International  Development  (AID)  in  the 
overall  health  efforts  of  the  Federal  Government.  I  have  designated 
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Mr.  Alfred  Davidson  of  the  Office  of  Health  in  the  Teclinical  Assist- 
ance Bureau  to  assemble  the  information  requested  by  the  Govern- 
ment Operations  Committee  and  to  act  as  liaison  with  the  staff  director 
of  the  Subcommittee  on  Executive  Reorganization. 

As  indicated  in  our  submissions  to  the  Bureau  of  the  Budget,  AID 
has  been  spending  approximately  $125  to  $200  million  annually  for 
health  over  the  past  5  years,  with  the  most  recent  emphasis  on  the 
family  planning  programs  overseas  and  with  some  lesser  emphasis  on 
the  new  initiative  in  nutrition  and  child  feeding.  These  are  in  addition 
to  basic  health  programs  carried  on  by  the  Agency  and  its  predecessors 
since  1942.  The  AID  health  programs  are,  of  course,  directed  toward 
the  developing  countries  which  are  being  assisted  vmder  the  Foreign 
Assistance  Act  and  in  that  sense,  do  not  constitute  part  of  the  national 
U.S.  domestic  health  policy. 

How^ever,  as  part  of  the  AID  mission,  the  health  programs  of  the 
Agency  contribute  to  economic  and  social  development  of  the  lesser 
developed  countries  of  the  free  world.  In  cooperation  with  interna- 
tional health  agencies,  AID  strives  to  bring  about  improved  physical 
well-being  in  these  countries  as  an  essential  support  for  productive 
national  development. 

In  response  to  the  questions  submitted  by  the  Subcommittee  on 
Executive  Reorganization,  the  following  detailed  replies  are  provided 
in  the  order  submitted  in  your  letter  of  December  8. 

1.  List  and  describe  each  health  program  under  your  jurisdiction, 
specifying  how  much  money  was  spent  on  each  program  in  each  of  the 
5  fiscal  years. 

The  fiscal  information  for  the  fiscal  yeai*s  1966  through  1970  is 
submitted  in  the  two  budgetary  forms  attached.  Table  A  contains  ex- 
penditure breakdown  for  the  specified  5  years  with  health  costs  attrib- 
uted to  major  health  activities.  Because  of  changes  in  Agency  account- 
ing and  records  fiscal  year  1966  figures  are  shown  on  aji  obligation  basis 
only,  as  expenditure  figures  for  the  activity  breakdown  indicated  for 
subsequent  years  were  not  available.  Table  B  contains  an  obligations 
breakdown  for  the  specified  5  years  on  a  geographical  basis  with 
separate  items  shown  such  as  nonregional  and  international  activities 
which  are  not  attributed  to  specific  geographical  areas. 

AID  concentrates  its  health  programs  in  the  areas  of  population  and 
f  amilj^  planning,  disease  control  and  eradication,  environmental  health, 
nutrition,  and  research.  Practically  all  programs  support  the  efforts 
of  the  less  developed  countries  and  are  coordinated  with  those  of  in- 
ternational organizations,  such  as  the  World  Health  Organization, 
Pan  American  Health  Organization,  and  tlie  United  Nations. 

Population  and  family  planning. — By  June  30,  1969,  direct  AID 
assistance  was  going  to  31  countries  and  support  was  being  provided  in 
numerous  other  countries  through  such  organizations  as  the  Interna- 
tional Planned  Parenthood  Federation,  the  Pathfinder  Funds,  the 
Population  Council  and  the  United  Nations. 

Disease  Control  and  Eradication. — AID  supports  malaria  eradica- 
tion programs  in  18  comitries  under  bilateral  agreements.  The  measles 
control  and  smallpox  eradication  program  covers  19  countries  in  cen- 
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tral  and  west  Africa  where  over  68.4  million  people  have  been  vacci- 
nated against  smallpox  and  11  million  children  vaccinated  against 
measles. 

Environmental  Health. — Activities  in  management,  operation  and 
maintenance  of  water  and  sewerage  systems  continued  to  be  emphasized 
in  efforts  to  lessen  the  danger  of  diseases  caused  by  pollution. 

Nutrition, — Nutritional  activities  are  aimed  at  increasing  the  aware- 
ness of  the  beneficial  results  of  improved  diets.  Particular  emphasis  is 
given  to  the  preschool  child.  Assistance  activities  will  include  pro- 
gram development  and  workshops,  provision  and  development  of  tech- 
nical information  and  nutrition  educational  aids,  and  grants  to  U.S. 
voluntary  agencies.  Other  areas  of  emphasis  include  the  development 
of  food  enrichment  and  fortification  programs  and  evaluations  of  nu- 
tritional activities. 

Research. — In  the  family  planning  program,  researchers  are  ex- 
ploring new  means  of  fertility  regulation  and  how  to  extend  such  prac- 
tice more  rapidly.  In  health,  new  approaches  to  the  control  and  eradi- 
cation of  epidemic  and  endemic  diseases  are  being  developed  and  the 
major  causes  of  death  in  infancy  and  childhood  are  being  investi- 
gated. Research  is  also  underway  to  determine  the  magnitude  of  nutri- 
ent losses  that  occur  as  a  result  of  widespread  intestinal  malabsorption. 

Two  detailed  reports  of  all  health  activities  undertaken  by  the 
Agency  during  fiscal  year  1967  (attachment  1)  and  fiscal  year  1968 
(attachment  2)  are  attached.  We  do  not  have  a  published  report  for 
fiscal  year  1966.  A  third  report  for  fiscal  year  1969  is  now  in  prepara- 
tion. These  summaries  indicate  on  a  project-by-project  basis  what 
progress  has  been  made  in  addition  to  providing  funding  data.  A  full 
report  is  attached  of  cost  and  description  of  all  current  activities 
of  the  population  program  (attachment  3). 

2.  What  results.^  hoth  direct  and  indirect.)  have  these  programs 
achieved  with  regard  to  improving^  in  hoth  the  public  and  private  sec- 
tors., the  organization.,  financing  and  delivery  of  health  care  in  the 
United  States? 

The  health  programs  of  AID  have  not  had  a  direct  result  in  im- 
proving the  organization,  financing  and  delivery  of  health  care  in 
the  United  States.  Recently  there  has  been  evidenced  some  interest  in 
the  experiences  of  the  Agency  in  organizing  health  programs  overseas 
and  their  possible  applicability  to  community  health  programs  for 
medical  and  preventive  care  in  the  United  States. 

3.  How  do  the  health  programs  of  your  department  contribute  to  the 
formulation  and  implementation  of  national  health  policy? 

The  health  programs  of  AID  do  not  contribute  to  the  formulation  or 
implementation  of  domestic  health  policy  in  the  United  States. 

^.  What  mechanisms  are  available  to  you  to  coordinate  and  consoli- 
date health  programs  within  your  department  and  those  of  other  de- 
partments and  agencies? 

The  following  mechanisms  are  used  by  AID  for  coordination  of 
health  programs  within  the  Agency  and  with  other  departments  of  the 
Government : 
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(a)  Office  of  International  Health.  The  health  program  of  AID  re- 
lates primarily  to  one  domestic  department,  Department  of  Health, 
Education,  and  Welfare.  In  HEW,  the  Office  of  International  Health 
under  the  Assistant  Secretary  for  Health  and  Scientific  Affairs  is  the 
primary  channel  and  coordinating  body  which  provides  technical 
information,  technical  personnel  and  medical  resources,  assists  in  re- 
cruiting personnel  for  AID  programs,  and  provides  a  channel  for 
obtaining  HEW  and  other  domestic  resources  for  AID  health  pro- 
grams. 

(h)  Interdepartmental  health  meeting.  Meets  to  exchange  infor- 
mation on  current  international  health  problems  overseas.  Tlie  mem- 
bers of  the  interdepartmental  meeting  include  DOD,  Department  of 
State,  HEW,  VA,  AID,  Peace  Corps,  and  CIA. 

5.  Hoiv — and  how  often — have  you  med  these  mechamsms?  Give 
specl-fic  examples  of  financial  savings^  better  service  or  elimination  of 
redtaqye  resulting  from  interdepebrtment  or  intradepart mental  pro- 
gram consolidation? 

The  interdepartmental  meeting  convenes  once  a  month.  Epidemic 
disease  information  is  received  through  DOD  since  neither  AID  nor 
HEW  support  clinical  facilities  overseas.  HEW  provides  unique  infor- 
mation regarding  the  Avork  and  program  of  AA^O  since  HEW  is  the 
official  channel  for  the  United  States  to  that  organization.  Each  group 
represented  speaks  from  the  viewpoint  of  its  own  particular  responsi- 
bilities, none  of  which  overlap  to  any  significant  degree. 

Both  OIH  and  the  interdepartmental  group  meetings  haA  e  served 
to  eliminate  costly  duplications  and  waste  of  Federal  resources  by 
acquainting  each  agency  with  work  being  carried  out  in  the  agencies 
that  has  a  bearing  on  its  projects  and  operations.  This  sj^ecifically 
relates  to  the  field  of  research  where  such  interchange  of  information 
has  made  work  in  malaria  and  other  tropical  diseases  complementary 
and  supportive  rather  than  duplicating  or  overlapping.  The  use  of 
OIH  for  recruitment  of  technical  skills  Avithin  HEW  and  the  domestic 
health  community  for  AID  work  has  prevented  costly  and  competitive 
recruitment  efforts  by  AID.  The  utilization  of  the  Participating 
Agency  Service  Agreement  (PAS A)  with  HEW  is  another  mechan- 
ism Avhereby  the  resources  of  another  Federal  agency  (HEW)  is  con- 
tracted to  proAade  services  or  resources  available  in  that  Agency  to 
AID.  The  use  of  the  PASA  serA^es  to  eliminate  duplicating  resources 
and  personnel  already  aA^ailable  in  a  domestic  agency. 

If  additional  information  is  needed  by  your  committee,  Ave  shall  be 
pleased  to  cooperate. 

Sincerely  yours, 

John  A.  Hannah. 

(Attachment  1 — Health  and  Sanitation  Activities  for  fiscal  year 
1967;  attachment  2 — Health,  Population  and  Nutrition  ActiAdties  for 
fiscal  year  1968;  and  attachment  3 — Population  Program  Assistance 
can  be  found  in  the  subcommittee  files.) 
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TABLE  A.-EXPENDITURES  FOR  AID  HEALTH  PROGRAMS  1966-70> 
[In  thousands  of  dollarsl 


1970 

Isbo 

130/ 

1  QCO 

1969 

(estimated) 

IVICUIval  ullU  IICullll  ICIOICU  lUOvull/ll  

4.  8 

1  469 

2  282 

2  565 



8  634 

Training  and  education  

10'430 

lO'  446 

6'  638 

7,' 249 

Construction.   

1,655 

19, 878 

17,610 

2  16,  770 

Improving  the  organization  and  delivery 

8, 770 

4, 983 

45,  558 

of  health  services.   

56,102 

Prevention  and  control  of  health  prob- 

lems    

121.1 

50, 424 

67, 302 

42, 654 

67,  504 

Disease  prevention  

70.6 

20, 238 

20,  504 

19, 783 

22, 727 

Environmental  control.   

14.9 

2,965 

7,066 

Population  

5.7 

890 

8, 360 

21,270 

42, 342 

Nutrition  

2.9 

407 

252 

Other—   

27.0 

25, 924 

31,120 

1,601 

2,435 

Health  budgetary  support  

42, 905 

11,811 

6,160 

20,  060 

Total  

125.9 

115,656 

116, 702 

121,185 

176, 319 

1  1966  figures  on  an  obligation  basis.  All  others  are  expenditures  or  expenditure  estimates.  No  expenditure  information 
on  1966  available. 

2  Excludes  projects  added  by  Congress  for  Israel  and  Biafra,  not  requested  by  AID  for  fiscal  year  1970. 

TABLE  B.-HEALTH  OBLIGATIONS 
[In  thousands  of  dollars] 

1966        1967        1968        1969  1970 


Regional    131.5  

Africa                                                                           8.2  29.0        20.0        12.7  13.5 

East  Asia                                                                     12.8  11.9        16.1        17.5  13.7 

Near  East  and  South  Asia                                                  15.3  19.2        23.9        10.8  20.9 

Latin  America                                                                18.5  40.5        90.1        12.5  30.0 

Vietnam                                                                     45.8  30.9        33.3        20.4  18.0 

interregional                                                                 8.3  5.4        17.7        25.8  34.6 

American  schools  and  hospitals  abroad   1.6         1.5         6. 6          4. 6 

International  organizations                                               17.0  17.3        15.4        17.0  20.5 

1 20. 8 


Totals   125.9       155.8       218.0       123.3  176.6 


1  Undistributed  for  populations. 


ACCOMPANYING  VIEWS 


The  following  members  of  the  Committee  on  Government  Opera- 
tions are  not  members  of  the  Subcommittee  on  Executive  Reorganiza- 
tion and  Government  Research,  and  did  not  take  part  in  the  hearings 
and  preparation  of  this  report,  except  to  authorize  its  filing  as  a  report 
made  by  the  subcommittee : 

John  L.  McClellan. 
Edmund  S.  Muskie. 
Karl  E.  Mundt. 
Edward  J.  Gurney. 


INDIVIDUAL  VIEWS  OF  MR.  JAVITS 

That  America  stands  on  the  threshold  of  a  health  care  crisis  and  that 
our  existing  uncoordinated,  cumbersome,  fractionated  Federal  health 
bureaucracy  is  seemingly  unable  to  meet  this  grave  challenge  with  the 
means  it  has  to  work  with  were  both  clearly  established  by  the  over- 
whelming weight  of  the  evidence  at  the  hearings  of  the  Subcommittee 
on  Executive  Reorganization.  This  crisis  is  evidenced  by  skyrocketing 
health  costs  and  exacerbated  by  marked  shortages  of  doctors  and  other 
health  personnel  and  by  seriously  inadequate,  obsolete,  and  outmoded 
health  facilities. 

Two  years  have  passed  since  the  hearings  commenced  and  the  bur- 
geoning health  care  crisis  has  worsened,  further  threatening  to  deny 
adequate  care  to  growing  numbers  of  Americans  and  to  prevent  ade- 
quate progress  for  tlie  plans  for  expanding  medical  services  to  the 
disadvantaged  in  urban  and  rural  areas. 

Although  I  concur  in  the  subcommittee  recommendations — and  in- 
troduced legislation,  S.  TYO,  to  establish  a  Federal  Council  of  Health — 
I  do  not  believe  w^e  can  wait  for  the  formulation  of  a  national  health 
policy  and  an  evaluation  of  the  Federal  health  bureaucracy  by  a  coun- 
cil of  health  advisers — desirable  as  are  these  activities. 

For  our  objectives  for  this  decade,  to  provide  every  American  with 
accessible  health  care,  will  require  the  sound  implementation  of  a  na- 
tional health  program :  First,  to  guarantee  that  every  American  has 
the  purchasing  power  to  acquire  at  least  a  "floor"  of  adequate  health 
services ;  and,  second,  to  allocate  sufficient  resources  to  bring  about  nec- 
essary changes  in  the  health  care  system — so  that  the  supply  of  health 
services  which  are  to  be  delivered  are  adequate  to  meet  the  increased 
demand  which  wall  be  established. 

Our  Nation  needs  to  establish  a  system  of  prepaid  national  compre- 
hensive health  care — structured  to  permit  a  wide  diversity  of  systems 
of  prepaid  comprehensive  care,  with  free  "consumer  choice"  between 
competing  plans,  although  ultimate  participation  in  a  plan  would  be 
compulsory — designed  to  provide  incentives  for  innovative  dramatic 
increases  of  health  personnel  and  of  facilities,  through  companion 
Federal  programs. 
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The  Subcommittee  on  Executive  Reorganization  recommendations 
move  toward  but  stop  short  of  the  actual  establishment  of  a  viable, 
organized,  coordinated,  total  national  health  care  system.  To  achieve 
this  objective — to  improve  and  broaden  accessibility,  while  improving 
and  preserving  q[uality  of  health  care — it  is  crucial  that  we  urge  the 
enactment  of  universal  health  insurance  legislation.  Only  such  legis- 
lation will  recognize  the  interrelationship  of  health,  manpower,  and 
facilities;  financing  and  health  care  cost  control;  organization  and 
delivery  of  health  services ;  and  the  quality  of  health  care. 

Jacob  K.  Javits. 


INDIVIDUAL  VIEWS  OF  MR.  STEVENS 

I  approve  of  this  report  insofar  as  it  attempts  to  contribute  to  the 
elimination  of  the  inadequacies  in  our  present  health  programs  which 
we  all  admit  exist.  However,  I  do  feel  that  this  report  is  not  the  proper 
place  for  lengthy  criticisms  of  the  responsiveness  of  individual  wit- 
nesses, but  rather  provides  an  opportunity  to  offer  constructive  sug- 
gestions to  improve  health  in  America.  Where  it  falls  short  of  this 
goal  and  concentrates  on  unconstructive  criticism,  I  do  not  approve 
it. 

Ted  Stevens. 


ADDITIONAL  VIEWS  OF  MR.  PERCY 

I  approve  the  filing  of  this  report  and  am  in  general  agreement 
with  the  findings  and  recommendations  of  the  subcommittee. 

There  is  little  doubt  that  our  citizens  are  disadvantaged  in  the  de- 
livery of  health  care  in  this  country  and  that  the  poor  are  the  most 
disadvantaged  of  all.  We  do  not  have  and  we  badly  need  a  coordinated 
national  health  policy  that  will  eliminate  our  doctor  shortage  and 
provide  better  methods  for  the  delivery  of  medical  services.  These 
methods  should  include  the  encouragement  of  group  practice  by  physi- 
cians, the  operation  of  comprehensive  health  centers  in  doctor-shortage 
and  low-income  areas,  and  some  form  of  national  health  insurance 
using,  to  the  maximum  extent  possible,  nongovernmental  agencies. 

Charles  H.  Percy. 


ADDITIONAL  VIEWS  OF  MR.  MATHIAS 

I  approve  the  filing  of  this  report  and  am  in  general  agreement  with 
the  findings  and  recommendations  of  the  subcommittee. 

I  commend  this  study  as  a  valuable  contribution  toward  assessing 
the  scope  of  the  health  care  problems  facing  all  Americans.  While  its 
conclusions  and  recommendations  include  some  suggestions  about 
which  I  have  reservations,  they  nevertheless  merit  serious  study  in  the 
effort  which  must  be  made  at  all  levels  of  government  and  in  all  areas 
of  the  health  care  community  to  devise  ways  of  making  first-class 
health  care  available  to  everyone. 

Charles  McC.  Mathias,  J r. 
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